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Endorsed  Insurance  Plans 


$1,200 


PLUS 
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$1,000 
U ERARY 
m -4  1910 


ACCIDENT  AND  HEALTH  INSURANCE 

a month  maximum  BASIC  total  disability  benefit. 

Accident:  from  1st  day,  up  to  5 years  (Partial  Accident 
Disability,  half  benefit  up  to  six  months) 

Sickness:  from  8th  day,  up  to  2 years 

Accident:  may  be  EXTENDED  to  Lifetime 
Sickness:  may  be  EXTENDED  to  7 years 
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I'CvK  ..v::.DEMY 

Ml  LICINE 


a month  maximum  NEW  LONG-TERM  PLAN. 

Payable  up  to  Lifetime  for  accident  — Age  65  for  sickness 
Choice  of  waiting  periods: 

Benefits  may  begin  on  1st,  15th,  31st,  61st  or  91st  day. 

★ ★ ★ 

LIFE  INSURANCE 

$10,000  to  $100,000  of  Convertible  Term  Life  Insurance. 

(Guaranteed  exchangeable  at  any  time  into  Permanent  Cash 
Value  life  insurance  without  medical  examination) 

400072  ★ ★ ★ 

MAJOR  EXPENSE  INSURANCE 

$15,000  maximum  for  Covered  Expenses  as  stated  in  the  policy  for  each 
accident  or  sickness,  covering  member,  spouse,  and  eligible 
children.  $500  deductible,  20%  co-insurance.  (Physicians’  and 
surgeons’  fees  are  not  a Covered  Expense.) 

★ ★ ★ 

SIX  POINT,  HIGH-LIMIT  ACCIDENT  INSURANCE 

$200,000  maximum  for  member,  covering  accidental  death,  dismember- 
ment, loss  of  sight,  total  and  permanent  disability,  exposure 
and  disappearance. 

$100,000  maximum  for  spouse  (without  disability  benefit). 


APPLICATIONS  CONSIDERED  AT  ANY  TIME 

Applications  are  subject  to  age  limits  and  other  company  rules  and  regulations  for 
acceptance  of  risks.  New  members  have  special  privileges  during  the  first  few 
months  of  membership:  ask  for  specific  details  if  you  were  recently  elected  or  have 
applied  for  membership. 


Information  and  claim  service  are  as  close  as  your  telephone. 

E.  & W.  BLANKS TEEN 
E.  & W.  Blanksteen  Agency,  Inc. 


75  MONTGOMERY  STREET 


JERSEY  CITY,  NEW  JERSEY  07302 


(201)  DEIaware  3-4340 
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Lactinex 

¥ABLETS  & GRANULES 

■ to  help  restore  and  stabilize 
the  intestinal  flora 

■ for  fever  blisters  and  canker 
sores  of  herpetic  origin 


Lactinex  contains  both  Lactobacillus  acidophilus  and 
L.  bulgaricus  in  a standardized  viable  culture,  with  the 
naturally  occurring  metabolic  products  produced  by 
these  organisms. 

Lactinex  has  been  shown  to  be  useful  in  the  treat- 
ment of  gastrointestinal  disturbances,  and  for  relieving 
the  painful  oral  lesions  of  fever  blisters  and  canker 
sores  of  herpetic  origin. 

No  untoward  side  effects  have  been  reported  to  date. 

Literature  on  indications  and  dosage  available  on 
request. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


Baltimore,  Maryland  21201 


(ux-as) 
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He  is  middle-aged. 
When  he  needs  an  antibiotic 
he  may  be  a candidate  for 


DECLOSTATIN  300 

Demfthylchlortelrar>clineHO  300  mg  H • ~| 

and  Nyslatin  500.000  units  -■ 

CAPSILE-SIIAPED  TABLETS  Ledirle  J J • JL  • • 


guard  susceptible  patients  against  intestinal  monilial  over- 
)wth  during  broad-spectrum  therapy  — the  protection  of 
statin  is  combined  with  demethylchlortetracycline  in 
^CLOSTATIN. 

For  your  susceptible  candidates,  prescribe  DECLOSTATIN 
he  broad-spectrum  therapy  that  prevents  monilial 
;rgrowth. 

eetiveness:  Because  its  antibacterial  component  is  DECLOMYCIN 
inelliylchlortetracycline,  DECLOSTATIN  should  be  equally  or  more 
;ctive  therapeutically  than  other  tetracyclines  in  infections  caused  by 
acycline-sensitive  organisms.  The  antifungal  component.  Nystatin, 
tects  against  superinfection  by  antibiotic-resistant  fungal  overgrowth 
irticularly  monilia)  in  the  intestinal  tract. 

itraindication:  History  of  hypersensitivity  to  demethylchlortelracy- 
le  or  nystatin. 

ruing:  In  renal  impairment,  usual  doses  may  lead  to  excessive  accum- 
tion  and  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
indicated,  and,  if  therapy  is  prolonged,  serum  level  determinations 
y be  advisable.  A photodynamic  reaction  to  natural  or  artificial  sun- 
it  has  been  observed.  Small  amounts  of  drug  and  short  exposure  may 
duce  an  exaggerated  sunburn  reaction  which  may  range  from  ery- 
ma  to  severe  skin  manifestations.  In  a smaller  proportion,  photo- 
;rgic  reactions  have  been  reported.  Patients  should  avoid  direct 
losure  to  sunlight  and  discontinue  drug  at  the  first  evidence  of  skin 
comfort.  Necessary  subsequent  courses  of  treatment  with  tetracy- 
les  should  be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur.  Con- 
stant observation  is  essential.  If  new'  infections  appear,  appropriate 
measures  should  be  taken.  In  infants,  increased  intracranial  pressure 
with  bulging  fontanels  has  been  observed.  ,\11  signs  and  symptonts  have 
disappeared  rapidly  upon  cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system— anorexia,  nausea,  vomiting,  diar-  ’ 
rhea,  stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin— maculopap- 
ular  and  erythematous  rashes,  a rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  discoloration  of  the 
nails  (rare).  Kidney— rise  in  BUN.  apparently  dose  related.  Transient 
increase  in  urinary  output,  sometimes  accompanied  by  thirst  (rare). 
Hypersensitivity  reactions— urticaria,  angioneurotic  edema,  anaphylaxis. 
Teeth— dental  staining  (yellow-brown)  in  children  of  mothers  given  this  i 
drug  during  the  latter  half  of  pregnancy,  and  in  children  gi\en  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel  hypo- 
plasia has  been  seen  in  a few  children.  If  adverse  reaction  or  idiosyn- 
crasy occurs,  discontinue  medication  and  institute  appropriate  therapy.  : 
Demethylchlortetracycline  may  form  a stable  calcium  complex  in  any  ■ 
bone-forming  tissue  with  no  serious  haimful  effects  reported  thus  far 
in  humans. 


.\verage  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Should  be 
given  1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaired  ^ 
by  the  concomitant  administration  of  liigh  calcium  content  drugs,  foods 
and  some  dairy  products.  Treatment  of  streptococcal  infections  should 
continue  for  lO  days,  even  though  symptoms  have  subsided. 


LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


But  before  you  prescribe  Pertofrane.  please  see 
the  full  prescribing  information  and  especially 
note  Contraindications,  Precautions,  Warning, 
Adverse  Reactionsand  Dosage.  A brief  summary 
of  that  information  is  included  here. 

Pertofrane*desipramine  hydrochloride 


Indications:  For  relief  of  depression. 
Contraindications:  Do  not  use  drugs  of  the 
M.A.O.I.  class  with  Pertofrane.  Hyperpyretic 
crises  or  severe  convulsive  seizures  may  occur; 
potentiation  of  adverse  effects  can  be  serious  or 
even  fatal.  When  substituting  this  drug  in  pa- 
tients receiving  an  M.A.O.I.,  allow  an  interval  of 
at  least  7 days.  Initial  dosage  in  such  patients 
should  be  low  and  Increases  should  be  gradual 
and  cautiously  prescribed. 

Warning : Activation  of  psychosis  may  occasion- 
ally be  observed  in  schizophrenic  patients.  Do 
not  use  in  patients  under  1 2 years  old,  and  do  not 
use  in  women  who  are  or  may  become  pregnant 
unless  the  clinical  situation  warrants  the  poten- 
tial risk. 

Precautions:  Careful  supervision  and  protective 
measures  for  potentially  suicidal  patients  are 
necessary.  Discontinuation  of  therapy  or  adjunc- 
tive useof  a sedativeortranquilizer  may  be  neces- 
sary in  the  presence  of  increased  anxiety  or  agita- 
tion, hypomania  or  manic  excitement.  However, 
phenothiazines  may  aggravate  the  condition. 
Atropine-like  effects  may  be  more  pronounced 
(e.g.  paralytic  ileus)  in  susceptible  patients  and  in 
those  receiving  anticholinergic  drugs  (including 
antiparkinsonism  agents).  Carefully  observe  pa- 
tients with  increased  intraocular  pressure.  Pre- 
scribe cautiously  in  hyperthyroid  patients  and  in 
those  receiving  thyroid  medications.  Cardio- 
vascular complications  (myocardial  infarction 
and  arrhythmias)  are  potential  risks  since  they 
have  occasionally  occurred  with  imipramine. 
the  parent  compound,  Desipramine  may  block 
the  pharmacologic  activity  of  guanethidine  and 
related  adrenergic  neuron-blocking  agents.  Hy- 
pertensive episodes  have  been  observed  during 
surgery  in  patients  on  desipramine  therapy. 
Before  prescribing  thedrug,  t he  physician  should 
be  thoroughly  familiar  with  prescribing  informa- 
tion, with  the  literature,  with  all  adverse  reac- 
tions, with  the  diagnosis  and  management  of  de- 
pression, and  with  the  relative  merits  of  all  meas- 
ures for  treating  the  condition. 

Adverse  Reactions:  Dry  mouth,  constipation, 
disturbed  visual  accommodation,  anorexia,  per- 
spiration, insomnia,  drowsiness,  dizziness,  head- 
ache, nausea,  epigastric  distress,  and  skin  rash 
(including  photosensitization)  may  appear.  Since 
orthostatic  hypotension  has  occurred,  carefully 
Observe  patients  requiring  concomitant  vasodi- 
lating therapy,  particularly  during  the  initial 
phases.  Other  adverse  reactions  include  tachy- 
cardia, changes  in  EEC  patterns,  tremor,  falling, 
mild  extrapyramidal  activity,  neuromuscular  in- 
coordination, epileptiform  seizures.  A confu- 
sional  state  (with  such  symptoms  as  hallucina- 
tionsand  disorientation)  occurs  occasionally  and 
may  require  reduced  dosage  or  discontinuance 
of  therapy.  Rarely,  transient  eosinophilia,  slight 
elevation  in  transaminase  levels,  transient  jaun- 
dice, or  liver  damage  have  occurred.  If  abnormal- 
ities occur  in  liver  function  tests,  discontinue 
drug  and  investigate.  Occasional  hormonal  ef- 
fects. particularly  decreased  libido  or  impotence 
and  instances  of  gynecomastia,  galactorrhea 
and  female  breast  enlargement  have  been  ob- 
served. Urinary  frequency  or  retention  may 
occur.  Thedrug  should  bediscontinued  if  agranu- 
locytosis, bone  marrow  depression,  jaundice, 
thrombocytopenia,  or  purpura  occur. 

Dosage:  25  to  50  mg  t.i.d.  The  maximum  daily 
dose  IS  200  mg.  Continue  maintenance  dosage 
for  at  least  2 months  after  obtaining  satisfactory 
response.  Generally,  elderly  and  adolescent  pa- 
tients should  be  given  low  doses. 

Availability  Pink  capsules  of  25  mg.  in  bottles  of 
TOO  and  1000  (B)46-530-E 

For  complete  details,  please  see  the  prescribing 
information 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502 


What  makes 


A man? 

Another  woman? 

Three  kids? 

No  kids  at  all? 

Wrinkles? 

You  name  it. 

Is  she 

truly  depressed? 

Is  that  why  she  lets  go 
in  your  office? 

You  comfort  her. 

Talk  to  her. 

And,  if  she  is  depressed, 

consider  Pertofrane. 

Because 

in  3 to  5 days 

she  can  often  begin 

to  cope, 

work, 

maybe  play, 
even  enjoy. 


Pertofrane® 

desipramine  hydrochloric 
In  depression... 
when  words  are  not  enou 


TO:  MEMBERS  OF  THE  MEDICAL  SOC  IETY  OF  NEW  JERSEY 

SUBJECT:  NEW  CLAIMS  PROCESSING  SYSTEM 

Medical-Surgical  Plan  is  now  processing  claims  by  a more  sophisticated 
computerized  system.  This  is  expected  to  result  in  faster  payments,  and  will  furnish 
providers  and  subscribers  with  detailed  information  regarding  the  Plan's  determina- 
tions. 

To  enable  this  new  system  to  function,  it  is  imperative  that  the  follow- 
ing procedures  be  followed  explicitly  in  submitting  claims: 

1.  Submit  claims  only  on  the  latest  Medical-Surgical  Plan  Service  Re- 
ports, print-dated  (5-68). 

2.  Itemize  your  usual  charges  for  each  procedure  or  service  included  in 
the  claim. 

Examples:  Hysterectomy  6/2 1 / 69  .$ ; removal  of  fatty  tumor, 

right  leg  6/21/69  $ . Total  $ , 

Application  of  sutures,  8-inch  laceration  of  forehead 

8/12/69  $ ; reduction  of  nose  fracture  8 / 12/69 

,$ ; removal  of  sutures  8/  17/' 69  $ ; bron- 
choscopy 9/1/69  $ ; Lobectomy  9/5  69  $ ; 

Total  $ 

EKG  8/15/69  $ ; CBC  8/15  69  .$  ; ESR 

8/15  69  $ . Total  $ . 

(Note:  Incidental  snrgery — such  as  appendectomy  in  connection  with  hysterectomy — 

should  not  be  listed.) 

Failure  to  itemize  usual  charges  for  each  procedure  or  service  will  make  it  necessary 

to  return  the  claim  to  you. 

The  new  system  generates  a Summary  Statement  voucher  (for  Partici- 
pating Doctors)  and  Doctor  Notification  (for  non-Participating  Doctors)  that  indicate 
the  type  of  services  rendered,  identify  the  Fee  Schedule  under  which  payment  was 
made,  and  provide  information  as  to  why  a claim  was  declined  or  a payment  reduced. 

During  the  transition  period,  claims  in  process  prior  to  June  20  continue 
to  be  processed  under  the  old  system.  Hence  it  is  entirely  possible  that  you  have  re- 
ceived both  the  old  and  new  types  of  checks  and  Summary  Statement  vouchers  or  Doc- 
tor Notifications;  by  the  same  token,  you  may  have  found  that  claims  submitted  on  and 
after  June  20  were  processed  before  older  claims. 

As  with  the  introduction  of  any  radical  changed  system,  “bugs”  can  de- 
velop. We  believe  that  we  have  anticipated  and  dealt  with  the  identifiable  problems, 
but  we  ask  your  forebearance  if  everything  has  not  run  perfectly  from  the  outset.  The 
ultimate  result  will  be  better  .service  to  you  and  our  subscribers.  However,  your  co- 
operation in  following  the  procedures  described  above  is  vital  to  accomplishing  this. 

If  you  have  any  questions,  call  the  Plan's  Physician's  Relations  Section  at 
(201)  662-2201. 

Thank  you  for  your  consideration. 


Sincerely, 


Joseph  P.  Donnelly,  M.D. 
President 


BLUE  SHIELD 

MEDICAL-SURGICAL  PLAN  ® 

OF  NEW  JERSEY 

(New  Jersey  Blue  Shield  Plan) 

500  Broad  Street,  Newark 


In  Cervicitis 

Help  the  healing  process 
with  StomAseptine*  douching 


Helps  flush  away  exudates, 
maintain  internal  cleanliness, 
reduce  odor... reassures  the  patient 

StomAseptine  douching  is  a valuable  adjunct  to 
cervicitis  therapy.  These  gentle,  non-irritating 
internal  irrigations  help  maintain  a clear  field  by 
washing  away  pus  and  secretions... relieve 
itching  and  burning... reduce  malodor...and  offer 
the  patient  a refreshing,  reassuring  procedure 
that  can  help  speed  the  healing  process. 


Write  for  new  booklet  on  patient  douching 
instructions:  space  is  provided  for  your  specific 
recommendations.  Advise  quantity  needed. 
Write:  Harcliffe  Laboratories,  Inc.,  Dept.  1004, 
423  Atlantic  Avenue,  Brooklyn,  N.Y.  11217 


SIOmAsepiiHE 

, DOUCHE  POWDER 

Contains;  Sodium  perborate,  sodium  bicarbonate, 
sodium  chloride,  sodium  borate,  menthol,  thymol, 
eucalyptol,  methyl  salicylate  and  aromatics— Bottles  of 
6 02..  15  02.,  32  02.,  Cartons  of  12,  10  Gm.  Packets 
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Photo  professionally  posed, 


No  injection  after  all! 


This  penicillin  produces  high,  fast  levels— orally. 


Pen*Vee®  K is  usually  so  rapidly  and  com- 
pletely absorbed  that  therapeutic  penicillin 
levels  are  attained  within  15  to  30  minutes. 
Thus  it  can  often  obviate  the  need  for  peni- 
cillin injections.  The  higher  serum  levels 
produced  generally  last  longer  than  with  those 
of  oral  penicillin  G. 

Indications:  Infections  susceptible  to  oral  penicillin  G:  prophylaxis 
and  treatment  of  streptococcal  infections : treatment  of  pneumococcal, 
gonococcal,  and  susceptible  staphylococcal  infections;  prophylaxis  of 
rheumatic  fever  in  patients  with  a previous  history  of  the  disease. 
Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity. 

Warnings:  Acute  anaphylaxis  (may  prove  fatal  unless  promptly  con- 
trolled) is  rare  but  more  frequent  m patients  with  previous  penicillin 
sensitivity,  bronchial  asthma  or  other  allergies.  Resuscitative(epineph- 
rine,  aminophylline,  pressor  amines)  and  supportive  (antihista- 
mines, methylprednisolone  sodium  succinate)  drugs  should  be 
readily  available.  Other  rare  hypersensitivity  reactions  include 
nephropathy,  hemolytic  anemia,  leucopenia  and  thrombocytopenia. 


In  suspected  hypersensitivity,  evaluation  of  renal  and  hematopoietic 
systems  is  recommended. 

Precautions:  In  suspected  staphylococcal  infections,  perform  proper 
laboratory  studies  including  sensitivity  tests.  If  overgrowth  of 
nonsusceptible  organisms  occurs  (constant  observation  is  essential), 
discontinue  penicillin  and  take  appropriate  measures.  Whenever 
allergic  reactions  occur,  withdraw  penicillin  unless  condition  being 
treated  is  considered  life  threatening  and  amenable  only  to  penicillin. 
Penicillin  may  delay  or  prevent  appearance  of  primary  syphilitic 
lesions.  Gonorrhea  patients  suspected  of  concurrent  syphilis  should 
be  tested  serologically  for  at  least  3 months.  When  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  Treat  beta-hemolytic  streptococcal  infections  with  full 
therapeutic  dosage  for  at  least  10  days  to  prevent  rheumatic  fever 
or  glomerulonephritis.  In  staphylococcal  infections,  perform  surgery 
as  indicated. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitiza- 
tion) ; Skin  rashes,  ranging  from  maculopapular  eruptions  to  exfolia- 
tive dermatitis:  urticaria:  serum  sickness-like  reactions,  including 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  often  fatal 
anaphylaxis  has  been  reported  (see  "Warnings"). 

Composition:  Tablets— 125  mg.  (200,000  units),  250  mg.  (400,000 
units),  500  mg.  (800.000  units);  Liquid— 125  mg.  (200.000  unitsl  and 
250  mg.  (400,000  units)  per  5 cc, 

Wyeth  Laboratories  Philadelphia.  Pa. 


o«a^PEN«VEE®K 

(potassium  phenoxymethyl  penicillin) 


Dulcolaxr..so  predictable 
you  can  almost  set  patients  by  it 


Dulcolax  works  so  effectively  that  the  time  of  bowel 
evacuation  can  often  be  predicted. 

Dulcolax  tablets  taken  at  night  will  usually  result  in  a con- 
venient bowel  movement  the  following  morning.  Dulcolax 
suppositories  generally  work  within  15  minutes  to  an  hour. 


Dulcolax  may  be  given  to  the  aged,  pregnant  or  nursing 
women,  and  children.  It  may  be  particularly  helpful  in  con- 
ditions in  which  straining  should  be  avoided.  The  drug, 
however,  is  contraindicated  in  the  acute  surgical  abdomen. 


Dulcolax”  bisacodyl 


R LICENSE  FROM  BOEHRINGER  INGELHEIM  G.M.B.H.  GEIGY  PHARMACEUTICALS,  DIVISION  OF  GEIGY  CHEMICAL  CORPORATION.  ARDSLEY.  NEW  YORK  10502 


DU-6681 


In  studies  on  peripheral  vascular  disease — a common 
by-product  of  the  degenerative  aging  process — consider- 
able attention  has  focused  on  the  important  role  of 
smoking  in  the  progression  of  the  disease.  Although  it 
may  not  be  etiologic,  smoking  is  widely  recognized  as  a 
prominent  contributing  factor.* 

Skin  blood  flow — significant  factor  in  PVD.  Cu- 
taneous digital  vasoconstriction  caused  by  nicotine  has 
been  observed  both  in  normal  subjects  and  in  patients 
with  peripheral  vascular  disorders. Among  patients 
with  peripheral  vascular  disease,  however,  age  and  the 
severity  of  the  disease  appear  to  modify  the  effects  of 
nicotine.  For  example,  in  a study  of  older  patients  with 
marked  peripheral  vascular  disease,®  changes  induced 
by  smoking  were  not  statistically  significant  for  the 
group  as  a whole.  This  was  explained  on  the  basis  of 
decreased  skin  reactivity.  Smoking  is  not  permissible  in 
any  stage  of  the  disease,  since  even  “. . . minimal  reduction 
in  blood  flow  in  patients  with  ischemic  limbs  may  pro- 


duce a further  reduction  in  tissue  nutrition,  and  thi 
may  be  another  case  of  the  proverbial  straw  on  th 
camel’s  back.”® 

In  another  study  of  patients  with  peripheral  vascuh 
disease,^  the  investigators  stress  that  decreased  skin  bloo 
flow  during  smoking  ”...  is  the  factor  of  most  important 
to  the  patient  with  peripheral  vascular  disease.”  Whi 
such  patients  may  adjust  to  the  discomfort  of  vascular  v 
sufficiency  in  skeletal  muscle,  decreased  skin  blood  flow  me 
often  lead  to  severe  symptomatology. 


confronted  with  a geriatric  patient  who  is  a habitu. 
smoker.  Once  a diagnosis  is  established,  therapeut 
measures  are  directed  toward  increasing  the  peripher 
circulation  and  appropriate  management  of  the  patient 
general  medical  needs.  These  include  the  importai 
safeguards  of  keeping  warm  and  refraining  from  smokin] 
Professional  model  posed  for  illustration. 


mportant  in 
otal  management  of 
yeripheral  vascular  disease, 
vascular  spasm  or 
hilblainsT^  ^ ♦ 1® 

Roniacol 
Timespan 

(nicotinyl  alcohol  tartrate) 


or  relief  of  ischemic  symptoms 

lonvenience  of  b.i.d.  dosage — sustained-release  Timespan  Tablets  usually  provide 
rolonged  relief  of  ischemic  symptoms  with  two  doses  daily. 

moothness  of  onset — the  action  of  Roniacol  (nicotinyl  alcohol)  is  smooth  and  gradual 
1 onset,  rarely  causing  severe  flushing. 

electivity  of  action — relaxes  the  musculature  of  peripheral  blood  vessels, 
ligh  degree  of  safety — side  effects  seldom  require  discontinuation  of  therapy. 


efore  prescribing,  please  consult  complete  product  information,  a summary  of  which  follows: 
idications:  Conditions  associated  with  deficient  circulation;  e.g.,  peripheral  vascular  disease,  vascular  spasm, 
iricose  ulcers,  decubital  ulcers,  chilblains,  Meniere’s  syndrome  and  vertigo. 

aution:  Roche  Laboratories  endorses  caution  in  the  administration  of  any  therapeutic  agent  to  pregnant  patients, 
ide  Effects:  Transient  flushing,  gastric  disturbances,  minor  skin  rashes  and  allergies  may  occur  in  some  patients, 
Idom  requiring  discontinuation  of  the  drug. 

Osage:  1 or  2 Timespan  Tablets  morning  and  night. 

low  Supplied:  Timespan  Tablets — 150  mg  nicotinyl  alcohol  in  the  form  of  the  tartrate  salt,  bottles  of  50. 


eferences:  (1)  Roth,  G.  M.;  Shick,  R.  M.,  and  Secrest,  R.  R.,  in  James,  G.,  and  Rosenthal,  T., 

Is.:  Tobacco  and  Health,  Springfield,  111.,  Charles  C Thomas,  1962,  pp.  311-322.  (2)  Entmacher,  P.  S.: 
oc.  Med.  Sect.  Amer.  Life  Convention  51:149,  1963.  (3)  Freund,  J.,  and  Ward,  C.:  Ann.  New  York  Acad. 
:i.  90:85,  1960.  (4)  Coffman,  J.  D.,  and  Javett,  S.  L.:  Circulation  28:932,  1963. 


Roche 

LABORATORIES 

Division  of  Hoffmann-La Roche  Inc. 
Nutley,  New  Jersey  07110 


*!411  Registered  Nurses  are  Alike  ’ 


It  stands  to  reason.  They  all  go  through  the  same 
training;  they  all  have  to  pass  the  same  tests;  they 
all  have  to  measure  up  to  the  same  standards. 
Therefore,  all  registered  nurses  are  alike. 

That’s  nonsense,  of  course.  But  it’s  no  more  non- 
sensical than  what  some  people  say  about  aspirin. 
Namely:  since  all  aspirin  is  at  least  supposed  to 
come  up  to  certain  required  standards,  then  all 
aspirin  tablets  must  be  alike. 

Bayer’s  standards  are  far  more  demanding.  In 
fact,  there  are  at  least  nine  specific  differences 
involving  purity,  potency  and  speed  of  tablet  dis- 


integration. These  Bayer®  standards  result  in  sig- 
nificant product  benefits  including  gentleness  to 
the  stomach,  and  product  stability  that  enables 
Bayer  tablets  to  stay  strong  and  gentle  until  they 
are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  it  just  isn’t  so. 

You  might  also  say  that  all  registered  nurses 
aren’t  alike,  either. 


and  mve 

as  you  would  hope  to  find  it... 

natural  • unspoiled  • away  from  the  crowds 


Hard  to  believe ...  a natural  beauty  spot  like  this . . . within  easy  weekend  commuting  dis- 
tance. But  it’s  here  atop  the  Pocono  Mountains.  A 2 Vi -mile  long  private  lake,  undisturbed 
by  power  boating,  set  in  20,000  wooded  acres. 


Recreational  living  at  its 
ballroom,  cocktail  lounge, 

PHYSICIANS 

it’s  time  that 
you  discovered 

LAKE  NAOMI 

the  incomparable 
second-home  retreat 


finest.  $150,000  private  Lake  Naomi  Club  with  teen  center, 
and  dining  room  overlooking  the  lake.  Great  sailing,  fishing. 

horseback  riding.  Four  sand  beaches  with  lifeguards. 
Championship  Pocono  Manor  golf  courses  at  your 
doorstep,  also  famous  Camelback  ski  area.  Sched- 
uled airline  service,  Mt.  Pocono  Airport  only  3 miles 
from  the  lake. 

Paved  roads,  quality  homes,  property  patrolled  by 
Lake  Naomi  Ranger.  Financing  easily  arranged  . . . 
20  year  bank  mortgages.  Wide  selection  of  house 
models,  custom-built  by  our  bank-approved  builders. 

For  literature,  road  directions  write 
Box  188,  Pocono  Pines,  Pa.  Phone  717-646-2222 
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Tepanil  Ten-tab 

(diethylpropion  hydrochloride) 


THE  NATIONAL  DRUG  COMMNY 

DIVISION  OF  RICHARDSON  MERRELL  INC. 

PHILADELPHIA.  PENNSYLVANIA  19144 


U.S.  PATENT  NO.  3,001,910 


7^^ 


TEPANIL — the  right  start  in  support  of  the 
weight-control  program  you  recommend.  H 
reduces  the  appetite.  Doesn’t  kill  it.  Weigh) 
loss  is  significant — gradual — yet  there  is  c 
relatively  low  incidence  of  CNS  stimula- 
tion. Because  TEPANIL  works  on  the 
appetite,  not  on  the  "nerves." 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients 
hypersensitive  to  this  drug;  in  emotionally  unstable  patients 
susceptible  to  drug  abuse. 

Warnjng:  Although  generally  safer  than  the  amphetamines, 
use  with  great  caution  in  patients  with  severe  hypertension  or 
severe  cardiovascular  disease.  Do  not  use  during  first  trimester  of 
pregnancy  unless  potential  benefits  outweigh  potential  risks. 

Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  ther- 
apy, unpleasant  symptoms  with  diethylpropion  hydrochloride  have  been  reported 
to  occur  in  relatively  low  incidence. 

As  is  characteristic  of  sympathomimetic  agents,  it  may  occasionally  cause  CNS  effects  such  as 
insomnia,  nervousness,  dizziness,  anxiety,  and  jitteriness.  In  contrast,  CNS  depression  has  been 
reported.  In  a few  epileptics  an  increase  in  convulsive  episodes  has  been  reported. 
Sympathomimetic  cardiovascular  effects  reported  include  ones  such  as  tachycardia,  precordial 
pain,  arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report  described 
T-wave  changes  in  the  ECG  of  a healthy  young  male  after  ingestion  of  diethylpropion  hydro- 
chloride; this  was  an  isolated  experience,  which  has  not  been  reported  by  others. 

Allergic  phenomena  reported  include  such  conditions  as  rash,  urticaria,  ecchymosis,and  erythema. 
Gastrointestinal  effects  such  as  diarrhea,  constipation,  nausea,  vomiting,  and  abdominal  discom- 
fort have  been  reported. 

Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  morrow  depression, 
agranulocytosis,  and  leukopenia. 

A variety  of  miscellaneous  adverse  reactions  have  been  reported  by  physicians.  These  include 
complaints  such  as  dry  mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain, 
decreased  libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  tablet  daily,  swallowed 
whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three  times  daily,  one  hour  before 
meals.  If  desired,  an  additional  tablet  may  be  given  in  midevening  to  overcome  night  hunger. 
Use  in  children  under  12  years  of  age  is  not  recommended. 


...the  bank  for  all 
your  money  needs. 


TREIMTOIM  TRUST 

COMPANY 

Mary  6.  Reebimf,  Chairman  • Neil  C.  Creensides,  President  • Member  F.O.l  C. 


HISTO  IS  CONFUSING. 

Histoplasmosis  can  mimic  such  unrelated  diseases  as 
TB,  leukemia,  pneumonia  and  syphilis.  Use  the  blue 
Histoplasmin  LEDERTINE'^^  Applicator  as  the  first  step 
in  differential  diagnosis  and  as  a routine  step  in  physical 
examinations  for  the  permanent  records  of  your  patients. 

HISTOPLASMIN,  TINE  TEST 

(Rosenthal) 

Precautions— Nonspecific  reactions  are  rare,  but  may  occur.  Vesi- 
culation,  ulceration  or  necrosis  may  occur  at  test  site  in  highly 
sensitive  persons.  The  test  should  be  used  with  caution  in  pa- 
tients known  to  be  allergic  to  acacia,  or  to  thimerosal  (or  other 
mercurial  compounds). 


because 
relief 
means 
so  much 
to  your 


patient 


There  are  not  many  drug  combinations  in  use  to- 
day which  can  claim  to  have  served  the  medical 
profession  for  more  than  50  years.  Such  a record 
reflects  the  continued  confidence  of  physicians  in 
URISED.  This  is  not  a dramatic  “wonder  drug”  — 
but  a useful  one. 


URISED  rapidly  exerts  spasmolytic  action,  reliev- 
ing pain  and  discomfort  of  urgency,  frequency,  and 
burning  on  urination.  Rapid  acting  URISED  exerts 
antibacterial  action  against  uropathogens  susceptible 
to  methenamine  and  methylene  blue,  in  an  acid 
medium. 


URISED  is  safe  . . . especially  useful  in  long-term 
management  of  chronic  cases;  as  a prophylactic 
measure  with  catheterization  or  after  instrumenta- 
tion. No  systemic  reactions  or  bacterial  resistance 
have  been  reported. 


Each  blue-coated  tablet  contains  active: 


Atropine  Sulfate  .0.03  mg.  Methylene  Blue  . . .5.4  mg. 

Hyoscyamine  . . . .0.03  mg.  Phenyl  Salicylate  .18.1  mg. 

Methenamine  . . . .40.8  mg.  Benzoic  Acid  4.5  mg. 


PRECAUTIONS:  Administer  with  caution  to  persons  with 
known  idiosyncrasy  to  atropine  or  cardiac  disease.  While 
under  this  therapy  the  urine  is  blue;  patients  should  be  so 
advised  to  allay  apprehension. 

SIDE  EFFECTS:  Neither  irritation  nor  other  untoward  re- 
actions have  been  reported;  however,  if  pronounced  dryness 
of  the  mouth,  flushing,  or  difficulty  in  initiating  micturition 
occur,  decrease  dosage.  If  rapid  pulse,  dizziness,  or  blurring 
of  vision  occur,  discontinue  use  immediately.  Acute  urinary 
retention  may  be  precipitated  in  prostatic  hypertrophy. 
CONTRAINDICATIONS:  Glaucoma,  urinary  bladder  neck  or 
pyloric  obstruction,  duodenal  obstruction  and  cardiospasm. 
Hypersensitivity  to  any  of  the  ingredients. 

DOSAGE:  Adults— Two  tablets,  orally,  four  times  per  day 
followed  by  liberal  fluid  intake.  Acute  cases— Initially  two 
tablets  every  hour  for  three  doses  followed  by  the  recom- 
mended daily  administration.  Children— One-half  the  adult 
dose. 

Stocked  Nationally  Through  All  Service  Wholesale  Druggists 


LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

473-9 
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/ MANUFACTURERS 
f OF  URICEUTICAL® 
SPECIALTIES 
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KESSLER  INSTITUTE 
FOR  REHABILITATION 

West  Orange,  New  Jersey 

RELIEF  from  WORRY  and 
rV  FATIGUE  caused  by  PERSONAL 

• A voluntary,  non-profit,  non-sectarian, 

specialty  hospital  and  rehabilitation 
center  for  physically  handicapped  chil- 
dren and  adults  providing  intensive 
and  comprehensive  medical,  social. 

INVESTMENT  PROBLEMS 
Use 

psychological,  and  vocational  services 
for  patients  with  any  physical  impair- 

A LIVING  TRUST 

ment  due  to  a congenital  condition. 

or  an 

accident  or  disease. 

INVESTMENT  ADVISORY  ACCOUNT 

• In-patient  and  out-patient  service  fa- 

duties  include  a 48-bed,  air-condi- 
tioned in-patient  wing,  swimming  pool. 

Phone  (201)  643-1000  or  write  for  details 

and  modern  treatment  facilities. 

The 

• Fully  accredited  by  the  Joint  Com- 
mission of  Accreditation  of  Hospitals. 

HOWARD  SAVINGS 

• and  the  Commission  on  Accreditation 

of  Rehabilitation  Facilities. 

• Provider  of  Services  under  Medicare. 

Institution 

Trust  Department 

ADMISSION  BY  MEDICAL  REFERRAL  TO 

Newark  New  Jersey  07101 

DIRECTOR  OF  ADMISSIONS 

HENRY  H.  KESSLER,  M.D.,  Medical  Director 

WILLIAM  K.  PAGE,  Executive  Director 

Insured  by  the  Federal  Insurance  Corporation 

Telephone:  RE  1-3600 

The  Medical  Society  of  New  Jersey 

Loss  Control  Program 
ENDORSED  LIABILITY  POLICIES 

Professional  Liability  for  physicians,  partnerships,  hospital  emergency-room  groups,  and 
employed  nurses,  technicians,  or  aides. 

Professional  Premises  Liability  which,  when  placed  with  the  same  company  insuring  pro- 
fessional liability,  eliminates  the  possibility  of  controversy  when  a patient  is  in- 
jured on  the  premises. 

Personal  Catastrophe,  commonly  known  as  Excess  Liability  or  Umbrella  coverage,  with 
protection  of  an  additional  $1,000.00  over  other  insurance  such  as  automobile, 
home,  sports,  personal,  professional  acts,  and  professional  premises  liabilities.  It 
also  covers  uninsured  liabilities,  with  a minimum  deductible  of  $250.00  applying 
only  to  uninsured  liabilities. 

Libel,  Slander,  Defamation  of  Character  coverage  for  officers,  employees,  and  committee 
members  of  medical  societies. 

BROAD  PROTECTION— SECURITY— CONTINUITY  OF  COVERAGE 

Employers  Insurance  of  Wausau  Joseph  A.  Britton 

Underwriter  M.S.N.J.  Official  Broker 

JOSEPH  A.  BRITTON  AGENCY 

15  South  Munn  Avenue,  East  Orange,  New  Jersey  07018  (201)  • 673-3060 
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THE  JOTRX.M.  OF  I HE  MEDIC.AL  SOCIETY  OF  NEW  JERSEY 


The  burdened  heart 


Before  prescribing,  please  consult 
:omplete  product  information,  a 
lummary  of  which  follows: 
ndications:  Tension  and  anxiety 
dates;  somatic  complaints  which  are 
concomitants  of  emotional  factors; 
Dsychoneurotic  states  manifested 
jy  tension,  anxiety,  apprehension, 
'atigue,  depressive  symptoms  or 
jgitation;  acute  agitation,  tremor, 
ielirium  tremens  and  hallucinosis 
lue  to  acute  alcohol  withdrawal; 
idjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local 
pathology,  spasticity  caused  by 
ipper  motor  neuron  disorders,  athe- 
tosis, stiff-man  syndrome,  convul- 
sive disorders  (not  for  sole  therapy). 
I!ontraindicated:  Known  hypersen- 
sitivity to  the  drug.  Children  under 
3 months  of  age.  Acute  narrow  angle 
glaucoma. 

liVarnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous 
accupations  requiring  complete 
mental  alertness.  When  used  ad- 
junctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  sei- 
zures may  require  increased  dosage 
of  standard  anticonvulsant  medica- 
tion; abrupt  withdrawal  may  be 
associated  with  temporary  increase 
in  frequency  and/or  severity  of 
seizures.  Advise  against  simulta- 
neous ingestion  of  alcohol  and  other 
CNS  depressants.  Withdrawal 
symptoms  have  occurred  following 
abrupt  discontinuance.  Keep  addic- 
tion-prone individuals  under  careful 
surveillance  because  of  their  pre- 
disposition to  habituation  and 
dependence.  In  pregnancy,  lactation 
or  women  of  childbearing  age,  weigh 
potential  benefit  against  possible 
hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants, 
consider  carefully  pharmacology  of 
agents  employed.  Usual  precautions 
indicated  in  patients  severely  de- 
pressed, or  with  latent  depression,  or 
with  suicidal  tendencies.  Observe 
usual  precautions  in  impaired  renal 
or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in 
libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash, 
ataxia,  constipation,  headache,  in- 
continence, changes  in  salivation, 
slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision. 
Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  halluci- 
nations, increased  muscle  spasticity, 
insomnia,  rage,  sleep  disturbances, 
stimulation,  have  been  reported; 
should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia, 
jaundice;  periodic  blood  counts  and 
liver  function  tests  advisable  during 
long-term  therapy. 


The  burdened  heart 
psychic  tension, 
and  adjunctive  therapy 

A^um'  (diazepam): 


a(Xl  Roche 

LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc 
Nutley.  New  Jersey  07110 


To  help  lift 
psychic  tension 
from  the  alrea^ 
burdened  heart 

When  the  eurdiac  patient  shows 
si^ns  of  panic-like  reactions  followinR 
initial  duiKnosis  — a <laily  regimen  of 
10-mg  Valium  (diazepam)  tablets  t./.d.  or 
q.i.d.  can  help  control  s<werc  psychic 
tension,  anxiety,  apprehension  and  agita- 
tion. For  less  severe  emotional  stress, 
the  5-mg  tablet  usually  provides  the 
desired  calming  elTect. 

When  the  cardiac  palient’s  outlook 
impedes  convalescence — Valium,  as  it 
relieves  psychic  tension,  can  help  the 
patient  regain  a realistic  |)erspcctive... 
help  him  (leal  more  rationally  with  con- 

A I ( ist '« vptioM  valescence  by  ('ountering  excessively 

.sclu  matirally  slu.wmK  anxious  attitudes  towaixls  ( he  fulure. 

varying  i.si'licinic 

v.'ntrinilar  muscle  When  the  cardiac  patient  can’t 

adjust  emotionally  to  p«»st-recovery 
limitations— Valium,  through  ilj(  promi>t 
and  pronounced  calming  action  on  |)sychic 
tension,  may  help  avoid  exacerbal  ion  or 
aggravation  of  ('ardiac  symptoms. 

On  proper  maintenance  dosag(*,  Valiur 

''  seldom  (lulls  tin;  .senses  or  interferes  with 

functioning. 

Should  anxiety-induced  in.somnia  he 
a problem—  an  h.s.  dose  a(l(l(‘d  to  tin*  t.i.d 
.schedule  usually  helps  permit  a night  of 
restful  sh'ep. 

Wiuin^ 

(diazepam) 

2-mjr,  5-mjj  and  IO-iiik  tablets 
t.Ld,  and  h.s. 


JUDGE  ANTIBIOTIC/OINTMENTS  HERE 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a v\/ay 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Va  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


^NEOSPORIN^ 


brand 


POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


(TOtnuo: 


i 


‘ ‘Yes.  Patients  respond  well 
to  it,  and  seem  to  j 

take  it  more  faithfully.”  j 


Works  well  • Doesn’t  constipate  • Tastes  good  • Economical  j 


Siipjohed;  Maalox  Suspension  (12  fl.  oz.) . AZso  ara?7a&/e.- Maalox  No.  1 Tablets  (0.4Gm.)  : no  sugar, 
low  sodium  content.  Maalox  No.  2 Tablets  (0.8  Gm.)  : double  strength  for  double  antacid  action. 


WILLIAM  II.  RORER,  L\G. 

FortYashington,  Pa.  19034 


THE  NUMBER  ONE  ANTACID  ; 


Maalox 

MAGNESIUM-ALUMINUM  HYDROXIDE 


C^ondicli 


erina 


9 


apauefine 


? 


PAVACOT  - T.  D 

(PAPAVERINE  HCI.) 


CLASS  M NARCOTIC 


Each  Brown  and  Pink 
Capsule  contains: 
Papaverine  Hydrochloride 
...  150  mg. 
in  a prepared  base  to 
provide  prolonged  action 
over  an  8 to  12  hour  period. 

(^conomicaffij.  f^rlced  on  fd^reicriplion 


C.  O.  TRUXTON,  Inc. 

PHARMACEUTICALS  • CAMDEN,  N.  J.  08103 


TB 
is  still 
around. 


In  1967  almost  45,000  new  active  cases  were 
reported.  Isn’t  that  a good  reason  to  make  tubercu- 
lin testing  with  the  white  LEDERTINE^’^  Applicator 
a routine  part  of  your  physical  examinations? 


TUBERCULIN 
TINE  TEST 

(Rosenthal)  with  Old  Tuberculin 

Precautions:  With  a positive  reaction,  consider  further 
diagnostic  procedures.  Use  \with  caution  in  persons  with 
active  tuberculosis  or  known  allergy  to  acacia.  Vesicula- 
tion  ulceration,  or  necrosis  may  occur  at  the  test  site  in 
highly  sensitive  persons. 

LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River,  N.  Y. 

472-'9 


“Prescribe  With  Confidence” 

K AT  E S BROS. 

SCIENTIFIC  SHOE  FITTING 


A Shoe  and  Last  for  Every  Foot 


SOLD  ON  Rx  ONLY 

CORRECTIVE  FOOTWEAR  FOR  MEN  - WOMEN  - CHILDREN 
OUTFLAIR  SHOES  FOR  CLUB  FEET 


69  WESTWOOD  AVENUE  350  MAIN  STREET 

WESTWOOD,  N.  J.  HACKENSACK,  N.  J. 

Dennis  Brown  Splints  — In  all  sizes  — Carried  in  stock 
CUSTOM  SHOE  SHOP  ON  PREMISES 
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richomonads...  Monilia.. .Bacteria 

ou  can  depend  on  AVC  — the  comprehensive  therapy  that  acts  against  all  three 
lajor  vaginal  pathogens. 


Vlonilia  merging  as  a major  therapeutic  problem  — 
ecent  studies  report  increased  incidence,  attributed  in  part  to  the  use  of  oral 
ontraceptives,’’'*  broad-spectrum  antibiotics^’  and  prolonged  use  of  corticosteroids.^ 
Bcent  evidence  establishes  high  rate  of  microbiological  and  clinical  cure  with  AVC.’'” 

Comprehensive  — Effective 

he  published  record  and  more  than  two  decades  of  clinical  experience  clearly 
stablish  the  therapeutic  value  of  AVC  in  vaginitis/ cervicitis  and  vaginal  surgery. 

osy  os  AVC 


sntralndications:  Known  sensitivity  to  sulfon- 
Tiides. 

ecoutions/Side  Effects:  The  usual  precautions 

r topical  and  systemic  sulfonamides  should  be 

>served  because  of  the  possibility  of  absorption. 

jrning,  increased  local  discomfort,  skin  rash  or 

her  manifestations  of  sulfonamide  toxicity  are 

asons  to  discontinue  treotment. 

ssoge:  One  applicatorful  or  one  suppository  in- 

avaqinally  once  or  twice  daily. 

ipplied:  Cream  — Four-ounce  tube  with  or  with- 

tt  applicator.  Suppositories  — Box  of  12  with 

)plicator. 

»ferences;  1.  Gardner,  H.  L.:J.  Miss.  M. A.  8:529, 
^67.  2.  Porter,  P.  S.,  and  Lyle,  J.  S. : ArcK 
?rmat.  93:402,  1966.  3.  Walsh,  H.;  Hildebrandt, 

J.,  and  Prystowsky,  H.:  Am.  J.  Obst.  & Gynec. 

:904,  1965.  4.  Vaginitis  and  the  Pill:  J.A.M.A. 


196:731,  1966.  5.  Guerriero,  W.  F.:  South.  M.J. 
56:390,  1963.  6.  Seelig,  M.  S.:  Am.  J.  Med. 
40:887,  1966.  7.  To-day's  Drugs,  New  York,  Grune 
& Strotton,  Inc.,  1965,  p.  316.  8.  Gray,  L.  A.,  and 
Barnes.  M.  L.:  Am.  J.  Obst.  & Gynec.  92:125, 
1965.  9.  Salerno,  L.  J.;  Ortiz,  G.,  and  Turkel,  V.: 
Vaginitis:  A Diagnostic  and  Therapeutic  Ap- 
proach, Scientific  Exhibit,  presented  at  the  115th 
Annuol  A.M.A.  Convention,  Chicago,  Illinois, 
June  1966.  10.  Walsh,  J.  C.;  Sheffery,  J.  B.,  and 
Wilson,  T.  A.:  Med.  Ann.  D.C.  37:358,  1968. 
11.  Nuqent,  F.  B.,  and  Myers,  J.  E.:  Pennsylvania 
Med.  69:44,  1966. 
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^DCA  AA  (aminacrine  hydrochloride  0.2%, 
V-KCM/V\  15.0%,  allantoin  2.0%) 


sulfanilamide 


SUPPOSITORIES 


(aminacrine  hydrochloride  0.014  Gm.,  sulfanilamide 
1.05  Gm.,  allantoin  0.14  Gm.) 


lOCMAHK: 


AV839A  e/(8 


in  trauma 


new 
Openzyme 


One  tablet  q.i.d 


Trypsin:  100,000  N.F.  Units,  Chymotrypsin:  8,000  N.F.  Units,;  equivalent  in  tryptic  activity  to  40  mg  of  N F.  trypsin 

DOUBLE  STRENGTH 


Proteolytic  enzyme  therapy 
specifically  indicated 
for  the  rapid  resolution  of 
inflammation  and  edema 
as  adjunctive  therapy 
in  accidental  and 
surgical  trauma. 

1 tablet  q.i.d. 
provides  recommended 
therapeutic  dose  at 
lower  cost. 


• FUUUT'SOOSME 


Description;  ORENZYME  BITABS  offers  the  therapeutic  effects  of 
trypsin  in  on  oral  form  os  adjunctive  therapy  for  the  rapid  reso- 
lution of  inflammation  and  edema.  ORENZYME  BITABS  is  con- 
venient to  use,  promotes  patient  cooperation  and  is  ideally 
suited  lor  maintenance  therapy  following  parenteral  trypsin. 
Indications:  When  used  as  adjunctive  therapy  for  the  rapid  res- 
olutian  of  Inflammotion  and  edema,  good  results  hove  been 
obtained  in; 

□ AccidentaUrauma 

□ Postoperative  Tissue  Reactions. 

Other  conventional  measures  of  treatment  shauld  be  used  as 
Indicated.  In  infection,  appropriate  antl-Infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given  to 
patients  with  a known  sensitivity  to  trypsin  or  chymotrypsin. 
Precautions:  It  should  be  used  with  coutlon  In  patients  with 
abnormality  of  the  blood  clotting  mechonism  such  as  hemophilia, 
or  with  severe  hepatic  or  renal  disease.  Safe  use  In  pregnancy 
has  not  been  established. 


Adverse  Reactions;  Adverse  reactions  with  ORENZYME  hove 
been  reported  infrequently.  Reports  include  ollergic  manifesta- 
tions (rosh,  urticoria,  itching),  gastrointestinal  upset  and  in- 
creased speed  of  dissolution  of  onimal-origin  surgical  sutures. 
There  have  been  isololed  reports  of  onaphyloctic  shock,  olbu- 
minurio  ond  hemoturia.  Increased  tendency  to  bleed  hos  olso 
been  reported  but,  in  controlled  studies,  it  hos  been  seen  with 
equal  incidence  in  placebo-treated  groups.  {See  Precoutions.) 
It  is  recommended  that  if  side  effects  occur  medication  be 
discontinued. 

Dosage:  One  tablet  q.i.d. 
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TRADEMARK:  DITABS  U.S.  PATENT  NO.  3,004,693  4/C9  0-62IA 


a broad-spectrum  antibiotic  for  the  diabetic 

threator 

theraw? 


Disordered  metabolism 
makes  her  prone  to 
bacterial  infection 
—and  to  moniliasis. 

When  she  needs  tetracycline, 
she  may  also  need  protection 
against  the  threat  of  fungal  over- 
growth. And  Tetrex-F  can  pro- 
vide both. 

Each  capsule  contains  250 
mg.  of  tetracycline  phosphate 
complex  to  control  sensitive  bac- 
terial pathogens . . . and  nystatin, 
250,000  units,  as  a precaution- 
ary measure  against  trouble- 
some vaginitis,  proctitis  or  other 
monilial  infections.  However, 
superinfection  with  other,  non- 
susceptible  organisms  may 
occur. 


Tctrex-F 

(tetracycline  phosphate 
complex-nystatin) 


PRESCRIBING  INFORMATION:  Tet-F.  5 
— 2/23/67.  For  complete  information 
consult  Official  Package  Circular. 
Indications:  Infections  of  respiratory, 
gastrointestinal  and  genitourinary  tracts 
and  skin  and  soft  tissues  due  to  tetra- 
cycline-sensitive organisms,  in  patients 
with  increased  susceptibility  to  monilial 
infections. 

Contraindications:  The  drug  is  cohtra- 
indicated  in  patients  hypersensitive  to 
its  components. 

Warnings:  Photodynamic  reactions  have 
been  produced  by  tetracyclines.  Natural 
and  artificial  sunlight  should  be  avoided 
during  therapy.  Stop  treatment  if  skin 
discomfort  occurs.  With  renal  impair- 
ment, systemic  accumulation  and  hepa- 
totoxicity  may  occur.  In  this  situation, 
lower  doses  should  be  used.  Tooth 
staining  and  enamel  hypoplasia  may  be 
induced  during  tooth  development  (last 
trimester  of  pregnancy,  neonatal  period 
and  childhood). 

Precautions:  Bacterial  superinfections 
may  occur.  Infants  may  develop  in- 
creased intracranial  pressure  with 
bulging  fontanels.  In  gonorrheal  ther- 
apy, serologic  tests  for  syphilis  should 
be  conducted  initially  and  monthly  for 
3 months. 

Adverse  Reactions:  Glossitis,  stomatitis, 
nausea,  diarrhea,  flatulence,  proctitis, 
vaginitis,  dermatitis,  and  allergic  reac- 
tions may  occur. 

Usual  Adult  Dosage:  1 capsule  q.i.d. 
Continue  for  10  days  in  Beta-hemolytic 
streptococcal  infections.  Administer  one 
hour  before  or  two  hours  after  meals. 
Supplied:  Capsules,  bottles  of  16  and 
100.  Each  capsule  contains  tetracycline 
phosphate  complex  equivalent  to  250 
mg.  tetracycline  HCI  activity  and  250,- 
000  units  of  nystatin. 

For  Oral  Suspension,  125  mg.  tetra- 
cycline and  125,000  u.  nystatin/ 5 ml., 
60  ml.  bottles.  A.H.F.S.  Category  8:12 


BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 
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Darvon" 

Compound-  65 

Each  Pulvule®  contains  65  mg.  propoxyphene 
hydrochloride,  227  mg.  aspirin,  162  mg.  phenac- 
etin,  and  32.4  mg.  caffeine. 


Additional  information 
available  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206. 
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EDITORIALS 


The  Uniform  Anatomic 
Gift  Law 

T he  Medical  Society  of  New  Jersey  has  ap- 
proved the  Uniform  Anatomic  Gift  Bill  (A- 
137)  which  has  passed  in  both  the  Senate  and 
Assembly.  This  carefully  worded  proposed  act 
was  worked  out  by  the  Commissioners  on  Uni- 
form State  Laws.  It  represents  an  interesting 
example  of  cooperation  between  two  of  the 
major  helping  professions:  Medicine  and  I.aw. 
It  permits  donation  by  any  adult,  in  his  life- 
time, of  any  or  all  parts  of  his  body.  And  it 
gives  a similar  power  to  the  next  of  kin  if  the 
person  has  made  no  agreement  of  gift  during 
his  lifetime.  It  protects  from  civil  or  criminal 
liability  any  physician  who,  in  good  faith, 
carries  out  the  transplantation.  To  prevent 
unnecessary  delays,  when  delay  would  be  — 
so  to  speak  — fatal  to  the  recipient,  it  provides 
for  the  validation  of  the  gift  by  telephone, 
telegram,  or  even  by  tape  recording.  At  pres- 
ent, most  states  do  permit  a person  in  his 
lifetime  to  make  such  agreements,  but  only 
sixteen  authorize  the  next  of  kin  to  make  such 
donations. 

Nationwide  uniformity  is  obviously  essential. 
Organs  are  often  needed  from  donors  in  other 
states.  The  vexing  problem  of  determining 
the  moment  of  death  is  entrusted  to  the  phy- 
sician in  attendance.  In  .April  there  was  un- 
easiness about  a woman  who  was  obviously 
dying  but  who  was  kept  alive  by  injections  (of 
epinephrine,  presumably)  while  in  an  airplane 
being  flown  to  Texas  ^vhere  a desperate 
recipient  was,  almost  breathlessly,  awaiting  a 
human  heart.  A short  time  after  the  donor 
arrived  in  Texas  she  was  pronounced  dead. 
Many  laymen  were  worried  that  she  was  pur- 
posely allowed  to  die  by  withdrawing  the  in- 
jections, just  as  (the  myth  has  it)  some  patients 
in  extremis  are  allowed  to  die  by  turning  off 


the  respirator.  So,  there  is  need  lor  this  pro- 
vision of  the  bill,  too. 

The  Federal  Government  has  only  the  powers 
expressly  given  to  the  Congress  in  the  (Con- 
stitution. And,  of  course,  the  founding  fathers 
never  thought  of  human  transplants.  So  there 
appears  to  be  no  legal  right  to  enact  a single 
federal  law  on  the  subject.  Hence  the  need 
for  the  awkward  system  of  50  uniform  state 
laws. 

Let  us  hope  that  this  bill  will  be  signed  into 
law  promptly  and  thus  keep  New  Jersey  in 
step  with  the  1970s. 


The  Growth  Of  The  Blues 

Ever  since  the  birth  of  the  “Blues,”  the  big 
news  has  been  their  astounding  rate  of 
growth.  Blue  Cross  and  Blue  Shield  have  hit 
the  jackpot  in  public  acceptance. 

Occasionally  one  hears  the  suggestion  that 
Blue  Shield  attempt  to  “stabilize”  its  enroll- 
ment and  relax  its  efforts  to  cover  an  ever 
larger  cross  section  of  the  population.  But  the 
demand  for  prepaid  medical  care  is  now  al- 
most universal:  and  those  who  have  it  are 
asking  for  broader  coverage  and  better  con- 
tracts. 

Not  only  does  Blue  Shield’s  momentum  of 
growth  permit  no  turning  back,  but  it  has 
grown  .so  big  that  the  public  interest  in  Blue 
Shield  has  made  it  a major  item  in  .America’s 
program  for  social  progress.  The  continued 
growth  of  Blue  Shield  is  essential  to  the  best 
interests  of  both  physicians  and  the  people. 

Blue  Shield  is  a major  factor  in  medicine’s 
economy.  ^VTiereas,  installment  buying  creates 
a debt  and  mortgages  the  future,  medical  pre- 
payment creates  a credit  for  the  patient,  and 
protects  his  future. 
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Blue  Shield  growth  is  the  opportunity  to 
reduce  operating  costs  per  person  enrolled, 
riiis  helps  the  plan  to  broaden  its  services  or 
to  raise  its  payment  to  doctors  — or  both.  Also, 
the  greater  the  number  of  his  patients  covered 
by  prepayment,  the  fewer  for  whom  the  doc- 
tor has  a collection  problem,  and  the  lighter 
Ids  load  of  free  or  part-pay  work. 

Medicine’s  most  significant  benefit  from  the 
growth  of  Blue  Shield  is  the  dominant  in- 
fluence of  the  medically  guided  Blue  Shield 
Plans  on  the  shape  and  destiny  of  the  volun- 
tary health  insurance  movement  as  a whole. 
A\’ere  it  not  for  Blue  Shield,  the  medical  pro- 
fession would  have  no  effective  control  over 
the  basic  economy  of  private  practice. 


Drug  Advertising  And 
Editorial  Policy 

Like  most  medical  journals,  we  publish  a fair 
amount  t)f  drug  advertising.  Does  this  mean, 
that  our  editorial  policy  is  shaped  by  the 
wishes  and  interests  of  our  drug  advertisers? 
In  a way,  the  very  question  itself  is  insulting. 
How'ever,  Senator  Gaylord  Nelson  of  Wiscon- 
sin, chairman  of  a subcommittee  of  the  U.S. 
Senate  had,  without  much  subtlety,  accused 
.American  medical  journals  of  following  the 
“pharmaceutical  industry’s  line’’  to  get  adver- 
tising dollars. 

In  testimony  before  the  Senate,  Dr.  Maynard 
Shapiro  (president  of  the  American  Academy 
of  General  Practice)  and  Dr.  Edw'ard  R.  Anis 
(an  AM. A Trustee)  outspokenly  denied  this 
charge.  They  cited  the  high  and  objective  ad- 
vertising standards  of  their  organizations’  pub- 
lications. 

“The  .American  Medical  As.sociation’s  pro- 
grams and  policies  have  never  been  shaped  by 
any  dependence  on  the  drug  industry,”  Dr. 
Annis  said.  “And  to  assure  that  there  is  no  con- 
flict of  interest,  the  AM  A has  consistently 


separated  the  editorial  management,  advertis- 
ing acceptance,  and  business  management  of 
each  of  its  scientific  publications.” 

Responding  to  this.  Senator  Nelson  retorted 
that  after  choromycetin  had  been  shown  to  be 
dangerous,  the  JAMA  continued  to  carry  ad- 
vertisements for  it,  which  failed  to  portray  its 
hazardous  side  effects.  Dr.  Annis  acknowl- 
edged that  on  this  one  occasion  “a  Madison 
Avenue  effort  slipped  through  the  AMA  net 
on  advertising  standards.”  Dr.  Shapiro  added 
that  his  organization’s  journal  had  “a  vigilant 
committee  of  physicians  to  screen  all  adver- 
tising.” Asked  w'hy  the  names  of  these  screen- 
ing physicians  were  not  published,  Dr. 
Shapiro  explained  that  some  degree  of  ano- 
nymity w^as  essential  for  an  unbiased,  fearless 
critique;  and  added  that  all  the  physicians  on 
this  screening  committee  were  on  medical 
.school  faculties.  The  Senator  asked  w^hether 
any  drug  manufacturer  had  ever  canceled  an 
advertisement  after  the  journal  had  published 
etlitorial  or  scientific  matter  adverse  to  prod- 
ucts i.ssued  by  that  company.  Dr.  Shapiro 
an.swered,  “yes”  and  offered  to  name  two  drug 
firms  that  had  withdraw  advertising  after  their 
journal  went  ahead  with  critical  editorial 
matter. 

One  of  the  facts  here  can  be  read  in  two  dif- 
ferent ways.  To  say  that  a medical  journal 
carries  advertising  for  a product  that  has  been 
criticized  in  its  scientific  pages  may  suggest 
that  the  journal  accepts  advertising  indis- 
criminately. But  it  also  suggests  that  the  writ- 
ers of  editorials  or  scientific  articles  are  not 
deterred  for  fear  that  advertisers  will  with- 
draw their  advertising. 

It  is  hard  for  The  Journal  to  believe  that  any 
.scientific  article  or  Government  release  would 
be  denied  publication  because  an  advertiser 
might  be  offended.  Finally,  there  is  an  im- 
plication that  doctors  of  medicine  have  to  be 
protected  from  advertisments  lest  they  pre- 
scribe a drug,  because  of  the  lurid  advertising, 
w’ithout  any  scientific  knowdedge  of  its  safety 
or  elfectivene.ss.  This  would  set  aside  all  of  a 
clinician’s  experience,  scientific  reading,  and 
common  sense. 


2!)0 


THK  JOl’RN.M,  OF  THE  MEDICAL  .SOCIETY  OF  NEW  JERSEY 


official  Transactions 
Of  the  House  of  Delegates 

THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


203rd  ANNUAL  MEETING 
MAY  17-20,  1969 


NOTE  TO  READERS 


The  annual  reports  and  transactions  of  the 
House  of  Delegates  of  the  203rd  Annual 
Meeting  of  The  Medical  Society  of  New  Jer- 


sey are  bound  together  in  this  issue  of  The 
Journal.  Actions  taken  by  the  Ffouse  of  Dele- 
gates are  indicated  in  boldface  small  type. 
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THE  JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEAV  JERSEY 


ANNUAL  REPORTS 


President 

John  F.  Kustrup,  M.D.,  Trenton 

(Reference  Committee  “A”) 


Since  my  inauguration  as  the  176th  President 
of  The  Medical  Society  of  New  Jersey,  time 
has  elapsed  with  greater  speed  than  in  any 
other  period  of  my  life.  I am  grateful  for  the 
honor  you  bestowed  upon  me.  It  is  my  hope 
that,  with  dignity  and  responsibility,  I have 
been  successful  in  bringing  honor  to  the  So- 
ciety and  all  of  you. 

It  has  been  a cballenging  and  interesting 
year.  Many  problems  are  encountered,  but  for 
each  problem  there  are  many  and  varied  solu- 
tions, with  such  abundance  of  help  from 
many  willing  individuals  in  the  Society  and 
from  other  sources,  that  the  work  is  not  dif- 
ficult but  pleasurable.  I am  impressed  with 
the  loyalty,  selflessness,  zeal,  and  dedication 
Avhich  the  officers  and  members  of  the  Board 
of  Trustees,  Judicial  Council,  our  councils 
and  committees  manifested  in  the  perform- 
ance of  their  duties.  My  thanks  to  all  for  a 
job  well  done. 

In  my  visits  as  your  President  to  the  conven- 
tions of  the  Medical  Societies  of  Pennsylvania, 
Delaware,  New  York,  and  Maryland  I was 
consistently  treated  with  great  respect  and 
friendliness.  I bring  to  you  messages  of  good 
will  and  assurance  that  our  neighboring  states 
hold  The  Medical  Society  of  New  Jersey  in 
high  regard. 

.\t  the  AM  A conventions  in  San  Francisco 
and  Miami  Beach,  our  delegates  worked 
diligently  for  your  interests  and  actively  in 
support  of  all  the  resolutions  and  goals  which 
The  Medical  Society  of  New  Jersey  intro- 
duced or  favored. 


Invitations  to  county  society  meetings  and 
annual  dinners  are  one  of  the  compensations 
of  the  presidency.  At  the  meetings  of  com- 
ponent societies,  I was  impressed  by  the  uni- 
formity of  reactions  to  our  problems  in  medi- 
cine, and  by  the  widespread  realization  of 
the  need  to  adhere  to  the  basic  principles  of 
service  to  our  profession  and  to  our  patients, 
together  with  the  need  to  be  flexible  in 
adapting  to  changes  of  our  times  as  long  as 
those  basic  principles  are  not  violated.  At  the 
annual  dinners  of  component  societies  we 
were  given  the  pleasure  of  meeting  the 
spouses  of  our  doctors,  and  we  enjoyed  the 
cordiality  and  graciousness  of  our  hosts. 

My  one  year  of  membership  on  both  the 
Board  of  Trustees  of  the  New  Jersey  Hospi- 
tal Plan  (Blue  Cross),  and  that  of  the  Medi- 
cal-Surgical Plan  of  New  Jersey  (Blue  Shield), 
impre.ssed  me.  The  membership  of  these  or- 
ganizations works  unselfishly  in  trying  to 
effect  high  quality  care  at  a rea.sonable  cost. 
1 am  most  impressed  with  the  painstaking 
efforts  of  Dr.  Joseph  Donnelly  in  personally 
consulting  with  individual  groups  of  phy- 
sicians in  an  attempt  to  correct  situations 
which  deter  them  from  becoming  participat- 
ing physicians  of  Blue  Shield. 

We  were  also  guests  at  luncheon  of  the 
^Voman’s  Auxiliary  to  The  Medical  Society 
of  New  Jersey,  and  dinner  with  the  New  Jer- 
sey Dental  Society,  Pharmaceutical  Society, 
New  Jersey  Osteopathic  Association,  Academy 
of  General  Practice,  Medical  Assistants, 
Nurses  .Association,  .Academy  of  Medicine, 
and  the  New  Jersey  Rehabilitation  Commis- 
sion. 
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My  trip  to  Texas,  New  Mexico,  and  Colorado 
— as  a member  of  “Operation  Understand- 
ing” — introduced  me  to  what  is  now  a very 
controversial  sidjject.  The  Antihallistic  Mis- 
sile. 

Some  important  matters  which  have  been 
worked  on  during  the  past  ten  months  and 
iteins  to  he  considered  in  the  future  are:  1) 
Legislative  items;  2)  Medicaid;  3)  The  Stiuly 
of  a Relative  Value  Scale;  4)  The  Study  and 
Implementation  of  Public  Law  89-749,  Ciom- 
jjrehensive  Health  Planning  and  Public 
Health  Services  Act;  and  5)  Physician  Procure- 
ment and  Education. 

Legislative  Items:  The  report  of  the  Council 
on  Legislation  will  reflect  the  large  volume  of 
work  accomplished.  I feel  obliged  to  com- 
ment on  Senate  Bills  363  and  365.  These  bills 
were  passed  by  both  the  Senate  and  Assembly, 
despite  our  vigorous  opposition.  Thanks  to 
your  letters  of  protest  to  the  Governor  and  to 
\Vilbur  Cohen’s  HEV\^  report  to  Congress 
with  reference  to  chiropractors.  Governor 
Hughes  finally  filed  both  these  bills  in  the 
State  Library  without  his  approval. 

'Lite  Council  on  Legislation’s  work  is  now 
aided  by  the  accjuisition  of  Mr.  Edward  F. 
Meara,  HI,  as  legislative  consultant,  and  John 
J.  Bedrick,  M.D.,  and  Louis  K.  Collins,  M.D., 
as  legislative  educational  representatives. 

Medicaid:  I appeared  before  the  joint  meet- 
ing of  the  New  Jersey  Senate  and  Assembly 
Committees  on  Institutions  and  Welfare,  and 
in  New  York  City  at  an  HEW-sponsoretl 
Regional  Public  Hearing  on  the  Medicaid 
Program,  to  present  our  policy  position  and 
principles  concerning  the  operation  of  Medic- 
aid. After  the  bill  was  signed  into  law,  I 
represented  The  Medical  Society  of  New  Jer- 
sey at  a pidjlic  hearing  conducted  by  the 
State  Commi,ssioner  of  Institutions  and  Agen- 
cies, recommending  that  a qualified  insur- 
ance carrier  be  designated  to  process  claims 
and  payments  for  charges  for  medical  services 
rendered  to  Medicaid  beneficiaries,  and  that 
payment  for  physicians’  professional  services 
be  made  on  the  basis  of  usual  and  customary 
charges. 

2!)1 


Relative  Value  Scale:  In  view  of  the  con- 
troversies with  reference  to  usual,  customary, 
and  reasonable  fees,  I recommend  that  a 
stutly  be  made  regarding  the  development  of 
an  updated  relative  value  scale,  and  the 
eventual  implementation  of  it. 

Comprehensive  Health  Planning  — Public 
Law  89-749:  This  program  is  aimed  at  estab- 
lishment of  a partnership  in  health  which 
will  bring  into  close  relationship  the  re- 
sources, skills,  and  abilities  of  tbe  pidjlic  and 
private  sectors  at  both  state  and  local  level. 
It  is  concerned  with  the  physical,  mental,  and 
environmental  health  needs  of  the  total  popu- 
lation. It  is  in  charge  of  the  Commissioner  of 
Health  with  an  advisory  council  of  51  per 
cent  consumers  and  49  per  cent  providers  of 
medical  care.  Physicians  presently  on  this  com- 
mittee are  Robert  R.  Cadmus,  M.D.,  Dewitt 
Stetten,  Jr.,  M.D.,  and  John  F.  Kustrup,  M.D. 
The  physicians  and  the  medical  society  are 
of  nece.ssity  keystones  on  which  this  program 
is  to  be  built. 

I recommend  that  physicians  organize  at  the 
county  level  or  by  Judicial  Districts  to  plan 
the  details  of  local  health  needs  of  the  future 
for  their  areas. 

Physician  Procurement  and  Education:  One 
year  ago,  57  American  interns  were  assigned 
to  New  Jersey  hospitals  approved  for  intern- 
ship by  the  Intern  Matching  Plan.  In  this 
year’s  report,  the  number  has  been  reduced  to 
fifty-six  (56).  New  Jersey  can  no  longer  con- 
tinue  as  ati  absorber  of  medical  talent  from 
other  states.  It  must  expand  enrollment  in  its 
present  medical  schools  and  plans  must  be 
actively  undertaken  to  develop  a new  medical 
school  in  the  southern  part  of  the  .State.  \Vith 
these  expatisions  will  come  improvement  in 
the  cotitinuing  education  of  the  physician. 

This  year  the  'W’oman’s  Auxiliary  made  it  easy 
for  me  to  sec,  to  hear,  and  to  know  tiie  work 
of  the  ,\uxiliary  by  electing  Mrs.  Kustrup  as 
its  President.  On  behalf  of  the  Medical  So- 
ciety, I expre.ss  to  the  ^\Mman’s  .\uxiliary  our 
appreciation  for  their  untiring  clfort  and  ded- 
ication to  I'he  Medical  Society  of  New  Jersey. 


IHK  JOURN.AI.  OF  FFIF.  MF.D1C.\L  .SOCIETY  OF  NEW  JERSEY 


In  conclusion,  I express  my  deep  appreciation 
for  all  the  assistance  given  me  by  everyone 
in  the  Society.  To  Richard  I.  Xevin,  as  my 
adviser,  1 express  my  sincere  thanks  and  ad- 
miration; to  the  staff  which  has  worked  so 
industriously  and  in  great  harmony,  I am 
most  grateful. 


It  has  been  a cherished  privilege  to  serve  as 
the  President  of  The  Medical  Society  of  New 
Jersey.  I shall  remember  and  cherish  the  ex- 
perience as  long  as  I live. 


Approved  (page  4091 


Presidential  Certificate  presented  to 
Dr.  Nicholas  A.  Bertha  by  Dr.  Kustrup. 


President  John  F.  Kustrup  .Addressing 
House  of  Delegates. 
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Secretary 

H.  Greifinger,  M.D.,  Chairman,  Newark 

(Reference  Committee  “A”) 


The  ofhcc  of  the  Secretary  has  continued  its 
usual  routines,  primarily  involving  corre- 
spondence, telephone  inquiries,  and  comple- 
tion of  numerous  questionnaires  originating 
from  various  sources. 

Because  of  illness,  the  Secretary  was  unable  to 
attend  the  Annual  Meeting  of  the  American 
Medical  Association  in  San  Francisco,  Cali- 
fornia and  the  Clinical  Meeting  in  Miami 
Beach,  Florida,  in  his  dual  capacity  as  MSNJ 
Secretary  and  AMA  Delegate. 


Membership 

(.\s  of  December  .SI,  1968) 


Active;  Paid  6,569 

Exempt  . 474  7.04S* 

Associate:  Paid  406 

Exempt  61  467* 

State  Emeritus  198 

State  Honorary  9 

New  and  Reinstated  Members: 

Active  180 

Associate 268  448 

4’ransfers  within  the  state 28 

Transfers  out-of-state  and  resignations  58 

Members  deceased  88 

Members  dropped: 

.Active  (non-payment  of  dues)  52 

(New  fersey  licensure  revoked)  1 


Assoc  iate  (non-payment  of  dues)  8 41 


* .Acijnsicd  for  transfers  oiil-of-siate,  resignations, 
and  deaths. 


.\MA  Membership 

A total  of  6,162  members  of  The  Medical  So- 
ciety of  New  Jersey  maintain  active  member- 
ship in  the  AMA.  The  Society’s  representation 
in  the  AMA  House  of  Delegates  continued  to 
total  seven  delegates  — one  for  each  thousand 
members,  or  fraction  thereof. 

Membership  Directory 

In  October  1968,  the  completion  of  the  19()8- 
69  edition  of  the  Membership  Direetory  was 
announced.  Distribution  to  the  entire  mem- 
bership was  made  shortly  thereafter. 

Basically  the  new  Directory  embodied  the 
same  features  as  that  c^f  the  1966-67  edition, 
which  includes: 

The  supplement  section  — available  only  in 
copies  prepared  for  members  — has  had  added 
to  it  two  new  laws  affecting  medical  practi- 
tioners. It  also  contains  the  Constitution  and 
Bylaws  of  MSNJ,  the  AMA  Principles  of  Med- 
ical Ethics,  the  Basic  Concepts  Underlying  the 
Provision  of  Professional  Medical  Care,  Legal 
Obligations  Affecting  Medical  Practitioners, 
and  a list  of  Poison  Control  Centers  in  New 
Jersey. 

Innovations  made  in  this  edition  include:  (1) 
the  addition  of  “zip  code”  in  the  individual 
listing  appearing  directly  following  the  street 
address,  and  preceding  the  telephone  number: 
(2)  the  consolidation  of  specific  and  general 
abbreviations  into  one  alphabetical  sequence. 

Again,  an  expression  of  gratitude  is  in  order 
for  the  cooperation  received  from  the  mem- 
bership  in  assisting  us  to  produce  this  Di- 
rectory. 

Approved  (page  409) 
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1 HE  JOURN.\I.  OF  THE  MEDIC.XL  SOCIE  EV  OF  NEW  jER.SEV 


Treasurer 

Samuel  J.  Lloyd,  M.D.,  Trenton 

(Reference  Committee  “B”) 


This  1969  interim  report  of  your  Treasurer 
has  been  prepared  from  the  books  and  records 
of  The  Medical  Society  of  New  Jersey  by  the 
Society’s  independent  public  accountants. 

'I'he  Comparative  Balance  Sheet  is  presented 
as  of  30  April  1969  and  30  April  1968  with- 
out audit  or  verification,  for  the  reason  that 
the  current  fiscal  year  of  the  Society  does  not 
end  until  31  May  1969.  .\udited  figures  and  a 
complete  report  of  audit  will  be  prepared  and 
submitted  for  the  year  ended  31  May  1969 
at  a later  date. 

The  Comparative  Statement  of  Revenue,  Ex- 
penditures and  Members’  Equity  (Surplus) 
present  the  operations  of  the  Society  for  the 
eleven  month  periods  ended  30  April  1969 
and  30  April  1968. 


Revenues  have  been  checked,  by  the  autlitor, 
in  full  for  the  period  and  disbursements 
checked  to  supporting  vouchers.  The  cash 
balances  at  30  April  1969  were  reconciled  with 
the  bank  statements  but  were  not  confirmed 
direct  with  the  depositors.  Revenue  from 
Counties  for  dues’  assessments  were  checked 
in  detail  to  reports  on  file,  but  tvere  not  con- 
firmed with  the  County  Treasurers  at  this 
time.  Investments  were  not  physically  ex- 
amined. 

I'hese  interim  statements  have  been  prepared 
in  a form  similar  to  the  audited  annual  re- 
port, in  order  to  show  in  more  detail  the  as- 
sets, operating  revenue,  atid  expetiditures  of 
the  Society,  in  conformity  with  Resolution 
#28  approved  by  the  1968  House  of  Dele- 
gates under  the  heading  “.\nnual  Financial 
Report.” 


GENER.AL  FUND 

COMPARATIVE  BALANCE  SHEETS 


A [)i  il  30 

ASSETS  1960  196S 

Cash  $124,6.53.87  S146.201..5.5 

Investments  — at  cost 398.396.49  32.5,282.03 

Accounts  Receivable 9.379.63  9.214.05 

Inventories: 

Maternal  Service  Record  Books  (contra)  3.847.44  4,510.33 

“The  Healing  ,\rt”  books  (contra) 8.566.21  8,376.97 

Land,  Buildings  and  Equipment  (contra)  164.988.76  164.453.16 

Other  Assets  5.767.07  3.908.69 


Total  Assets  $715,599.47  $661,946.78 
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LIABILITIES,  SPECIAL  Fl’NDS  AM)  MEMBERS’  EQUI  l Y 


Liabilities: 

I'nexpeiuiecl  Budget  Appropriations S 71,024.44  $ ,56,808.98 

Library  of  Academy  of  Medicine 35,892.50  23,115.00 

Journal  Publication  4,787.61  5,621.10 

Other  Liabilities  3,480.17  1,639.40 

Special  Funds: 

-Assessments  deferred  to  future  operations  188,425.62  148,151.78 

Membership  Directory  1,901.25 

Annual  Meeting 25,551.31  9,858.45 

1 he  Healing  Art  (contra)  8,566.21  8,376.97 

House  Restoration  and  Replacement  6,670.14  5,370.14 

Maternal  Service  Record  Books  (contra)  3,847.44  4,510.33 

Land,  Buildings  and  Equipment  (contra)  164,988.76  164,453.16 

-AM.A  C.rant  for  Psychiatry  Symposium  750.00  690.50 

Members'  Fiquity  (Surplus)  201,615.27  231,449.72 


Total  Liabilities,  Special  Funds  and  Members’ Etpiity  S715,599.47  ,8661,946.78 


SCIHEDULE  OF  EXPENDITURES  - GENERAL  FUND 
For  the  Eleven  Months  Ended  30  April  1969 


-Administrative  and  Executive: 

Executive  Salaries  

General  Staff  Salaries 

Cieneral  Executive  Office  Expenses  

Executive  Travel  

House  Maintenance  

Treasurer  

Finance  and  Budget  Committee 

Secretary  

Fiitiployment  Security  Taxes  

Federal  Insurance  Contributions  

Federal  Unemployment  Insurance 

Insurance  

House  Reserve  

Welfare: 

Legislation  Council  

Public  Health  Council  

Public  Relations  Council  

Medical  Services  Council 

Mental  Health  Council 

Special: 

President  and  Presidential  Officers  

-AM.A  Delegates 

AVoman’s  .Auxiliary  

Medical  Educaton  Committee 

Conference  Groups 

Membership  Directory  

Emergency  -Medical  Care  Committee 
Credentials  and  Membership  Committee 

.Archives  and  Elistory 

Project  Hope  — Ahetnam 

Medical  Defense  and  Insurance  Committee 

Board  of  Erustees  

Contingent  

Judicial  Council 

legal  

Medical  Student  Loan  Fund 

Total  Budget  Expenditures  


Adopted 

Total 

Balance 

Budget 

Expended 

Unexpended 

$ 58,597.00 

$ 53,807.46 

$ 4,789.54 

94,351.00 

76,833.08 

17,517.92 

15,000.00 

13,496.85 

1,503.15 

3,300.00 

2,404.22 

895.78 

17,800.00 

16,080.65 

1.719..35 

5,700.00 

5,003.40 

696.60 

75.00 

4.32 

70.68 

450.00 

— 

450.00 

1,110.00 

1,031.25 

78.75 

5,500.00 

4,919.47 

580.53 

280.00 

264.90 

15.10 

8,450.00 

7.364.20 

1,085.80 

5,300.00 

2,630.86 

2,669.14 

4,200.00 

5,320.06 

(1,120.06) 

2,500.00 

1.258.10 

1,241.90 

6,750.00 

3,346.28 

3,403.72 

700.00 

207.42 

492.58 

1,-350.00 

187.71 

1.162.29 

10,590.00 

7,762.84 

2,827.16 

1 1 ,060.00 

10,472.60 

587.40 

5,925.00 

5.046.73 

878.27 

150.00 

10.00 

140.00 

500.00 

10.00 

490.00 

14,753.00 

14,753.00 

— 

325.00 

17.00 

308.00 

250.00 

215.04 

34.96 

100.00 

— 

100.00 

6.000.00 

1 ,500.00 

4,500.00 

500.00 

48.94 

451.06 

5.900.00 

1 ,893.03 

4,006.97 

10,000.00 

5,220.22 

4,779.78 

500.00 

381.93 

118.07 

5,300.00 

3,750.00 

1,-550.00 

1 3,000.00 

13,000.00 

-8316,266.00 

,8245.241.56 

S7 1,024.44 
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COMPARA  I IVE  SI  ATEMENT  OF  REVENUE, 
EXPENDITURES  AND  MEMBERS’  EQUITY  - GENERAL  FUND 


Revenue: 

Assessments  Earned  

Income  on  Savings  Accounts 

Income  on  Investments  

Maternal  Service  Record  Book  Sales  

Miscellaneous  Income  

Total  Revenue 

Less  Approved  Budget  for  Year 

Excess  of  Approved  Budget  over  Revenue 
Deduct  Medical  Journal  Deficit 

Total  Deficit  

Transfers  and  Adjustments  — net  


Members’  Equity: 
Balance,  beginning 

Balance,  ending 


For  the  Eleven  Months 
Ended  30  A {n  il 


1969 

196S 

$298,763.41 
2.700.00 
13,219.29 
644  ..52 
20.44 

$269,330.77 

6,218.75 

7,069.69 

749.23 

752.50 

S3 15, 347. 66 
316.266.00 

.S284, 120.94 
288,217.00 

S 918..34 
16,484.70 

S 4.096.06 
8,775.00 

S 17,403.04 
4,344.65 

S 12,871.06 
(5,648.74) 

S 21,747.69 

,S  7 32 

223,362.96 

238,672.04 

.8201,615.27 

.$231,449.72 

COMPARATIVE  SCHEDULE  OF  REVENUE  AND  EXPENDITURES 
MEDICAL  JOURNAL 


Revenue: 

Advertising: 

State  Medical  Journal  Advertising  Bureau 

Local  

Cooperative  Rebate 

Classified  

Subscriptions  and  Extra  Copies 

Illustrations  

Reprints  — net  

Total  Revenue 

Expenditures: 

Publication  

Salaries  

Advertising  Manager’s  Commission 

Commissions  — Local  

Discounts  

Administrative  Expenses  

Payroll  Taxes  

Insurance  

Travel  

Illustration  Expense  

Office  Expenses 

Total  Expenditures 

Excess  of  Expenditures  over  Revenue  . . . 


For  the  Eleven  Months 
Ended  30Aj>ril 


1969 

1968 

S .39.498.74 

S 46,580.00 

10,642.13 

10.894.45 

2.683.35 

.3.723.1 1 

792.10 

1,087.90 

1,188.24 

913.06 

611.94 

342.16 

1.215.00 

1,154.88 

S 56. 631. .50 

.8  64,695.56 

.$  50,050.82 

.8  49.239.07 

12,010.64 

11,1.55.64 

4,638.81 

6.094.49 

2,844.42 

3.216.29 

980.50 

1.185.22 

917.72 

1 ,066.45 

661.06 

.562.01 

243.10 

410.20 

10.40 

48.6.3 

6,35.74 

420.05 

122.99 

72.51 

.$  73,116.20 

$ 73,470.56 

$ 16.484.70 

8 8,775.00 
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MEDICAL  STUDENT  LOAN  FUND 
COMPARATIVE  BALANCE  SHEETS 


ASSETS 


30  April 

1969  1968 


Cash  

Investments  — at  cost 
Notes  Receivable 
Accrued  Interest 


S 47,523.53 
97,120.23 
177,294.00 
740.95 


$ 75,533.23 
58,409.13 
175,969.00 
812.10 


Fund  Balance  5322,678.71  $310,723.46 

Note  — The  Fund  balance  includes  .$6,312.00  designated  as  the  A.  Barker  Kump  Memorial  Grant 
and  $5,030.00  designated  as  the  Joseph  E.  Mott  Memorial  Grant. 


MEDICAL  STUDENT  LOAN  FUND 

COMPARAI  IVE  STATEMENT  OF  REVENUE  AND  FUND  BALANCES 


Revenue; 

Contributions: 

General  

Bicentennial  Commemorative  

Budget  Appropriation  for  General  Fund 

Special  Assessment  of  Membership 

Income  for  Investments  

Interest  on  Savings  .Accounts  

Interest  on  Notes  Receivable  

Total  Revenue  

Less  Note  Charged  Off 

Net  Revenue 

Fund  Balance  Beginning 

Fund  Balance  Ending 


30  April 

1969  1968 


$ 3,449.43 


7.50 
4,727.72 
1. 1 99.87 
355.23 


$ 9,739.75 
225.00 

$ 9,514.75 
313,163.96 


$322,678.71 


$ 2,858.00 
600.00 
13.000.00 

1 .077.50 
3,531.12 

1.319.51 
547.49 


$ 22,933.62 


$ 22,933.62 
287,789.84 


$310,723.46 


SCHEDULE  OF  STATE  ASSESSMENTS  COLI.ECTED 
For  the  Eleven  Months  Ended  30  .April  1969 
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County 

Atlantic 

Bergen 

Burlington 

Camden 

Cape  May 

Cumberland 

Essex 

Gloucester 

Hudson 

Hunterdon 

Mercer 

Middlesex 

Monmouth 

Morris 

Ocean 

Passaic 

Salem 

Somerset 

Sussex 

Union 

\Varren 

Totals 


1969 

1968 

Net  State 

Dues 

Dues 

Assessments 

$ 8,116.63 

S 486.66 

$ 8,603.29 

38,416.47 

446.82 

38,863.29 

7,899.96 

246.71 

8,146.67 

18,449.96 

293.38 

18,743.34 

1 ,766.66 

80.00 

1 ,846.66 

4,999.99 

253.34 

5,253.33 

70,283.08 

1,893.46 

72,176.54 

4,116.64 

100.03 

4,216.67 

22,466.61 

1,166.69 

23,633.30 

2,566.65 

373.34 

2,939.99 

17,383.26 

1,620.03 

19,003.29 

18,066.54 

213.38 

18,279.92 

16,016.61 

1,486.71 

17,503.32 

17,149.94 

180.05 

17,329.99 

5,649.98 

406.68 

6,056.66 

27,749.94 

360.05 

28,109.99 

2,283.33 

53.34 

2,336.67 

5,566.65 

400.00 

5.966.65 

2,166.65 

40.01 

2,206.66 

29,949.84 

553.35 

30.503.19 

1,949.98 

133.35 

2,083.33 

$323,015.37 

$10,787.38 

,$333,802.75 

, OF  THE 

MEDICAL  SOCIETY 

OF  NEW  JERSEY 

RKC'.OXCll  IA'l  ION  OF  STATE  ASSESSMENl  AC;C;orNT 
For  the  Eleven  Months  Ended  30  April  1909 


Unearned  Assessments,  31  May  1968  $153,380.28 

Net  Assessments  collected  for  period  per  schedule ahove 333,802.75 

Earned  Assessments  for  year  ended  31  May  1969: 

1968  Unearned  Assessments  at  31  May  1968  .$153,386.28 

1968  Assessment  Collections  10,787.38 

1969  Assessment  Collections  Applicable  134,589.75 


Earned  As.sessments  for  period $298,763.41 

Unearned  Assessments  at  30  .April  1969: 

.Assessments  .Applicable  to  year  ended  31  May  1970 188,425.62 


Totals $487,189.03  $487,189.03 


County 

.Atlantic 

Bergen 

Burlington 

Camden 

Cape  May 

Cumberland 

Essex 

Gloucester 

Hudson 

Hunterdon 

Mercer 

Middlesex 

Monmouth 

Aforris 

Ocean 

Passaic 

Salem  . 

Somerset 

Sussex 

Union 

Warren 

Totals 


.SCHEDULE  OF  SPECIAL  ASSESSMENTS  COLLECri  ED 
For  the  Eleven  Months  Ended  30  .April  1969 


A merican 

Library  of 

Medical 

Medical 

Academy 

Student 

Association 

of  Medicine 

Loan  Fund 

Dues 

Assessments 

Assessme7its 

$ 11,410.00 

$ 891.25 

$ 2..50 

35,455.00 

4.080.00 

10.220.00 

866.25 

2.50 

24,500.00 

1,935.00 

2,310.00 

190.00 

6,230.00 

540.00 

82,530.00 

7,455.00 

5,180.00 

455.00 

25,270.00 

2,435.00 

3,640.00 

315.00 

24,500.00 

1,995.00 

22,435.00 

1 .920.00 

16,310.00 

1,845.00 

22.015.00 

1,801.25 

2.50 

7,525.00 

635.00 

24,290.00 

2.880.00 

3,150.00 

240.00 

7,315.00 

620.00 

2,590.00 

235.00 

39,970.00 

3,160.00 

2,520.00 

230.00 

$379,365.00 

$34,723.75 

$ 7.50 
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SCHEDULE  OF  SPECIAL  ASSESSMENT  ACCOUN  I S 
For  the  Eleven  Months  Ended  30  April  1969 


American 

Library  of 

Medical 

Medical 

Academy  of 

Student 

Association 

Medicine 

Loan  Fund 

Balance  payable,  31  May  1968  

S 

$ 1,168.75 

$ 7.50 

Assessments  collected  for  above 

379,365.00 

34,723.15 

7.50 

$379,365.00 

$35,892.50 

$ 15.00 

Remitted  to  Organizations 

$379,365.00 

$ 

$ 

Balance  payable,  30  April  1969  

$ 

$35,892.50 

$ 15.00 

ANALYSIS  OF  CASH  SAVINGS  ACCOUNTS  AND  INCOME  THEREON 


General  Fund; 

First  Trenton  National  Bank 
Treasurer’s  General  Account 
Executive  Account 
Office  Petty  Cash  Fund 
Certificate  of  Deposit 

First  Nat’l  Bank  of  Spring  Lake 
Certificate  of  Deposit 
First  Camden  Nat’l  Bank  & Trust  Co. 

Certificate  of  Deposit 
Police  Savings  & Loan  Association, 
Newark,  New  Jersey 

Total 

Medical  Student  Loan  Fund: 

First  Trenton  National  Bank 
Treasurer’s  Checking  Account 
Savings  Account 

Lffiited  Savings  & Loan  Association, 
Trenton,  New  Jersey — Savings  Account 

Total 


$57,153.87 

12,000.00 

500.00 

15,000.00 


Balances 
30  April  1969 

Rate  of 
Interest 

Interest 

Income 

5% 

750.00 

$ 84,653.87 
15,000.00 

5% 

750.00 

15,000.00 

5% 

750.00 

10,000.00 

4/2% 

4.50.00 

$124,653.87 

$2,700.00 

$ 17,523.53 
15,000.00 

4% 

599.87 

15,000.00 

4% 

600.00 

$ 47,523.53 

$1,199.87 
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SCHEDULE  OF  INVESTMENTS  AND  INCOME  EARNED 
30  APRIL  1969 


Description  Basis 

General  Fund: 

U.  S.  Treasury  Bills,  due  5/  1/69  6.16 

U.  S.  Treasury  Bills,  due  6/23/69  6.16 

U.  S.  Treasury  Bills,  due  7/17/69  6.18 

U.  S.  Treasury  Bills,  due  8/14/69  6. 12 

U.  S.  Treasury  Bills,  due  9/11/69  5.98 

U.  S.  Treasury  Bills,  due  9/18/69  6.01 

U S.  Treasury  Bills,  due  10/23/69  6.16 

12  Federal  Land  Banks,  due  4/20/70  6.20 

Federal  National  Mortgage 

Association,  due  12/12/69  6.00 

Great  Northern  Railing  Equipment 

Trust  Certificate,  due  3/1/73  6.00 

Federal  National  Mortgage 

Association,  due  4/8/71  6.30 

Southern  Railway  Equipment  Trust 

Certificates,  due  3/1/71  6.00 

Export-Import  Bank  Debentures, 
due  4/30/73  6.15 

Southern  Railway  Equipment  Trust, 

due  11/1/72  6.12 

Federal  Home  Loan  Bank  Bonds, 

due  3/25/70  6.00 


Total  Investments 


Maturity 

Interest 

Cost 

Value 

Income 

S 34,454.35 

S 35,000.00 

S 545 . 65 

.34,179.52 

35,000.00 

498.00 

34, 122.78 

35,000.00 

408.00 

33,964.60 

35,000.00 

404.60 

34,023.27 

35,000.00 

197.54 

33,977.47 

35,000.00 

198.56 

33,909.40 

35,000.00 

36.00 

20,162.50 

20,000.00 

1 , 136.67 

20,137.50 

20,000.00 

1 , 100.00 

20,000.00 

20,000.00 

1 , 100.00 

20,000.00 

20,000.00 

1 . 155.00 

20,000.00 

20,000.00 

1 , 100.00 

20,000.00 

20,000.00 

( 3.42) 

19,465.00 

20,000.00 

163.42 

20,000.00 

20,000.00 

120.00 

S398.396.49 

S405.000.00 

Income  from  Investments  redeemed  during  the  period 


5,059.27 


Total  Interest  on  Investments 


S13.219.29 


Medical  Student  Loan  Fund: 


U.  S.  Treasury  Bills,  due  7/24/69 

6.  10 

$ 33,968.08 

$ 35,000.00 

S 527.77 

U.  S.  Treasury  Bills,  due  9/1 1/69 

6 . 00 

29, 165.00 

30,000.00 

165.00 

U.  S.  Treasury  Bills,  due  10/24/69 

6 . 00 

33,987.15 

35,000.00 

33.18 

Total  Investments 

S 97,120.23 

$100,000.00 

Income  from  Investments  redeemed  during  the  period 

4,001.77 

Total  Interest  on  Investments 

$ 4,727.72 

Approved  with  commendation  to  the  Treasurer  on  his  detailed  report,  especially  the  last  page  which  in- 
cluded the  investments  and  income  earned.  It  was  noted  that  there  is  a marked  increase  in  the  per  cent  of 
return  over  previous  years,  (page  412) 
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Board  of  Trustees 

Frank  J.  Hughes,  M.D.,  Chairman,  Camden 

(Reference  Committee  “A”) 


Full  minutes  of  the  meetings  of  the  Board  of 
Trustees  have  been  distributed  regularly  to 
component  societies,  and  summaries  of  its 
significant  actions  have  been  highlighted  in 
The  Journal.  Therefore,  as  has  been  the  cus- 
tom, this  report  of  the  Board  of  Trustees  will 
cover  only  those  items  of  particular  signifi- 
cance that  are  not  reflected  elsewhere  in  the 
individual  reports  of  councils  and  committees. 

The  Society's  business  continues  to  make 
heavy  demands  upon  the  time  of  the  Trustees. 
Since  its  last  report  to  the  House,  a total  of 
1 1 meetings  of  the  Board  will  have  been  held. 
Board  attendance  at  these  meetings  was  ex- 
cellent; all  Trustees  served  loyally  and  dili- 
gently. 

Dr.  Louis  F.  Albright  of  Spring  Lake  was  re- 
elected by  the  Board  to  continue  serving  as 
its  Secretary  during  the  past  year.  Special 
commendation  is  due  him  for  his  conscien- 
tious performance  in  processing  all  Board  cor- 
respondence and  meeting  notices. 

Routinely,  the  Board  has  dealt  with  matters 
of  all  kinds  arising  out  of  its  responsibilities 
or  brought  to  its  attention,  including  corre- 
spondence and  resolutions  from  members, 
(omponent  societies,  the  American  Medical 
.Association,  and  outside  organizations.  It  has 
appointed  representatives  to  local,  state,  and 
jiational  meetings  of  concern  to  MSNJ;  acted 
on  reports  and  recommendations  of  the  So- 
ciety’s councils  and  committees;  and  cooper- 
ated with  allied  organizations  and  various  de- 
partments of  state  government. 

The  Board  of  Trustees  will  have  two  more 
meetings  before  the  first  session  of  the 
House  of  Delegates.  The  items  from  those 
meetings  which  must  be  directed  to  your  at- 
tetition  will  be  the  subject  of  a supplemental 
report  to  the  House. 

Approved  (page  409) 


Implementation  of  Constitutional  Amend- 
ment Affecting  Membership  of  Elected 
Trustees  on  the  Board 

(Reference  Committee 

At  the  closing  session  of  the  House  of  Dele- 
gates (21  May  1968)  among  the  actions  taken 
was  the  adoption  by  formal  vote  of  an  amend- 
ment to  the  Constitution,  in  accordance  wdth 
which  elected  members  of  the  Board  of 
Trustees  will  hereafter  be  on  the  following 
basis: 

Two  Trustees  from  each  judicial  district  for 
membership  up  to  1,000.  One  additional 
Trustee  for  each  additional  1,000  members  or 
major  fraction  thereof,  computed  as  of  31 
December  . . . each  for  a three-year  term. 

At  the  reorganization  meeting  of  the  Board 
of  Trustees  held  on  22  May  1968,  question 
w'as  raised  as  to  whether  or  not  the  Board 
should  act  to  bring  the  total  of  its  members 
up  to  the  levels  authorized  by  the  new  con- 
stitutional amendment.  The  judicial  districts 
affected  are  the  first  and  second.  The  Board 
tabled  discussion  of  the  matter  until  its  meet- 
ing scheduled  for  17  July  1968,  pending  an  of- 
ficial opinion  and  ruling  by  the  Society’s  Act- 
ing Legal  Counsel. 

Meeting  on  17  July,  the  Board  lifted  the 
tabled  item  and  received  and  accepted  the  re- 
quested opinion  supplied  by  Counsel.  The 
opinion  holds  that  it  is  not  within  the  pur- 
view of  the  Board,  under  the  Bylaws,  to  desig- 
nate incumbents  for  the  new  Board  positions 
created  by  the  House’s  adoption  of  the  con- 
stitutional amendment  involved.  Component 
societies  w'ere  informed  of  the  foregoing  and 
supplied  with  a copy  of  Counsel’s  opinion. 

Approved  (page  409) 
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MSP  Board  of  Trustees  — Nominations 

(Reference  Committee  “C”) 

The  following  nominations  were  approved  by 
Board  and  are  referred  to  the  House  of  Dele- 
gates for  action: 

Not  included  in  the  preceding  list  of  mem- 
bers sercing  on  the  Board  of  Trustees  are  the 


following;  Chairman  of  the  Board  of  Trustees 
of  Hospital  Service  Plan  of  New  Jersey,  Presi- 
dent of  the  New  Jersey  Hospital  Association, 
and  President  of  The  Medical  Society  of  New 
Jersey.  These  three  people  serve  during  their 
respective  terms  of  office  of  the  organizations 
indicated. 

Approved  (page  413) 


Three-year  term  (1969-1972): 
Name 

Donald  T.  Akey,  M.D. 

Robert  G.  Boyd 
Joseph  A.  Cox,  M.D. 

Charles  L.  Cunniff,  M.D. 
.\ndrew  P.  Dedick,  Jr.,  M.D. 
Sidney  I.  Simon,  Ph.D. 

W arren  H.  Simmons 
Morgan  Sweeney 
Robert  E.  Verdon,  M.D. 

One-year  term  (1969-1970): 
Stanley  C.  \’an  Ness 


Type  of  Practice 
Surgeon 

Hospital  Administrator 

Anesthesiologist 

Internist 

Radiologist 

College  Professor 

Businessman 

Labor  Leader 

General  Practice 


Lawyer 


Member  of 
Component  Society 
Middlesex  County 

Lhiion  County 
Hudson  County 
Monmouth  County 


Bergen  County 


The  following  persons  will  continue  member-  terms  in  the  year  indicated— or  until  their  suc- 
ship  on  the  Board  until  the  expiration  of  their  cessors  are  elected  and  qualified: 


Member  of 


Terms  expiring  1970 

Type  of  Practice 

Component  Society 

Edgar  P.  Eaton,  Jr. 

Businessman 

— 

Joseph  1.  Echikson,  M.D. 

Internist 

Essex  Ciounty 

Edwin  T.  Ferren,  D.O. 

General  Practice 

— 

Mortimer  J.  Fox,  Jr. 

Businessman 

— 

Jerome  G.  Kaufman,  M.D. 

Internist 

Essex  County 

Joseph  M.  Keating,  M.D. 

Obstetrician 

Passaic  County 

Elton  \V.  Lance,  M.D. 

Surgeon 

Union  County 

Henry  J.  Mineur,  M.D. 

Internist 

Ibiion  County 
Member  of 

Terms  exipring  1971 

Type  of  Practice 

Component  Society 

Edwin  H.  Albano,  M.D. 

Pathologist 

Essex  County 

Janies  T.  Crowley 

Businessman 

— 

Lloyd  M.  Felmly 

Retired  Newspaper  Editor 

— 

Samuel  J.  Lloyd,  .M.D. 

Surgeon 

Mercer  County 

Theron  L.  March 

Banker 

— 

Jesse  McCall,  M.D. 

Internist 

Sussex  County 

Rudolph  C.  Schretzmann,  M.D. 

Obstetrician 

Bergen  County 

Charles  O.  Tyler,  M.D. 

Pediatrician 

Camden  County 

Thomas  J.  White,  M.D. 

Internist 

Hudson  County 
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Joint  Conferences  Weih  Presidents  of 
Component  Societies 
(Reference  Connnittce  “A”) 

I'he  Board  continued  the  precedent  of  spon- 
soring, in  the  fall  and  spring,  informal  con- 
ferences for  presidents  and  presidents-elect 
of  component  societies.  The  first  conference 
was  held  on  Sunday,  20  October  1968.  A total 
of  twenty-five  presidents  and/or  presidents- 
elect  represented  sixteen  component  .societies. 
The  second  conference  was  held  on  Sunday, 
16  March  1969.  A total  of  twenty-three  presi- 
dents and/or  presidents-elect  represented 
eighteen  component  .societies. 

The  various  items  covered  informally  by  this 
group  have  been  reported  in  The  Journal 
and  thus  need  not  be  reflected  here. 

,\t  the  meeting  of  the  Board  in  March  of 
1968,  confusion  seemed  to  exist  concerning 
the  actual  scope  and  purpose  of  the  authority 
of  the  informal  group.  The  Board  was  unani- 
mous in  its  agreement  that  a formal  state- 
ment outlining  these  areas  would  be  helpful 
for  conference  participants,  in  the  future.  At 
that  time,  the  Board  referred  the  matter  to 
the  Executive  Committee  with  the  request 
that  it  draw  up  proposed  guidelines  for  the 
activity  of  the  group,  for  submission  to  the 
Board  in  advance  of  the  fall  (20  October 
1968)  conference.  In  conformity  with  the  fore- 
going, the  Board  approved  the  following 
guidelines  submitted  by  the  Executive  Com- 
mittee: 

The  first  “Conference  of  Presidents  of  Com- 
ponent Societies”  was  held  on  Sunday,  18  Oc- 
tober 1964,  at  the  invitation  and  under  the 
sponsorship  of  the  Board  of  Trustees.  Subse- 
quently, two  such  conferences  have  been  held 
each  year— in  the  Fall  and  the  Spring— and 
presidents-elect  as  well  as  presidents  of  com- 
ponent societies  have  been  invited  to  attend. 

The  Board  of  Trustees,  in  its  report  to  the 
H ouse  of  Delegates  in  May,  1965,  declared 
that  “.  . . the  purpose  of  the  informal  meet- 
ings of  presidents  of  component  societies  and 
the  joint  meeting  with  the  Board  of  I'rustees 
(which  customarily  follows)  is  to  give  com- 

;!()() 


ponent  society  presidents  and/or  presidents- 
elect  a forum  for  free  and  open  discussion 
with  one  another  and  wdth  members  of  the 
Board,  to  encourage  improved  mutual  under- 
standing of  problems  of  MSNJ  as  well  as  those 
of  component  societies.  It  was  thus  agreed  that 
as  an  informal  discussion  group,  county  of- 
ficers have  no  authority  to  act  as  a unit— 
either  for  themselves  or  for  their  component 
societies.” 

Underlying  the  conference  is  the  realization 
that  since  component  societies  have  many 
common  problems  to  resolve  and  similar  situ- 
ations to  deal  with,  it  would  be  informative 
and  profitable  for  presidents  and  presidents- 
elect  to  learn  how  other  component  societies 
are  proceeding  and  the  experiences  that  have 
been  developed. 

The  subsequent  meeting  with  the  Board  is  in- 
tended to  provide  the  conferees  with  an  ap- 
preciation of  the  scope  and  operations  of  the 
Board  of  Trustees  and  to  afford  the  oppor- 
tunity for  exchange  of  constructive  ideas. 
Recommendations  for  study  and  action  by  the 
Society  should  come  from  the  Conference  of 
Presidents  to  the  Board,  but  should,  as  in 
the  past,  be  initiated  by  formal  action  of 
component  societies  or  authorized  delegates, 
submitted  by  due  process  to  the  House  of 
Delegates  in  the  form  of  official  resolutions. 

It  was  the  opinion  of  the  conferees  that  these 
meetings  continue  to  be  successful  and  profit- 
able and  should  be  continued— at  least  twice 
a year,  as  has  been  the  custom. 

Approved  (page  409) 


Proff.s.sion.\i.  Liabiijtv  P.ANEE 
(Reference  C:onimiltee 

The  .\dministrative  Director  of  the  Courts 
has  rendered  a summary  report  as  of  31  De- 
cember 1968,  indicating  the  Courts'  experi- 
ence in  haticlling  claims  under  the  Supretne 
Clout  i Rule  1;25B  (concertiing  the  use  of  sub- 
panels on  professiotial  liability  claims). 
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1966 

1967 

196S 

Xnmbcr  of  claims  filed  

.‘15 

51 

40 

Xumber  of  doctors  involved  . ;")l 

Xuniber  of  cases  where  doctors  re- 

68 

58 

fused  consent 

<) 

12 

3 

Xumber  of  claims  withdrawn 

T) 

8 

5 

Xumber  heard  by  subpanels  . 

21 

19 

() 

Pending  cases  

— 

12 

26 

Xumber  of  subpanel  hearings 

(6y  year)  

21 

12 

18 

Result  of  subpanel  hearings 

Reasonable  basis  * 

7 

5 

3 

Xo  basis  ** 

15 

7 

13 

Cases  in  which  expert  witnesses 

were  furnished  

- 

6 

- 

* One  case  had  two  allegations 

of  negligence. 

The 

panel  found  a reasonable  basis 

on  one 

count. 

and 

no  basis  on  the  other. 

**  One  case  involved  two  doctors  — one  consented  and 
the  other  refused. 


The  Board  recorded  its  gratification  with 
these  results  as  well  as  continued  indications 
that  the  program  has  generated  national  at- 
tention and  interest.  For  these  reasons,  the 
Board  directed  that  the  foregoing  information 
be  referred  to  the  House,  together  with  the 
following  recommendation: 

Recommendation 

That  the  professional  liability  claims  panel 
progiam  be  continued,  and  that  the  members 
of  MSXJ  be  encouraged  to  continue  to  co- 
operate in  its  furtherance. 

Approved  (page  409) 

Health  Facilities  Planning  Coincil  for 
New'  Jersey 
(Reference  Committee  “B”) 

Once  tigain  the  Health  Facilities  Planning 
Council  tor  New  Jersey  solicited  funds  from 
non  government  sources  to  support  its  1969-70 
operations.  The  Board  received  assurances 
from  the  Council  that  it  wilt  continue  to  func- 
tion as  a statew'ide  voluntary  planning  agency 
as  long  as  it  is  possible  to  do  so.  Dr.  Kandle,  a 
trustee  of  the  Planning  Council,  has  reported 
as  seeing  no  inconsistency  in  having  the  Coun- 
cil remain  as  a statew'ide  body  at  least  for 
another  year  while  the  State  Department  of 
Health  is  organizing  areawide  comprehensive 
health  planning  councils  under  P.L.  89-749. 
On  that  basis,  the  Planning  Council  submitted 
its  grant  application  for  the  fiscal  year  1 July 
1969  to  30  June  1970. 


In  view  of  the  foregoing,  the  Board  author- 
ized a .$5,000  contribution  to  the  Health  Fa- 
cilities Planning  Council  for  the  fiscal  year 
1969-70. 

Approved  with  the  following  notation:  That  the  $5,000 
contribution  authorized  for  the  fiscal  year  1969-70  should 
be  only  on  an  annual  basis  and  that  each  year  the  work 
of  the  Health  Facilities  Planning  Council  be  reviewed  before 
any  further  contributions  are  made  (page  412) 

Health  Insurance  for  Pregnancy 

(Reference  Committee  “C”) 

Two  resolutions  bearing  upon  health  insur- 
ance coverage  for  pregnant  women  were 
adopted  by  the  1968  House  of  Delegates. 

Resolution  #9  called  upon  MSNJ  to  attempt 
to  persuade  members  of  the  Health  Insurance 
Count  il  and  New  Jersey  Blue  Cross  and  Blue 
Shield  to  make  maternity  benefits  tivailable 
to  all  females  regardless  of  marital  status  or 
length  of  time  of  marriage. 

The  Health  Insurance  Council  found  that 
such  coverage  on  an  indivitlual  basis  would 
involve  prohibitive  costs.  However,  it  pointed 
out  that  “.  . . as  a practical  matter,  an  unmar- 
ried female  who  is  an  employee  untler  a group 
contract  is  actually  covered  for  maternity 
benefits,  but  not  dependent  children.” 

Some  actiuirial  figures  on  probable  costs  for 
such  coverage  under  an  individual  health 
insurance  policy  were  submitted  by  the  Health 
Insurance  Council.  These  costs  are  based  upon 
morbidity  analyses  which  are  compiled  each 
year.  As  a rider  on  basic  hospital  insurance, 
individual  policy,  the  cost  of  maternity  bene- 
fits for  the  age  group  20  to  24  years  would  be 
$14  for  every  $100  of  benefits  paid.  The  costs 
are  somewhat  reduced  in  subsequent  years 
because  of  the  decrease  in  probability  of  preg- 
nancy. In  the  age  category  of  25  to  29  years, 
the  cost  would  be  $32  per  $100  of  benefits. 
I’he  Health  Insurance  Council  feels  that  from 
an  actuarial  standpoint,  the  premium  costs 
would  be  prohibitive  as  a sales  item.  Further- 
more, “.  . . there  is  a great  deal  of  selectivity 
in  that  the  person  desiring  coverage  can  elect 
to  enroll  with  some  idea  of  a predictable 
event.” 
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The  Picsidcnt  of  the  New  Jersey  Blue  Shield 
Plan  declared:  “This  has  been  considered  pre- 
viously by  the  Blue  Shield  Plan  and  at  the 
present  time  this  type  of  maternity  service  is 
covered  in  several  groups,  such  as  united  steel 
workeis  anti  auto  workers,  which  are  ex- 
perience ratetl  and  the  companies  are  willing 
to  pay  for  the  adtlitional  benefit.  However, 
we  cannot  include  this  type  of  coverage  under 
the  basic  contract  because  this  would  include 
maternity  service  under  all  single  contracts, 
under  the  student  contracts,  and  would  also 
include  maternity  services  for  all  children 
under  19  under  the  family  contracts.  This 
would  necessitate  a great  increa.se  in  the  pre- 
mium for  all  three  million  subscribers  who 
are  now  covered  and  who  are  not  interested 
in  this  type  of  coverage.  This  could  increase 
the  cost  of  a single  contract  by  as  much  as 
20  per  cent  and  99  per  cent  of  the  single  sub- 
scribers would  not  wish  this  additional  benefit 
.so  I do  not  see  how  we  could  add  this  to  our 
basic  coverage  at  this  time.” 

The  Blue  Cross  Plan  has  not  as  yet  submitted 
a reply. 

Resolution  #10  called  upon  MSNJ  to  peti- 
tion the  Hospital  .Service  Plan  of  \ew  Jersey 
to  show  leadership  in  correcting  the  inequity 
that  lies  in  the  fact  that,  under  Blue  Cross 
insurance,  coverage  is  not  separately  accorded 
to  the  complications  of  pregnancy  but  such 
complications  are  charged  against  the  seven- 
day  total  of  coverage  assigned  as  maternity 
benefits. 

The  need  and  desirability  of  expanding  the 
Blue  Cross  coverage  in  this  regard  was  stressed 
in  correspondence  and  in  a protracted  meeting 
of  the  Permanent  Committee  on  Blue  Cross- 
Blue  .Shield.  The  Blue  Cross  Plan  is  very  sensi- 
tive to  the  increased  premium  cost  that  the 
expatuled  coverage  will  entail.  It  is  weighing 
the  proposal  painstakingly,  but  as  this  report 
is  compiled  has  not  arrived  at  any  conclusion. 

Approved  Ipoge  413) 

Standardized  Insi  rance  Forms 
(Reference  Committee  ''C’) 

'I  he  1968  House  (Resolution  ^31  — Camden 
County)  called  upon  the  AMA  House  of  Dele- 


gates to  urge  all  insurance  companies  and 
fiscal  intermediaries  to  adopt  and  authorize 
the  use  of  standard  forms  in  the  manner  indi- 
cated, in  the  interest  of  increased  efficiency. 
A resolution  (#72)  was  introduced  and  sup- 
ported by  New  Jersey’s  delegation  at  the  AMA 
meeting.  I’he  reference  committee  to  which  it 
was  referred  declared:  “Resolution  #72  calls 
for  continued  support  of  the  use  of  standard- 
ized insurance  forms.  Your  reference  commit- 
tee recommends  adoption  of  resolution  #72 
as  a re-endorsement  of  this  mechanism,  which 
has  been  the  subject  of  numerous  reports  to 
this  House.”  The  House  then  voted  to  adopt 
the  resolution. 

Received  as  informative,  since  file  House  of  Delegates  of 
tile  AMA  in  Resolution  #72  of  1968  conformed  with 
MSNJ's  resolution  of  1968  (page  413) 

Hospital  Chaplaincy  Program 

(Reference  Committee  "D") 

The  1968  House  (Re.solution  ^6  — Essex 
County)  called  upon  MSNJ  to  recommend 
to  the  New  Jersey  Hospital  .\ssociation  that 
each  hospital  in  New  Jersey  support  a chap- 
laincy program  by  providing  space  for  same 
and,  wherever  possible,  financial  support. 

■At  its  12  June  meeting,  the  Board  of  Trustees 
of  the  New'  Jersey  Hospital  As.sociation  voted 
to  support  a hospital  chaplaincy  program  in 
hospitals  in  New  Jersey. 

Approved  (page  415) 

Commission  to  Study  Abortion  St.\tutes 

(Reference  Committee  “E”) 

In  the  early  fall  the  Abortion  Law  Study 
Commission,  created  by  .\ssembly  Concurrent 
Resolution  Number  24  (1968)  was  constituted. 
After  some  initial  difficulty,  the  Society  suc- 
ceeded in  having  Hannah  E.  Seitzick-Robbins, 
M.D.  (Trenton)  appointed  as  the  representa- 
tive of  MSNJ. 

'I'he  Society’s  policy  statement  on  therapeutic 
abortion,  adopted  by  the  1968  House  of  Dele- 
gates, was  supplied  to  the  Commission.  EJndcr 
date  of  27  November,  the  Board  of  Trustees 
formally  requested  that  the  Commission  con- 
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sicler  for  inclusion  in  any  subsequent  recom- 
mended revision  of  the  statutes  governing 
therapeutic  abortion  the  following  two  pro- 
visions: 

(1)  No  person  shall  be  required  to  perform 
or  participate  in  medical  procedures  which 
result  in  the  termination  of  pregnancy;  and 
the  refusal  of  any  person  to  perform  or  par- 
ticipate in  these  medical  procedures  shall  not 
be  a basis  for  civil  liability  to  any  person  nor 
a basis  for  any  disciplinary  or  other  recrimi- 
natory action  against  him. 

(2)  No  hospital,  hospital  director,  or  govern- 
ing board  shall  be  required  to  permit  the 
termination  of  human  pregnancies  within  its 
institution,  and  the  refusal  to  permit  such 
procedures  shall  not  be  ground  for  civil  liabil- 
ity to  any  person  nor  a basis  for  any  discipli- 
nary or  other  action  against  it  by  the  State  or 
any  person. 

.A.S  yet  the  Commission  has  not  published  a 
report  of  its  findings  or  recommendations. 

Approved  (page  416) 

Mandatory  Inclusion  of  Physicians 
As  Members  of  Hospital  Governing  Bodies 
(Reference  Committee  "E") 

The  1968  House  — substitute  resolution  for 
Resolutions  Nos.  1 (Bergen),  13  (Morris),  and 
16  (Union)  — called  upon  the  ,\MA  House  of 
Delegates  to  urge  the  Joint  Commission  on 
Accreditation  of  Hospitals  to  include  in  its 
basic  accreditation  criteria  a provision  to  re- 
quire each  hospital  to  include  on  its  governing 
body  a substantial  number  of  physicians  in 
active  private  practice.  A resolution  (i71) 
was  introduced  and  supported  by  New  Jersey’s 
delegation  at  the  AM.\  meeting.  Resolution 
#71  Avas  considered  by  Reference  Committee 
“D”  together  Avith  a similar  resolution  (#-18) 
from  Louisiana.  The  reference  committee  en- 
dorsed the  intent  of  both  resolutions  and 
offered  a substitute  for  the  tAvo  of  them, 
Avhich  the  AMA  House  amended  slightly  and 
adopted,  as  folloAvs: 

“Resohed,  that  the  House  of  Delegates  reaf- 
firms its  strong  conviction  that  full  and  effec- 


tive communication  betAveen  the  goAcrning 
board  of  a hospital  and  its  medical  stall  is 
essential  to  maintain  the  optimum  conditions 
for  good  medical  care;  and  be  it  further 

Resolved,  that  the  House  of  Delegates  con- 
tinue to  urge  that  adequate  representation  of 
the  medical  staff  on  the  voting  membership 
of  the  hospitals’  governing  body,  nominated 
by  the  medical  staff,  is  the  most  effective 
mechanism  for  assuring  a Avorking  communi- 
cation; and  be  it  further 

Resohed,  that  the  seven  .\M.\  Commissioners 
on  the  Board  of  Commissioners  of  the  Joint 
Commission  on  .\ccreditation  of  Hospitals  be 
instructed  by  the  Board  of  Trustees  to  re- 
emphasize their  efforts  toAvard  accomplishing 
these  objectiAes.” 

Approved  (page  416) 

Reateaa'  of  Medical  Practice  Statutes 
(Reference  Committee  "E”) 

In  1967  the  House  of  Delegates  adopted  a 
Substitute  Resolution  for  Resolutions  ~7  and 
#8.  The  “resohed”  called  for  the  President  to 
establish  a committee  to  review  all  statutes 
related  to  the  practice  of  medicine  and  surgery 
in  this  State  and  to  submit  specific  recommen- 
dations for  revision  to  the  Board  of  Trustees. 

.\t  the  17  May  1967  meeting  of  the  Boaid  of 
Trustees,  the  President  appointed  a committee 
to  implement  the  foregoing.  \\'e  Aveie  in- 
formed by  both  Legal  Counsel  and  the  Legis- 
latiA'e  .\nalyst  that  an  undertaking  of  this 
nature  Avould  require  at  least  tAvo  years.  In 
the  course  of  carrying  out  its  charge  and  Avith 
the  approval  of  the  Board  of  Trustees,  the 
committee  secured  and  made  asailable  to  all 
component  societies  an  updated  veision  of  the 
Medical  Practice  Act.  In  so  doing,  request  Avas 
made  of  the  component  societies  that  they 
enumerate  the  areas  of  concern  and  transmit 
their  suggestions  to  the  committee  by  January 
1968.  Thus  far,  replies  haAe  been  received 
from  three  of  the  component  societies. 
Through  the  efforts  of  the  Council  on  Legisla- 
tion and  Avith  the  approval  of  the  Board.  seA- 
eral  of  the  revisions  incorporated  in  the  three 
replies  ha\e  already  been  introduced  and  en- 
acted into  laAv.  They  are: 
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1.  Prix  iliged  Communication 

2.  The  X-Ray  Technicians  Law 

3.  Licensing  of  foreign  physicians  who,  upon 
declaration  of  intent  to  l)ecome  citizens,  have 
been  duly  admitted  to  and  passed  the  New 
Jersey  medical  licensure  examination. 

On  M January  1969,  SJR-10  was  introduced 
into  the  New  Jersey  Senate.  This  bill  would 
establish  a Commission  to  study  and  evaluate 
the  effectiveness  of  existing  laws,  rules,  and 
regulations  relating  to  the  practice  of  all 
branches  of  the  healing  arts. 

In  early  March  of  1969,  Governor  Hughes 
pocket-vetoed  tliree  chiropractic  bills  and  also 
an  MSNJ  bill  to  prohibit  the  solicitation  of 
patients  by  or  on  behalf  of  practitioners  of  the 
healing  arts.  The  Governor  stated  that  these 
bills  have  led  him  to  call  for  a thorough  re- 
view ol  professional  and  occupational  licens- 
iug. 

Mindlul  of  the  foregoing,  the  committee  rec- 
ommended to  the  Board  of  Trustees  that  no 
action  be  taken  in  this  area  until  the  afore- 
mentioned reports  and  evaluations  are  com- 
pleted by  the  Legislature. 

Approved  (page  416) 

Concerning  Weli  are  Recipients 
(Reference  Coniniittee  ''E”) 

riie  196M  House  of  Delegates  adopted  tw'o 
resolutions  bearing  upon  welfare  recipients. 

Resolution  #7  . . . called  ujion  MSNJ  to  peti- 
tion the  Department  of  Institutions  and 
.\gencies  to  establish  the  principle  throughout 
New  Jersey  that  diagnostic,  laboratory,  and 
medical  specialty  services  be  allowed  when 
louiul  necessary  by  the  treating  physician,  and 
that  compensation  be  made  on  a realistic, 
reasonable,  and  customary  fee  basis. 

Resolution  #8  . . . directed  that  MSNJ  peti- 
tion the  Depiirtment  of  Institutions  and  Agen- 
cies to  bring  physic  ians’  fees  for  services  paid 
by  all  welftire  boards  in  the  state  uji  to  a 
realistic  level  on  a reasonable  and  customary 
lee  basis. 


These  resolutions  were  transmitted  to  the 
Commissioner  of  Institutions  and  Agencies, 
and  correspondence  with  the  department  sub- 
sequently has  established  that  it  is  the  inten- 
tion of  the  department,  through  the  Division 
of  Public  Welfare,  to  give  careful  study  to 
these  submissions  of  The  Medical  Society  of 
New  Jersey  and  to  engage  in  discussions  of 
these  matters  with  appropriate  representatives 
of  the  Society.  At  the  present  writing  those 
discussions  have  not  been  entered  upon,  and 
the  Department  of  Institutions  and  Agencies 
seems  to  have  concentrated  its  attention  up  to 
the  present  on  the  work  of  evolying  a func- 
ticjiiing  Medicaid  program.  The  Society  will 
continue  to  press  for  further  developments  in 
elTectuation  of  the  intent  of  both  resolutions 
and  will  reflect  any  such  developments  that 
occur  before  the  1969  Annual  Meeting  in  a 
supplemental  report  to  the  House. 

Approved  (page  417) 

Community  Health  Week  in  the  Spring 
(Reference  Committee  “F") 

The  1968  House  (Resolution  #5  — Essex 
County)  called  upon  the  AMA  to  change  Com- 
munity Health  Week  to  a date  in  March, 
April,  or  May.  The  AM.-Vs  response  in  part 
stated  . . . “That  those  societies  that  find  it 
more  desirable  to  have  the  observation  in  the 
spring  be  urged  to  establish  dates  of  their  own 
choosing  for  a spring  observance  . . . Under 
such  an  arrangement,  each  state  will  be  able 
to  choose  the  time  best  suited  to  local  needs.” 

Approved  (page  422) 

Revision  of  FAA  Medical  Examin.ation 
Form  for  Pilot  Certification 
(Reference  Commiltee  “H”) 

Resolution  #3,  as  adopted  by  the  1968  House 
of  Delegates,  mandated  that  MSNJ  record  its 
dissatisfaction  with  the  E.A..-\  Medical  Exami- 
nation Form  for  Pilot  Certification  in  that 
physicians  releasing  information  to  the  FA.A 
in  regard  to  disqualifying  physical  conditions 
of  pilots  were  not  immune  from  suit  for  so 
reporting. 


.SIO 
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On  5 June  1968,  this  position  was  transmitted 
to  the  Federal  Aviation  Administration  in 
Washington.  Subsequently,  we  have  been  in- 
tormed  that  legislation  is  being  proposed  by 
the  Department  ot  Transportation  that  would 
render  a physician  immune  from  suit  ior  re- 
porting significant  discjualifying  conditions  in 
airmen  to  the  F'AA. 

Approved  with  the  following  suggestion:  That  a follow-up 
be  made  to  insure  passage  of  the  required  legislation  to 
render  physicians  immune  from  suits  for  reporting  dis- 
qualifying conditions  in  airmen  to  the  FAA  (page  426) 


Supplemental  Report  #1 

As  the  result  of  its  20  April  meeting,  the 
Board  of  Trustees  directed  several  items  to 
the  attention  of  the  1969  House  of  Delegates. 
The  Board  therefore  submits  this  Supplement- 
al Report  #1,  which  has  been  compiled  since 
the  preparation  of  its  annual  report. 

The  Board  is  scheduled  to  meet  next  in 
Atlantic  City  prior  to  the  opening  session  of 
the  House.  The  results  of  this  meeting  will  be 
the  basis  for  Supplemental  Report  #2  to  the 
House,  to  bring  the  members  up  to  date  on 
relevant  items. 

Academy  of  Medicine  of  New  Jersey 
(Reference  Committee  “B”) 

At  the  request  of  the  Committee  on  Finance 
and  Budget,  an  invitation  was  extended  to  the 
President  of  the  Academy  of  Medicine  of  New 
Jersey  to  attend  the  20  April  meeting  of  the 
Board  to  set  forth  the  status  of  finances  and 
operational  activities  of  the  Academy  in  the 
past  year.  Dr.  Robert  H.  .Meson,  President- 
Elect  of  the  Academy,  was  present  at  the 
meeting  to  discuss  the  following  financial 
statement  and  educational  program: 


Income: 

•Academy  Dues  .15  .81.860 

The  Medical  Society  of  New  Jersey  3.8,000 

Other  Grants  & Donations  10,13.5 

Specific  Meetings 22,815 

I.ihrarv  Income  12,188 

Bulletin  Income 3,137 

Dividends  and  Interest 690 

Miscellaneous  575 


Total  Income SI  16,400 


Expenses:  Education 

Salaries  & Wages  . 20.926 

Overhead  8,848 

Meetings!!:  Programs 

Bulletin  Expense  9,5/3 

S 70,594 


Expenses:  Library 

Salaries  S:  Wages  5 20,.3(i3 

Overhead  9,759 

Books  and  Periodicals 11,133 

Photoduplication  1.301 

Binding  I ”25 

Medical  Lihrary  Center  of  N'.Y.  2,000 


S 46,281 

Total  Expenses  SI  16.875 


The  .\cademy  of  Medicine  i.s  completing  one 
of  its  most  successful  educational  years.  A 
total  of  57  meetings  was  held,  visiting  more 
communities  and  reaching  more  physicians 
than  ever  before.  These  programs  were  pre- 
sented in  36  communities  in  16  counties,  as 
well  as  New  York  City.  57  per  cent  were  held 
outside  of  the  metropolitan  area. 

Major  Symposia  & C:ourses  12 

Roving  Symposia  24 

Section  Nleetings  21 

57 

Major  Symposia 

A record  number  of  10  major  symposia  were 
presented  this  year  with  greater  success  than 
ever  before.  There  has  been  a trend  for  some 
.sections  to  present  one  large  symposium,  rather 
than  holding  2 or  3 smaller  meetings.  This  has 
resulted  in  more  sophisticated  speakers  reach- 
ing a much  larger  audience. 

Due  to  increased  publicity,  attendance  at 
these  meetings  has  almost  doubled,  .\verage 
attendance  has  reached  120  per  meeting,  with 
a high  of  275  for  one  meeting. 

Roving  Symposia 

The  Roving  Symposia  continue  to  reach  phy- 
sicians practicing  in  the  smaller  communities 
of  the  State.  A new  and  well  received  innova- 
tion has  been  the  presentation  of  programs  in 
four  locations  simultaneously,  through  Tele- 
lecture.  AVith  audio-visual  material  duplicated 
at  each  location,  and  two-way  voice  hook-up, 
these  have  been  very  successful. 
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Sec  lion  Meetings 

1 he  sections  continue  to  reach  a small,  select 
audience  with  exceptionally  fine  speakers. 
However,  there  has  been  a strong  tendency  in 
recent  months  to  plan  larger  meetings  and 
publicize  them  to  all  physicians  in  the  area, 
rather  than  to  just  members  of  the  sections. 

Approved  with  the  following  notation:  That  the  Academy 
be  complimented  on  its  work  on  ihe  roving  symposia  and 
section  meetings,  and  that  the  good  v/ork  be  continued 
(page  412) 

AID  Program 

(Reference  Committee  "C”) 

Representatives  of  the  New  Jersey  Blue  Cross 
Plan  are  in  the  process  of  visiting  each  hos- 
pital in  New  Jersey  to  see  how  the  AID  Pro- 
gram is  being  implemented  and  to  be  of  as- 
sistance in  setting  up  procedures  toward 
getting  optimum  results  from  the  AID  Pro- 
gram. 

Of  68  hospitals  reported  thus  far  52,  or  76 
per  cent,  have  a procedure  for  implementing 
the  y\ID  Program  to  enable  timely  certifica- 
tion by  the  physician  of  need  for  continued 
stay;  16  hospitals  or  24  per  cent  either  have  no 
procedure  for  timely  certification  or  are  not 
implementing  the  program  except  after  dis- 
charge of  the  patient  or  on  recpiest  for  a cer- 
tification by  the  Plan.  The  following  data  is  of 
interest  in  comparing  the  two  groups; 

Procedure  No  Procedure 


for  for 


Timely 

Timely 

Total 

Cer- 

Cer- 

Re- 

Table .4 

tification 

tification 

ported 

Number  of  hospitals 

52 

16 

68 

Per  cent  of  such  hospitals 

76 

24 

100 

Number  of  beds 

1 1 ,854 

4,511 

16,365 

Per  cent  of  beds 

72 

28 

100 

Census 

10,478 

4,127 

14,605 

Per  cent  occupancy 
Total  admissions 

88.4 

91.5 

89.2 

(all  patients) 

408,293 

1.55,884 

564.177 

Per  cent  total  admissions 
Average  length  of  stay  — 

72 

28 

100 

total  admissions 

9.4 

9.7 

9.5 

N.J.  Blue  fboss  cases  only 
Per  cent  of  N.J.  Blue  Cross 

150,279 

43,463 

193,742 

cases  only 

Average  length  of  stay  — 

78 

22 

100 

N.J.  Blue  Cross  only 
Per  cent  of  N.J.  Blue  Cross 

7.3 

7.9 

7.5 

cases  to  total  admissions 

37 

28 

34 

3 12 


It  is  interesting  to  note  that  those  hospitals 
which  implement  the  AID  Program  to  permit 
timely  certification  by  the  physician  have: 

1.  A lower  occupancy  rate. 

2.  A lower  average  length  of  stay  — 0.3  days 
less  for  all  patients  and  0.6  days  less  for  New 
Jersey  Blue  Cross  patients. 

The  following  translates  the  percentile  sav- 
ings indicated  in  Table  A into  dollar  values: 

Table  A — Procedure  for  Timely  Certification 


Total  Admissions  408,2!).'? 

Diflerenct*  in  I.O.S  .3 

Estimated  Days  Saved 122.487 

l!)()8  Estimated  Average  Per  Diem  $ 60.3,') 

,S7,392.090 

Blue  Ciross  Admissions  1, '>0.279 

DifFerence  in  LOS .6 

Estimated  Days  Saved  90.167 

1968  Estimated  .Average  Per  Diem  S 69.3.') 


$5,44 1, .'■)78 

litue  Cross  Cases  Paid  in  1^6S~N.].  Contracting 


Hospitals 

Total  Cases 271,459 

Hospitals  Surceyed  68  (Table  .A)  193,742 

77,717 

* Timely  Cierl ificat ioti  77.6% 

60,277  Cases 

Estimated  Days  Saved  (a  .6  (Table  .A)  36,166 

19()8  Estimated  Average  Per  Diem  $ 60.35 

$2,182,618 

1968  Total  Estimated  Savings  S7,624,196 

*Based  on  Relationship  of  150.279  to  193.742  (Table  ,A) 


While  many  variables  are  involved,  the  im- 
plementation of  the  AID  Program  may  be 
credited  to  a considerable  degree  for  the  dif- 
ferences. 

Another  phase  of  the  review  by  Plan  repre- 
sentatives dealt  with  whether  the  certification 
forms  are  being  sent  to  the  utilization  review 
committee.  Table  B reveals  the  data  for  52 
hospitals  which  were  implementing  the  AID 
Program  for  timely  certification;  the  16  hospi- 
tals which  were  not,  are  excluded  since  none 
of  them  referred  the  certifications  to  their 
utilization  review  committees. 
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Do  Not 

Refer  Cer-  Refer  Cer- 
tifications tificatious 
to  to 


Utilization  Utilization 


Table  B Committee 

Committee  Total 

Number  of  hospitals 

38 

14 

52 

Per  cent  of  such  hospitals 

73 

27 

100 

Number  of  Iteds 

9,24.") 

2,609 

1 1 ,854 

Per  cent  of  beds 

78 

22 

100 

Census 

7.892 

2,586 

10,478 

Per  cent  occupancy 

86.4 

99.1 

88.4 

Total  admissions 
(all  patients) 

309,254 

99,039 

408,293 

Per  cent  total  admissions 

76 

24 

100 

Average  length  of  stay  — 
total  admissions 

9.3 

9.6 

9.4 

N.J.  Blue  Cross  cases  onlv 

119,258 

31,021 

150,279 

Per  cent  of  N.J.  Blue  Cross 
cases  only 

79 

21 

100 

Average  length  of  stav  — 
N.J.  Blue  Cross  onh 

7.3 

7.6 

7.3 

Per  cent  of  N.J.  Blue  Cross 
cases  to  total  admissions 

39 

31 

37 

It  is  interesting  to  note  tliat  those  hospitals 
which  refer  the  certification  forms  to  the 
utilization  review  committee  have: 

1.  A lower  occupancy  rate. 

2.  A lower  average  length  of  stay  — 0.3  days 
less  for  all  patients  and  for  Blue  Cross  pa- 
tients. 

While  many  variables  are  involved  the  refer- 
ral of  certifications  to  the  utilization  commit- 
tee may  be  credited  partially  for  the  dif- 
ferences. 

Conclusion 

.\hhough  many  variables  are  involved  in 
study  of  length  of  stay,  in  evaluating  the  ef- 
fectiveness of  the  AID  Program  the  evidence 
seems  to  be  preponderantly  for  the  conclu- 
sion that  it  is  an  effective  tool  in  the  reduc- 
tion of  unnecessary  length  of  stay  even  though 
its  optimum  results  have  not  been  achieved. 
Continued  efforts  should  be  made  to  improve 
its  implementation  with  the  expectation  of 
improved  results. 

Approved  (poge  413) 


Supplemental  Report  #2 

I'hc  Board  of  rrustees  held  its  final  meeting 
for  the  fiscal  year  H)fi8-f)9  on  Friday  evening, 
16  May.  The  following  items  from  that  meet- 
ing are  directed  to  the  attention  of  the  House. 

Relief  of  AVitiows  and  Oremaxs  of  Medical 
Men 

(Reference  Committee  "H") 

The  Board  was  reacqnainted  with  the  aims  and 
purposes  of  the  Society  for  the  Relief  of 
^\hdows  and  Orphans  of  Medical  Men  of  \ew 
Jersey.  The  President  of  the  Society  reported 
to  the  Board  that  the  affairs  of  his  organization 
are  in  good  order.  Membership  has  reached  a 
new  high  of  1,088  members  and  20  applica- 
tions for  membership  are  being  processed. 
The  death  benefit  has  attained  a new  high  of 
•SI,  100.  Dr.  Herbert  Schulte  and  Dr.  Joseph 
\V.  Gardam  have  retired  from  their  posts.  Dr. 
Ogden  B.  Carter.  Jr.  has  been  elected  Cus- 
todian of  the  Permanent  Fund  and  Dr.  John 
Kengeter  has  been  elected  Secretary.  The 
Board  reaffirmed  its  support  of  the  Society  for 
the  Relief  of  "Widows  and  (Orphans  of  Medical 
^^cn  of  New  Jersey. 

Approved  witli  commendation  to  tlie  Officers  of  tlie  Society 
for  their  dedicated  services  (page  426) 

Resolutions  #7  and  #8  of  the  1968  House 

(Reference  Committee  ‘'F,") 

Resolution  #7,  adopted  by  the  1968  House, 
urged  that  The  Medical  Society  of  New  Jer- 
sey petition  the  State  Department  of  Institu- 
tions and  Agencies  to  establish  the  principle 
throughout  New  Jersey  that  diagnostic,  labora- 
tory, and  medical  specialty  services  be  allowed 
when  found  necessary  by  the  treating  phy- 
sician, and  that  payment  for  such  services  be 
on  a realistic,  reasonable,  and  customary  fee 
basis. 

Resolution  #8,  adopted  by  the  1968  House, 
directed  that  The  Medical  Society  of  New 
Jersey  petition  the  New  Jersey  Department  of 
Institutions  and  Agencies  to  bring  the  phy- 
sicians fees  for  services  paid  by  all  welfare 
boards  in  the  state  up  to  a realistic  level  on  a 
reasonable  and  customary  fee  basis. 
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Both  resolutions  iurther  resolved  that  the  So- 
ciety deal  directly  with  the  Department  of  In- 
stitutions and  Agencies  to  embody  these  prin- 
ciples in  their  present  and  future  plans,  . . 
so  that  there  will  be  no  mistake  of  our  intent 
or  resolve  and  so  that  these  tenets  be  effected 
by  May  1969.” 

The  Society  has  through  the  year  emphasized 
and  urged  the  effectuation  of  these  resolutions 
with  the  Department  of  Institutions  and 
Agencies.  The  most  recent  utterance  by  the 
Department  in  this  connection  was  contained 
in  a letter  dated  14  May  1969,  addressed  to 
the  Secretary  of  The  Medical  Society  of  New 
Jersey’s  Board  of  Trustees  by  Lloyd  W.  Mc- 
Corkle,  Commissioner  of  Institutions  and 
.\gencies. 

Commissioner  McCorkle  states: 


“.  . . the  major  development  which  has  occurred  dur- 
ing the  last  year,  that  is  relexant  to  Resolutions  ;r7  and 
#8  of  your  Society,  was  the  enactment  of  Chapter  413 
of  the  Laws  of  1968,  generally  referred  to  as  ‘Medic- 
aid,’ which  will  become  operational  1 January  1970. 

I'nder  this  law,  the  County  AVelfare  Boards,  and  the 
State  Division  of  I’ublic  4Velfare  as  well,  will  be  re- 
lieved of  authority  and  responsibility  for  regtilating 
the  amount,  kind,  and  rates  of  allowances  for  all  ele- 
ments of  medical  and  paramedical  care  furnished  to 
welfare  recipients  1)\  any  facility  or  practitioner.  The 
new  program  will  be  administered  on  a uniform  state- 
wide basis  by  a new  Division  of  Medical  Assistance  and 
Health  Services  established  within  this  Department. 

The  specific  recommendations  contained  in  the  resolu- 
tions referred  to,  as  well  as  many  others  of  similar 
concern  to  your  Society,  will  be  delilrerated  in  the 
course  of  the  next  few  months  Iry  the  Medical  .Vd- 
visory  Council  and  the  various  subsidiary  technical  .Ad- 
visory C.ommittees  which  are  now  in  the  process  of  Ire- 
ing  created  as  part  of  the  organizational  structure  for 
implementing  the  MedicaitI  program.” 

Approved  (page  417) 
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Judicial  Council 

Albert  F.  Moriconi,  M.D.,  Chairman,  Trenton 

(Reference  Committee  “A”) 


From  the  official  findings,  the  Council  here 
presents  a summary  of  its  operations  and  those 
of  county  judicial  committees  for  the  period 
from  1 April  1968  through  31  March  1969: 

By  Judicial  Committees 


Complaints  reported  as  disposed  of  58 


Alleging: 

Dissatisfaction  concerning  fees 54 

Unethical  conduct  3 

Dissatisfaction  with  sert  ices  renderetl  9 

Unjtrofessional  condtict  19 


By  the  Judicial  Council 


Meetings  held 8 

Official  communications  acted  upon  15 

Appeal  hearings  requested 7 

Appeal  hearings  granted 1 

Formal  opinions  rendered 4 


(1)  The  ethical  acceptability  of  adding  the  collection 
agency  charge  to  delinquent  accounts 

(2)  The  ethical  acceptability  of  credit  card  payment  to 
physicians  for  medical  services  rendered 

(3)  The  ethical  acceptability  of  a new  billing  procedure 
at  a community  hospital 

14)  The  ethical  acceptability  of  a physician,  such  as  an 
anesthesiologist,  who  does  not  require  office  space,  plac- 
ing his  billing  service  with  a collection  agency  and  on 
his  letterhead  using  his  name,  but  the  agency’s  address 

I he  loregoing  opinions  are  presented  in  fitll 
as  an  appendix  to  this  report. 

Atialysis  of  the  types  of  complaints  presented 
against  our  member-physicians  indicates  a 
substantial  increase  in  the  number  of  those 
alleging  “dissatisfaction  concerning  fees.”  ^Ve 
again  stress  the  fact  that,  wherever  possible, 
it  is  wise  and  desirable  that  a clear  under- 
standing be  arrived  at  between  physician  and 
patient  regarding  this  matter,  before  treat- 
ment is  undertaken. 


Conference  with  Chairmen  of  Component 
Committees 

In  November  the  Council  held  a conference 
with  the  chairmen  of  the  judicial  committees 
of  component  societies,  at  which  copies  of  the 
newly  revised  “Regulations”  were  distributed 
and  di.scussed,  and  cpiestions  were  answered 
covering  all  aspects  of  the  judicial  mechanism. 
The  purpose  of  the  conference  was  the 
achievement  of  a better  understanding  of,  and 
increased  efficiency  in,  the  operation  of  the 
Society’s  statewide  jtidicial  mechanism.  Of  the 
21  counties,  18  sent  a representative  to  the 
conference. 


COiNFERENCE  ON  MeDICAL  EtHICS 

By  designation  of  the  Board  of  Trustees,  the 
chairman  attended  the  Second  National  Con- 
gress on  Medical  Ethics  held  in  Chicago  on 
5-6  October  1968. 


Medicare  Complaints  Involving  Eee 
Disputes 

(Reference  Commitlec  ’’E  ") 

At  the  request  of  the  Board  of  Trustees,  the 
Council  advised  all  chairmen  of  judicial  com- 
mittees and  secretaries/executive  secretaries  of 
component  societies  of  the  following  Board- 
approved  (February  1969)  recommendation  of 
the  Council  on  Medical  Services: 

When  the  Medicare  carrier,  afer  due  consultation  with 
its  medical  advisors,  feels  a question  of  professional 
conduct  or  ethical  deportment  is  at  issue,  it  be  atl- 
\ ised  to  process  its  complaint  through  the  judicial 
mechanism  as  the  proper  agenev  under  the  Bvlaws  of 
MSNJ  (Chapter  VI 1). 

The  Judicial  Council  called  for  the  coopera- 
tion of  all  interested  agencies,  societies,  and 
members  in  implementing  the  foregoing 
directive. 
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Resignation  of  E.  V'ernon  Davis,  M.D. 

Having  been  elected  second  vice-president  of 
I'he  Medical  Society  of  New  Jersey  in  May 
1968,  E.  Vernon  Davis,  M.D.  resigned  from 
his  position  as  Chairman  of  the  Judicial 
Council.  The  House  appointed  L Edward 
Ornaf,  M.D.  to  replace  him  as  fourth  district 
councilor  to  complete  Dr.  Davis’  unexpired 
term. 

Opinion  #1 

Ethical  acceptability  of  adding  the 
collection  agency  charge  to  delinquent 

ACCOUNTS 

Directed  to  the  Council’s  attention  was  an 
inquiry  made  by  a component  medical  society 
as  to  whether  or  not  a collection  charge  — 
assessed  physicians  for  collection  of  delinquent 
accounts  by  collection  agencies  — could  ethi- 
cally be  added  to  the  physician's  bill  owed, 
thereby  enabling  him  to  collect  for  his  pro- 
fessional services  in  full.  This  procedure  would 
be  explained  to  patients  before  relinquishing 
their  accounts  for  collection. 

It  was  the  unanimous  opinion  of  the  Judicial 
Council  that  the  adding  of  a collection  agency 
fee  to  delinquent  accounts  Avould  be  unethical. 
I’o  support  this  opinion,  the  Judicial  Council 
cited  Section  7 of  the  Principles  of  Ethics  of 
the  American  Medical  Association  (to  tvhich 
principles  members  of  The  Medical  Society  of 
New  Jersey  also  subscribe): 

In  the  practice  of  medicine  a physician  should  limit 
the  source  of  his  professional  income  to  medical  serv- 
ices actually  rendered  bv  him,  or  under  his  superti- 
sion,  to  his  patients.  His  fee  shoidd  be  commensurate 
with  the  services  rendered  and  the  patient’s  ability  to 
pay.  He  should  neither  pay  nor  receive  a commission 
for  referral  of  patients.  Drugs,  remedies  or  appliances 
may  be  dispensed  or  supplied  by  the  physician  pro- 
vitled  it  is  in  the  best  interests  of  the  patient. 

Opinion  #2 

Ethical  acceptability  of  credit  card 

PAYMENT  TO  PHY.SICIANS  FOR  MEDICAL  SERVICES 
RENDERED 

In  answer  to  this  inquiry,  the  Council  cited 
Section  7 of  the  Principles  of  Medical  Ethics  of 
the  American  Medical  Association: 

.‘ill) 


In  the  practice  of  medicine  a physician  should  limit  the 
source  of  his  professional  income  to  medical  services 
actually  rendered  by  him,  or  under  bis  supervision,  to 
his  patients.  His  fee  should  be  commensurate  with  the 
services  rendered  and  the  patient’s  ability  to  pay  . . . 

The  Judicial  Council  of  the  American  ^^edical 
.Association  has  issued  several  dicta  relative  to 
this  matter.  In  1962  it  declared: 

Since  the  practice  of  medicine  is  a profession-  and  not 
a business,  the  practices  adopted  bv  businesses  are  not 
necessarily  suitable. 

It  is  not  in  the  best  interest  of  the  public  or  the  pro- 
fession to  charge  a penalty  if  fees  for  professional  serv- 
ices are  not  paid  within  a prescribed  period  of  time, 
nor  is  it  proper  to  charge  a patient  a flat  collection 
fee  if  it  becomes  necessary  to  refer  the  account  to  an 
agency  for  collection. 

In  ailded  reference,  in  November  1966,  the 
Judicial  (iouncil  of  the  AM.\  issued  an  opin- 
ion which  in  part  declared: 

The  Judicial  Council  is  of  the  opinion  that  neither 
endorsement  nor  disapproval  should  be  given  to  the 
bank  card  system  at  this  time. 

In  June  Iflfi.A,  the  Judicial  Council  and  the  Council  on 
Medical  .Services  jointly  agreed  that  any  proposed  plan 
for  financing  medical  rare  or  parts  of  medical  care 
should  be  judged  by  the  phvsician  in  the  light  of 
whether  or  not  it  might  “result  in  advertising  or 
solicitation  of  patients  by  physicians,  profit  to  phy- 
sicians for  other  than  professional  services,  exploitation 
of  the  patient,  or  unnecessary  increase  in  the  cost  of 
medical  care.” 

Judged  by  these  criteria,  the  Judicial  Council  is  of  the 
opinion,  at  this  time,  that  phvsician  participation  in 
bank  card  jnograms  is  not  per  se  unethical.  It  is  of  the 
opinion  that  physicians  may  ethicallv  accept  bank 
cards  in  the  pavment  of  current  medical  bills  in  lieu  of 
cash  or  check,  that  is,  as  a medium  of  exchange. 

The  use  of  bank  cards  in  financing  medical  fees  must, 
however,  be  viewed  with  reserve  at  the  present  stage 
of  their  development.  AVhile  patients  may  not  be 
denied  the  right  to  determine  matters  of  their  personal 
budgeting,  physicians  must  not  encourage  the  use  of 
this  financing  method  if  in  operation  it  might  com- 
promise the  ideals  of  the  medical  profession  or  add  to 
the  financial  burden  of  patients. 

In  connection  with  phvsician  particijiation  in  bank 
card  programs,  tlie  Judicial  Council  recommends  the 
following  principles  to  be  implemented  and  applied  as 
necessary  by  tbe  countv  medical  society  for  the  guid- 
ances of  physicians  as  these  ])rograms  develop. 

I.  The  county  medical  societv  should  be  satisfied  as  to 
ihe  financial  and  jirofe.ssional  integrity  of  the  plan.  It 
should  negotiate  with  the  plan  sponsors  to  insure  that 
service  charges  to  the  physician  are  reasonable.  It 
should  insist  that  the  plan  be  open  to  all  physicians  on 
the  same  terms  that  it  not  exploit  or  capitalize  on 
physicians’  pariicipation  in  the  plan.  It  should  advise 
the  plan  that  the  listing  of  physicians  in  directories  of 
participating  members  is  contrary  to  the  ethics  of  the 
medical  profession. 
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2.  Tlic  iiulividiial  |)li)sician  may  iioi,  bi'caiisc  of  liis 
participation,  increase  liis  fee  for  nicdital  scr\  ice 
rendered  tlie  patient.  He  may  not  tise  tlic  plan  to 
solicit  patients.  He  m;ty  not  encourage  patients  to  use 
the  plan.  His  position  must  be  that  he  accepts  tlie  plan 
as  a cpnvcniencc  to  patients  who  desire  to  use  it. 
Plaques  or  other  devices  indicating  participation  in 
the  plan  within  the  phssician's  oflice  shall  be  kept  to 
a discreet  and  dignified  minimum.  Placptes.  signs,  or 
other  devices  indicating  sitch  particijialion  visible  out- 
side the  physician’s  office  are  unacceptable. 

3.  The  ttse  of  a bank  card  in  connection  with  the  pav- 
ment  of  larger  fees  — which  might  normally  be  paid  to 
the  physician  in  installments  — is  not  to  be  encouraged. 
.-Ml  members  of  the  Association  are  expected  to  con- 
tinue the  traditional  practice  of  permitting  patients  of 
limited  means  to  pay  relatively  large  fees  in  install- 
ments without  interest  or  carrving  charges.  Ottt  of  re- 
spect for  the  dignity  and  traditions  of  the  medical  pro- 
fession. the  physician  may  not  relieve  himself  of  his 
obligations  “to  render  service  to  humanity,  reward  or 
financial  gain  being  a sidiordinate  consideration.” 

The  Judicial  Council  of  The  Medical  Society 
of  New  Jersey  subscribes  to  and  supports  these 
statements  of  the  Judicial  Council  of  the 
•\merican  Medical  Association. 


Opinion  #3 

EXHfCAL  ACCEPTMULITY  OF  A NEW  1511. LING 
PROCEDURE  PROPOSED  .AT  A COMMUNI  I V 
HOSPITAL 

The  Council  considered  ;t  letter  from  an 
ofheer  of  a component  society  retpiesiing  an 
opinion  concerning  a new  billing  procedure 
proposed  by  a local  hospital,  in  conjunction 
with  the  processing  of  Papanicolaou  smears. 

7'he  Council  cited  as  relevant  and  governing 
the  following  exeerpts  taken  from  Section  7 
of  the  American  Medical  Association’s  Jitdicial 
Council  Opinions  and  Reports: 

The  Council  discu.sscd  the  propriety  of  a ])hysician 
charging  patients  for  laboratory  tests,  performed  bv 
someone  else,  in  excess  of  the  cost  to  him.  .Some  doctors 
justify  the  charge  on  the  basis  that  they  interpret  the 
reports  and  assume  the  responsibility  f(>r  the  correct- 
ness of  the  reports. 

It  was  agreed  by  the  members  of  tbe  Council  that  a 
physicians  bill  shonld  trulv  reflect  tbe  basis  of  his 
charges.  T hus,  the  physician’s  bill  shonld  indicate  the 
actual  cost  of  the  laboratory  report  to  him  but,  at  the 
same  time  a physician  might  include  a separate  charge 
for  his  interpretation  of  the  report.  In  this  regard  the 
Council  adopted  the  following  statement: 

"The  billing  to  a patient  should  truly  reflect  the 
charges  made  for  analytical  services  and  those  for 
professional  services.”  (1963) 


liillitig  Procedure  for  Ijiboralory  Srn  ices 

1.  The  practice  of  patholog)-  is  an  integral  part  of  the 
jnactice  of  medicine, 

2.  .Ml  physicians  shonld  bill  their  iJalients  diretth. 
and 

3.  In  exceptional  cases,  when  it  is  not  possible  for  the 
laboratory  bill  to  be  sent  directly  to  the  |)atient,  the 
referring  physician’s  bill  to  the  patient  should  indicate 
the  charges  for  laboratory  services,  including  tbe  name 
of  the  physician  director  of  the  laboratory,  as  well  ;ts 
the  charges  for  his  own  professional  services.  (196.')) 

In  light  of  the  foregoing,  the  Oiuntil  direried 
that  the  nflicer-member  be  informetl  that  the 
Judicial  (Council  of  The  Medical  .Society  ol 
New  Jersey  finds  nothing  unethical,  as  regards 
participation  by  staff  members,  in  the  hospi- 
tal’s planned  procedure,  provided  that  the 
exactions  set  down  by  the  Judicial  Count  il 
of  the  American  Medical  Assot  iation  are 
observetl. 

The  Council  further  noted  that  it  has  juris- 
diction only  over  members  of  The  Medical 
Society  of  New  Jersey  and  is  without  authority 
to  judge  the  ethicality  of  a hospital’s  actions. 

Opinion  #4 

Ethical  acceptability  of  a physician,  st  ch 

AS  AN  ANE.STHESIOLOGIST,  WHO  DOES  NOI 
REQUIRE  OFFICE  SPACE,  PLACING  HIS  BIII.ING 
SERVICE  WITH  A COLLECTION  AGENCY  AND  ON 
HIS  LETTERHEAD  USING  HIS  NAME,  BIT'  THE 
agency’s  ADDRESS 

The  Jutlicial  Council  considered  a letter  from 
the  chairman  of  the  judicial  committee  of  a 
component  society  asking  the  Council:  "Is  il 
proper  for  a physician  who  does  not  retjuire 
office  space,  such  as  an  anesthesiologist,  to 
place  his  billing  service  with  a collection 
agency  and,  for  his  letterhead  use  his  name 
but  the  agency’s  addre,ss?’’ 

.\fter  much  di.scussion,  the  Council  authorized 
the  following  comment: 

Tbe  Judidal  C’.ouucil  of  the  .American  Medical  .Assoda- 
tion  has  been  seriously  concerned  with  billing  practices 
utilizing  collection  agencies.  The  members  of  the  Judi- 
cial Council  of  The  Medical  Society  of  New  Jersev 
agree  with  the  .AM.A  Judicial  Council  that  such  a pro- 
cedure is  neither  professional  nor  becoming  to  phv- 
sicians.  It  misleads  patients  and  does  not  permit  a |)a- 
tient  who  has  received  a bill  bearing  such  an  address 
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to  (ontati  the  pliysician  without  going  through  the 
collection  agency.  A third  party  not  steeped  in  the 
traditions  ot  medical  practice  enters  in  the  physician- 
patient  relationship. 

The  Judicial  Council  of  The  Medical  Society 
of  New  Jersey  concurs  in  the  sentiments  ex- 
pressed by  the  .\^^A  Judicial  Council  in  1962: 

Since  the  practice  of  medicine  is  a profession  and  not 
a business,  the  practices  adopted  by  businesses  are  not 
necessarily  suitable. 

The  Jiulicial  Council  offers  the  following 
statement  of  the  AMA  Judicial  Council 
(November  1968)  as  relevant: 


In  referring  any  account  to  a collection  agency,  the 
physician  should  first  give  due  consideration  to  the 
patient’s  ability  to  pay  the  fee  which  is  due.  Secondly, 
the  physician  should  not  utilize  the  services  of  a col- 
lection agency  whose  tactics  and  methods  of  collection 
might  bring  the  medical  profession  into  disrepute.  The 
physician  may  not  “sell”  his  delinquent  accounts  to  a 
collection  agency  and  may  not  enter  into  any  arrange- 
ment under  which  the  physician  would  lose  complete 
control  of  the  delinquent  account  or  the  method  of  its 
collection. 

For  the  aforementioned  reasons,  the  Judicial 
Council  is  of  the  opinion  that  the  questioned 
practice  is  not  ethically  acceptable. 

Approved  (page  409) 


Executive  Director 

Richard  I.  Nevin,  Trenton 

(Reference  Committee  “A”) 


In  reporting  upon  my  first  full  administrative 
year  of  service  to  the  Society  in  1952,  I said, 
“Time  spent  in  activities  that  are  interesting 
and  absorbingly  worthwhile  is  always  swift  in 
its  flight."  Now  as  I address  myself  to  the  com- 
position of  my  nineteenth  annual  report  I 
realize  that  when  I made  that  statement 
I uttered  a truth  more  penetrating  than  I 
knew,  because  not  only  are  our  activities  inter- 
esting and  absorbingly  worthwhile  but  they 
are  constantly  e.xpanding  in  number  and 
range,  and  time  is  always  in  short  supply. 

One  indication  of  our  expanding  activities  is 
the  growing  bulk  of  the  annual  reports.  They 
are  not  compiled  with  any  sly  purpose  of 
burdening  the  members  of  the  House  of 
Delegates  but  only  in  the  hope  of  informing 
them  adecpiately  concerning  our  work  as  an 
organi/aton. 

I ha\e  little  to  mention  that  is  not  already 
covered  in  other  reports  before  the  House. 
The  record  demonstrates  that  the  Board  of 
Trustees  and  all  the  councils  and  committees 
of  the  Society  assiduously  and  energetically 


dealt  with  a host  of  concerns  vital  for  the 
protection  of  the  interests  of  our  members 
and  the  pidilic  to  whose  welfare  they  are 
all  dedicated. 

As  our  president.  Doctor  Kustrup  gave  him- 
self unstintingly  to  the  demands  of  his  office, 
setting  an  example  which  his  fellow  officers 
and  Board  members  splendidly  followed. 
Through  his  appearances  at  public  and  com- 
mittee hearings  and  the  thoughtful  statements 
that  he  made,  the  Society’s  policies  and  think- 
ing have  been  regularly  and  clearly  set  forth. 
Whether  they  will  consistently  prevail  only 
the  future  will  disclose. 

There  is  basis  for  hope  that  our  official  think- 
ing is  constructively  considered  in  the  fact 
that  our  efforts  in  the  area  of  State  legislation 
this  year  were  in  important  instances  success- 
ful. For  example,  three  bills  that  we  caused 
to  be  introduced  and  that  we  actively  sup- 
ported were  enacted  — those  granting  con- 
fidentiality to  patient-physician  communica- 
tions, permitting  physicians  to  treat  minors 
for  venereal  di.sease  without  parental  consent. 
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and  aiuhori/ing  any  licensed  physician  to 
examine  minors  applying  for  working  papers. 
.Again,  the  pocket  veto  by  the  Governor  of 
tno  bills  to  give  chiropractors  equal  status 
under  health  insurance  coverages  with  fully 
licensed  physicians  was  what  we  had  urged. 
Some  credit  must  here  be  given  to  HEW 
Secretary  'Wilbur  J.  Cohen’s  timely  report  to 
the  Congress  on  “Independent  Practitioners 
Under  Medicare”,  copy  of  which  we  were  able 
to  forward  to  the  office  of  the  Coventor  about 
three  weeks  prior  to  his  decision  on  the  chiro- 
practic measures. 

It  is  a pleasure  to  report  that  the  members  of 
our  staff  matched  the  diligence  and  high  com- 
petence of  our  officers  and  council  and  com- 
mittee members.  Mr.  Vincent  A.  Maressa,  my 
Executive  Assistant,  was  admitted  to  the  New 
Jersey  Bar  last  spring,  so  through  the  year  we 
have  had  the  benefit  not  only  of  his  expert 
knowledge  and  assistance  in  the  conduct  of 
Society  operations,  but  also  of  his  ready  and 
able  day-to-day  advice  on  legal  questions  ad- 
ilressed  by  our  members  to  us.  Mr.  E.  Powers 
.Mincher  has  rendered  yeoman’s  service  in  his 
dual  capacity  as  Acting  Legal  Counsel  and 
Legislative  .Analyst.  What  is  true  of  these  two 
gentlemen  is  true  of  every  member  of  our 
staff.  They  are  devoted,  able,  reliable,  and 
amiable,  and  I am  proud  and  happy  to  work 
with  them  for  The  Medical  Society  of  New 
Jersey. 


My  basic  duties  are  as  chief  of  that  staff- 
guiding  and  encouraging  them  and  being 
guided  and  encouraged  by  them,  in  turn.  In 
the  course  of  the  year,  I logged  participation 
in  173  meetings  and  conferences,  made  16 
visits  to  component  societies,  journeyed  to 
3 out-of-state  meetings  (all  AM.A  sponsored), 
and  made  14  speech  presentations. 

There  can  be  no  challenge  to  the  statement 
that  we  live  in  changeful,  troubled,  and  dis- 
tressed times.  4\’hatever  we  do,  we  can  expect 
to  be  critically  scrutinized  and  not  infre- 
quently condemned.  There  should  be  solace 
and  encouragement  for  us,  however,  in  the 
realization  that  no  assault  from  without  can 
avail  against  the  abiding  vitality  of  combined 
integrity,  intelligence,  and  good  will  within. 
Enlightened  and  high-souled  competence  has 
little  to  fear  from  the  threats  of  hostile  medi- 
ocrity. It  is  our  task  to  preserve  the  strength 
and  integrity  we  have,  and  to  add  to  it  by 
the  merits  of  our  constructive  efforts  through 
each  succeeding  day.  W’e  of  medicine  must 
not  be  content  to  fight  a defensive  battle.  As 
against  disease  and  death,  our  strategy  is  at- 
tack — attack  against  the  very  strongholds  of 
our  opposition  — by  a forthright  avowal  of 
and  an  uncompromising  devotion  to  the  ideals 
and  principles  of  community  life  and  service 
which  have  made  Medicine  the  most  exalted 
and  beloved  of  professions,  and  which  alone 
can  preserve  it  as  such. 

Approved  (page  409) 


1968  TRANSACTIONS 

At  its  first  session  on  Saturtdoy,  17  May  1969,  the  House  of  Delegates 
approved,  as  corrected,  the  Transactions  of  the  1968  House  of  Dele- 
gates as  published  in  the  July  1968  issue  of  THE  JOURNAL  and  dis- 
tributed to  the  membership.  The  error  appears  in  Supplemental  Report 
#2  of  the  Council  on  Legislation,  page  338.  The  action  concerning 
S-655  should  read: 

“DISAPPROVED,  because  MSNJ  feels  that  it  is  contrary  to  the  public  interest  to  entrust  patients  to 
the  care  of  unlicensed  physicians  other  than  interns  and  residents  in  an  approved  training  program." 
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Annual  Meeting 

Jerome  G.  Kaufman,  M.D.,  Chairman,  Maplewood 

(Reference  Committee  “H”) 


The  committee  met  in  July  and  again  in 
September  to  formulate  plans  for  the  203rd 
annual  meeting,  in  accordance  with  directives 
of  the  1968  House  of  Delegates  and  of  the 
Board  of  Trustees. 

In  order  to  expedite  the  business  of  the  1969 
House  of  Delegates,  official  guests  to  the  con- 
vention will  be  allowed  a three-minute  pres- 
entation at  the  opening  session  only.  Anyone 
present  at  a subsequent  session  will  be  intro- 
duced from  the  floor  without  time  for  com- 
ment. The  third  session  of  the  1969  House 
will  begin  promptly  at  9:00  a.m.;  it  will  be 
limited  exclusively  to  the  work  of  the  House. 

Reference  committee  reports  will  be  made 
available  in  advance  of  distribution  to  the 
House  to  members  of  the  reference  commit- 
tees and  to  one  officially  designated  repre- 
sentative of  each  component  society. 

The  final  meeting  of  the  1968-69  Board  of 
Trustees  will  be  held  in  the  Bakewell  Room 
at  4:00  p.m.,  Friday  afternoon.  In  order  to  ac- 
commodate the  increased  number  of  Board 
members,  the  reorganization  meeting  will  be 
held  in  the  Derbyshire  Room  at  8:30  a.m., 
4\'edncsday  morning. 

An  additional  room  adjoining  the  Officers’ 
Hospitality  Parlor  will  be  reserved  in  1969  for 
the  comfort  of  invited  guests  and  for  the  pri- 
vate discussion  of  business  of  the  convention. 

detailed  outline  of  the  duties,  responsibili- 
ties, and  time  assignments  will  be  made  avail- 
able in  advance  to  the  co-hosts  of  the  Hos- 
pitality Parlor. 

Past  experience  and  attendance  records  have 
shown  that  the  majority  of  registrants  leave 
,\tlantic  City  immediately  following  the  last 
session  of  the  House  on  Tuesday  afternoon. 
Therefore,  in  an  effort  to  improve  attendance 
at  the  scientific  sessions  and  the  exhibits,  the 
following  schedule  has  been  set  up  for  1969: 


Registration  will  ojjcn  at  9:00  a.ni.  on’ .Saturday,  and 
close  at  5:00  p.m.  on  Tuesday; 

Exhibits  will  open  at  10:00  a.m.  on  Sunday,  and  close 
at  5:00  p.m.  on  Tuesday; 

MSNJ  scientific  sessions  will  be  held  on  Monday  and 
Tuesday  mornings  and  afternoons; 

The  New  Jersey  State  Department  of  Institutions  and 
Agencies  will  sponsor  an  off-Broadwa\  production  on 
Saturday  evening  at  9:00  p.m.; 

The  Academy  of  Medicine  of  New  Jersey  will  present 
a special  session  on  Sunday  morning  at  9:30  a.m. 

The  1969  House  of  Delegates  will  meet  on 
Saturday,  Sunday,  and  Tuesday.  The  meeting 
of  the  Nominating  Committee  is  scheduled 
for  4:30  p.m.  on  Saturday.  Dr.  Henry  A. 
Davidson,  Editor  of  The  Journal  accepted  ap- 
pointment to  serve  as  Parliamentarian  for 
1969.  The  Golden  Merit  Atvard  Ceremony 
will  precede  the  first  session  of  the  House,  and 
the  Open  Discussion  on  Medical-Surgical  Plan 
will  follow  that  session.  A General  Session  on 
the  New  Jersey  Medicaid  Program  will  im- 
mediately follow  the  inauguration  of  the  in- 
coming President.  Commissioner  McCorkle  of 
the  New  Jersey  State  Department  of  Institu- 
tions and  Agencies  will  be  the  speaker. 

All  registered  members  and  official  guests  will 
be  invited  to  attend  the  Inaugural  Reception 
on  Sunday  evening.  Because  of  the  change  in 
exhibit  hours,  the  Reception-Buffet  Dinner 
for  technical  exhibitors  will  be  held  on  Sun- 
day evening  following  the  Inaugural  Recep- 
tion. The  invitation  list  rvill  include  tech- 
nical exhibitors.  Trustees  and  Officers:  tickets 
will  be  on  sale  to  anyone  else  wishing  to  at- 
tend. The  Annual  Dinner-Dance,  honoring 
the  President,  is  scheduled  lor  Monday  eve- 
ning. 

The  advance  program  was  mailed  in  early 
February  to  the  membership,  all  invited 
speakers  and  guests,  non-member  exhibitors, 
and  editors  of  journals  of  nearby  state  medical 
societies.  The  April  issue  of  The  Journal  will 
carry  the  detailed  day-by-day  outline  of  the 
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annual  meeting,  including  abstracts  of  the 
scientific  session  presentations.  The  final  pro- 
gram will  be  distributed  to  all  who  register 
in  Atlantic  City. 

Thirty-four  scientific  exhibits  and  fourteen 
informational  exhibits  will  be  presented  this 
year. 

In  addition  to  the  Coffee  Lounge,  which  will 
be  sponsored  by  the  Prudential  Insurance 
Company  of  America,  and  the  Message  Cen- 
ter, to  be  “manned”  by  members  of  the  New 
Jersey  Medical  Assistants  Association,  Inc., 
forty-seven  technical  exhibits  will  be  featured. 

Each  year  there  is  a noticeable  decline  in  re- 
quests for  technical  exhibit  space.  This  year, 
in  lieu  of  purchasing  exhibit  space,  generous 
contributions  were  received  from  several 
pharmaceutical  houses.  The  Board  approved 
a recommendation  of  the  committee  that 
these  contributions  be  accepted  and  stipulated 
that  the  money  be  ear  marked  and  identified 
for  specific  educational  purposes. 

It  was  generally  agreed  that  the  attendance 
awards  presented  at  the  1968  annual  meeting 
did  little  to  improve  the  flow  of  traffic 


through  the  exhibits;  therefore,  the  awards 
will  be  discontinued  in  1969. 

The  committee  wishes  to  stress  the  impor- 
tance of  visiting  the  exhibits.  The  monies 
derived  from  the  sale  of  booth  space  are  the 
only  source  of  revenue  whereby  annual  meet- 
ing expenses  can  be  met.  Everyone  in  attend- 
ance at  the  annual  meeting  is  urged  to  sup- 
port our  exhibitors  and  visit  the  exhibits. 

The  House  of  Delegates  has  already  approved 
the  following  annual  meeting  dates,  which 
have  been  confirmed  with  Haddon  Hall; 

204th  annual  meeting  — Saturdav-Wednesday, 

May  16-20,  1970 

205th  annual  nieetng  — Saturday-Wednesday, 

May  15-19,  1971 

206th  annual  meeting  — Saturday-\Vednesdav, 

May  13-17,  1972 

Recommendation 

That  the  207th  annual  meeting  of  The  Medi- 
cal Society  of  New  Jersey  be  held  in  Haddon 
Hall,  Atlantic  City,  Saturday-Wednesday,  May 
12-16,  1973. 

Approved  with  notations  (page  426) 


Scientific  Exhibits* 

Milton  Ackerman,  M.D.,  Chairman,  Atlantic  City 

(Reference  Committee  “H”) 


This  subcommittee,  under  the  chairmanship 
of  Milton  Ackerman,  M.D.,  took  the  follow- 
ing actions  during  the  year: 

1)  The  Committee  made  several  minor  revi- 
sions on  the  application  form  for  space  in  the 
scientific  exhibits.  Forms  were  then  dis- 
tributed to  Medical  Directors  of  all  New  Jer- 
sey, New  York  City,  and  Philadelphia  hospi- 
tals; to  Deans  and  Chairmen  of  Departments 
of  Instruction  of  all  New  Jersey,  New  York 
City,  and  Philadelphia  medical  schools;  to  the 
New  Jersey  State  Departments  of  Health  and 
of  Institutions  and  Agencies;  and  to  Speakers 


on  the  1969  Programs  of  the  Scientific  Sec- 
tions. 

2)  The  committee  also  supplied  the  editors  of 
The  Journal  and  of  the  Meynbership  Nexvs 
Letter  with  copies  of  the  application,  with  the 
request  that  they  print  items  calling  atten- 
tion to  and  urging  the  members  of  the  Society 
to  participate  in  the  1969  Scientific  Exhibits. 
A copy  of  the  application  form  was  inserted 
as  a tear  sheet  in  the  November  and  Decem- 
ber issues  of  The  Journal. 


* Subcommittee  of  .Annual  \feeting  Committee 
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3)  The  committee  agreed  to  provide  space  at 
the  1969  meeting  for  Informational  Exhibits 
offered  only  by  committees  of  MSNJ  and  these 
organizations  which  are  classified  as  cooperat- 
ing agencies  with  MSNJ. 

4)  I’he  committee  revised  the  floor  plan  for 
the  exhibit  hall,  as  requested  by  the  Commit- 
tee on  Annual  Meeting  and  as  approved  by 
the  Board  of  Trustees. 

5)  The  committee  obtained  a sponsor,  and 
selected  and  scheduled  suitable  films,  for  the 
Motion  Picture  Theatre. 


6)  The  committee  selected  suitable  exhibits 
in  the  Scientific  and  Informational  categories 
from  the  applications  submitted. 

7)  The  committee  revised  the  Awards  pres- 
entation to  accommodate  the  withdrawal  of 
the  Mead  Johnson  Aesculapius  Award.  The 
committee  agreed  to  award  two  MSNJ 
plaques  to  the  first  and  second  place  scientific 
exhibits  and  not  more  than  five  honorable 
mention  certificates  to  other  scientific  exhibits 
of  merit  selected  by  the  Awards  Committee. 

Approved  with  notations  (page  426) 


Scientific  Program* 

James  A.  Rogers,  M.D.,  Chairman,  Paterson 

(Reference  Committee  “H”) 


Under  the  chairmanship  of  James  A.  Rogers, 
M.D.,  the  Officers  of  the  Scientific  Sections 
met  on  two  different  occasions  with  the  Com- 
mittee on  Annual  Meeting. 

All  of  the  twenty-one  scientific  sections  will 
meet  in  19(39  — either  singly  or  in  combined 
session  — and  the  following  schedule  was 
agreed  upon: 

Monday  morning,  May  19,  1969 

Joint  Session  on  Allergy,  Metabolism 
Joint  Session  on  Chest  Diseases,  Clinical  Pathology 
Joint  Session  on  Obstetrics  and  Gynecology,  Radiology 
Session  on  Orthopedic  Surgery,  co-sponsored  by  the 
New  Jersey  Orthopaedic  Society 
Session  on  Otolaryngology 

Monday  afternoon.  May  19,  1969 

Joint  Session  on  Anesthesiology,  Pediatrics,  lTrolog\ 

Session  on  Ophthalmology 

Session  on  Psychiatry  and  Neurology 

Session  on  Rheumatism 

Session  on  Surgery 

Tuesday  tnorning.  May  20,  1969 

Session  on  Cardiovascular  Diseases 
Joint  Session  on  Gastroenterology  and  Proctology, 
General  Practice 

Tuesday  afternoon.  May  20,  1969 

Joint  Session  on  Dermatology,  Medicine 
Session  on  Plastic  and  Reconstructive  Surgery 


* Subcommittee  of  Annual  Meeting  Committee 


The  chairman  requested  that  all  section  of- 
ficers give  primary  consideration  to  the  many 
outstanding  members  whom  MSNJ  has  to 
offer  as  opposed  to  inviting  an  overabundance 
of  out-of-state  speakers.  A total  of  sixty  speak- 
ers will  participate  in  the  fourteen  scientific 
programs. 

On  Saturday  evening  at  9:00  p.m.,  the  New 
Jersey  State  Department  of  Institutions  and 
Agencies  will  present  “The  Concept,”  an  off- 
Broadway  play  dealing  with  the  therapeutic 
community  treatment  of  ex-narcotics  addicts. 

The  Academy  of  Medicine  of  New  Jersey  will 
sponsor  a special  Symposium  on  Factors  Lead- 
ing to  the  Diagnosis  of  Life  and  Death.  7'his 
session  is  scheduled  for  Sunday  morning. 

Approved  with  the  following  notations:  A suggestion  to 
have  separate  legislative  and  scientific  meetings;  a pro- 
posal to  encourage  specialty  groups  to  combine  their 
separote  annual  meetings  under  the  aegis  of  the  scientific 
sessions  of  The  Medical  Society  of  New  Jersey,  with  each 
specialty  formulating  its  program  to  stimulate  maximum 
attendance  by  its  members.  The  Reference  Committee  sug- 
gested land  the  House  concurred)  that  the  aforementioned 
notations  be  referred  to  the  Board  of  Trustees,  (page  426) 
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Credentials 

Marcus  H.  Greifinger,  M.D.,  Chairman,  Newark 

(Reference  Committee  “A”) 


The  Committee  on  Credentials  throughout 
the  year  reviewed  and  acted  upon  member- 
ship applications  and  their  supporting  creden- 
tials as  submitted  through  the  component  so- 
cieties. 

The  following  statistical  breakdown  reflects 


Associate 


Received  ,%8 

Reviewed  and  found: 

Satisfactory  294 

Unsatisfactory  34* 

Pending  40 

Total  368 


the  Committee’s  activities  during  the  period 
1 April  1968  to  31  March  1969. 

The  Committee  again  expresses  appreciation 
to  the  officers  of  component  societies  for  their 
cooperation. 

Approved  (page  4091 


Advancement 
to  Active 

Active 

T otal 

244 

47 

659 

227 

41 

562 

0 

0 

34 

17 

6 

63 

244 

17 

659 

* Non-citizens,  not  eligible  for  election  to  nicinbcr- 
sliip  pending  action  of  1969  Hotise  of  Delegates  on 
inodilication  of  the  MSNJ  Bylaw  reciuiring  acitial 
citizenship  as  a qualification  for  membership 


Honorary  Membership 

Ralph  M.  L.  Buchanan,  M.D.,  Chairman,  Phillipsburg 

(Reference  Committee  “H”) 


No  nominations  were  submitted  this  year  to  were  held  during  this  administrative  year, 
the  Committee.  Consequently,  no  meetings  Approved  (page  4261 
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Finance  and  Budget 

Thomas  C.  DeCecio,  M.D.,  Chairman,  CliflFside  Park 

(Reference  Committee  “B”) 


A review  of  the  expenses  of  the  first  ten 
months  of  the  current  administrative  year  and 
an  estimation  of  the  expenses  for  the  final  two 
months  indicate  that  the  individual  budget 
accounts  are  sound. 

The  Journal 

The  anticipated  Journal  Deficit  has  increased, 
for  the  first  time  in  five  years.  This  can  be 
attributed  to  several  factors:  (1)  the  sharp  de- 
cline of  the  volume  of  advertising  supplied  by 
SMJAB;  while  local  advertising  income  has 
remained  stable;  (2)  the  effects  of  the  new  rate 
structure  reflecting  a 10  per  cent  increase  for 
full  page  advertisements  and  a 5 per  cent  in- 
crease for  one-half  page  advertisements,  al- 
though effective  1 July  1968  did  not  achieve 
full  impact  until  1 January,  1969  upon  re- 
newal of  expiring  contracts;  (3)  and  another 
increase  in  production  cost  as  of  April  1969. 
However,  this  trend  is  consistent  within  the 
printing  industry,  and  it  is  felt  that  Periodi- 
cal Press  has  rendered  another  satisfactory 
year  as  printer  of  The  Journal. 

The  anticipated  deficit  for  publication  of  The 
Journal,  Journal  Salaries  and  salary  taxes  (in- 
cluding those  of  the  editor  and  assistant  edi- 
tor), Journal  office  expenses  and  travel,  edi- 
tor’s insurance,  and  other  Journal  expenses 
will  be  charged  off  to  the  unexpended  balance 
in  the  1968-69  budget  accounts  at  the  end  of 
this  fiscal  year.  A net  surplus  will  still  result 
in  the  1968-69  total  budget. 

Your  Committee  has  approved,  with  the  con- 
currence of  the  Board  of  Trustees,  the  estab- 
lishment of  a Journal  Deficit  Reserve  Account 
to  offset  any  future  deficit  when  there  may 
not  be  sufficient  unexpended  surplus  to  ab- 
sorb a Journal  Deficit. 

Fiscal  Year  Versus  Calendar  Year 

The  1968  House  of  Delegates  referred  to  your 
Committee  Resolution  #29  — Amendment  to 


Bylaws  Re  Fiscal  Year  — for  further  study  and 
report  to  the  1969  House  of  Delegates. 

After  detailed  study,  your  Committee  recom- 
mends, with  concurrence  of  the  Board  of 
Trustees,  that  the  fiscal  year  of  the  Society  re- 
main unchanged  (first  day  of  June  through 
the  thirty-first  day  of  May),  with  the  audit 
report,  budget  estimates,  and  appropriations 
extending  for  the  same  period. 

Your  Committee  further  recommends,  with 
concurrence  of  the  Board  of  Trustees,  that 
upon  completion  of  the  Annual  Audit  and  the 
meeting  of  the  Audit  Committee,  a copy  of 
both  the  audit  report  and  the  minutes  of  the 
Audit  Committee  meeting,  together  with  the 
Board  action  thereon,  be  furnished  to  each 
Component  Society  of  The  Medical  Society  of 
New  Jersey. 

1970  Assessment 

The  computation  of  cash  surplus  at  the  close 
of  the  current  fiscal  year  is  estimated  at 
$234,604.81  —56.4  per  cent  above  the  $150,- 
000.00  sum  which  has  been  indicated  as  the 
desired  minimal  surplus  amount  at  the  begin- 
ning of  each  new  fiscal  year. 

In  accordance  with  Chapter  X of  the  Bylaws, 
the  dues  year  is  1 January  to  31  December, 
and  the  fiscal  year  is  1 June  to  31  May.  The 
administrative  year  including  the  budget, 
which  controls  expenditures,  is  based  on  the 
fiscal  year.  It  therefore  becomes  necessary  to 
apportion  the  1969  and  1970  per  capita  assess- 
ment to  the  1969-70  fiscal  year  on  the  basis 
of  7/12  of  the  1969  assessment  for  the  new 
fiscal  year  soon  to  commence  (1  June  1969) 
and  5/12  of  the  1970  assessment  for  the  latter 
part  of  that  fiscal  year  starting  1 January 
1970. 

The  following  is  the  Computation  of  Cash 
Surplus  and  the  Determination  of  the  1970 
Assessment: 
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Proposed  budget  for  1969-70  $373,576.00 

7/12  of  19t)9  assessment  applicable  to  1969- 

70  budget  192,032.60 


Amount  to  be  raised  by  5/12  of  1970  assess- 
ment   $181,543.40 


$67.00  X 6.504  members  paid  = $435,768.00 

X 5/12 $181,570.00 


Amount  to  be  raised  with  surplus  over 
$150,(KK).00  applied  to  budget  excess  at 
5/31/69,  estimated  $ 84,604.81 


Amount  needed  to  reduce  the  per  capita 
assessment  from  .$67.00  to  $55.00  32,520.00 


Remainder  of  surplus  in  excess  of 

$150,000.00  $ 52,084.81 

Add  the  required  surplus 150,000.00 


Estimated  adjusted  cash  surplus  at 
5/31/69  $202,084.81 


$55.00  X 6,504  members  paid  = $357,720.00 

X 5 12  $149,050.00 

plus  the  amount  raised  from  surplus 32,520.00 


Amount  to  be  raised  to  meet  5/12  require- 
ment   $181,570.00 


For  each  $1,000.00  increase  in  the  proposed  budget  add 
37  cents  to  assessment.  For  each  $1,000.00  decrease  in 
the  proposed  budget,  subtract  37  cents  from  assessment. 

1969-70  Budget 

The  proposed  budget  for  1969-70  totals 
$373,576.00.  It  is  the  opinion  of  the  Commit- 
tee that  the  budget  should  adequately  pro- 
vide the  necessary  funds  for  the  efficient  op- 
eration of  the  Society’s  business  during  the 
coming  year.  It  is  not  to  be  assumed  that  all 
sums  budgeted  will  necessarily  be  utilized. 


As  requested  by  the  House  of  Delegates,  the 
Committee  is  listing  explanatory  footnotes  on 
accounts  which  show  a marked  difference  be- 
tween current  and  proposed  budgets. 

Recommendations 

1)  That  the  budget  for  1969-70  be  adopted  in 
the  total  sum  of  $373,576.00. 

2)  That  the  1970  assessment  be  adopted  at 
$55.00  per  capita,  with  no  provision  for  a 
contribution  to  AMA-ERF.  The  dues  assess- 
ment will  cover  a budget  allocation  to  the 
Academy  of  Medicine  of  New  Jersey  which 
eliminates  the  need  for  a special  assessment 
therefor. 

3)  That  the  House  of  Delegates  approve  the 
recommendation  that  the  fiscal  year  of  the 
Society  remain  unchanged  (first  day  of  June 
through  the  thirty-first  day  of  May),  with  the 
audit  report,  budget  estimates,  and  appropria- 
tions extending  for  the  same  period. 

4)  That  the  House  of  Delegates  approve  the 
furnishing  of  copy  of  the  audit  report,  the 
minutes  of  the  Audit  Committee  meeting,  and 
the  Board  action  thereon  to  each  Component 
Society  of  The  Medical  Society  of  New  Jersey. 


CURRENT 

PROPOSED 

1968-69 

FOOT- 

1969-70 

ACCOUNT 

BUDGET 

NOTES 

BUDGEl 

A- 

1 - 

Executive  Salaries  

$ 58,597.00 

(1) 

$ 61,270.40 

A- 

9 _ 

General  Staff  Salaries  

94,351.00 

(1) 

103,919.97 

A - 

3- 

General  Exec.  Office  Expenses 

15,000.00 

(2) 

16,000.00 

A - 

4- 

Executive  Travel  

3,300.00 

(3) 

3,000.00 

A- 

5- 

House  Maintenance  

17,800.00 

(4) 

19,000.00 

A- 

6- 

Treasurer  

5,700.00 

(5) 

5,800.00 

A- 

7- 

Finance  & Budget  

75.00 

75.00 

A - 

8- 

Secretary  

450.00 

450.00 

A- 

9- 

Salary  Taxes  

6,890.00 

(6) 

7.290.63 

A- 

10- 

Insurance  

8,450.00 

(7) 

8,810.00 

A- 

11  - 

House  Reserve  

5,300.00 

(8) 

6.600.00 

C - 

2- 

Legislation  

4,200.00 

(9) 

8,800.00 

C - 

3- 

Public  Health  

2,500.00 

(10) 

2,650.00 

C - 

4- 

Public  Relations  

6,750.00 

(11) 

6,800.00 

C - 

5- 

Medical  Services  

700.00 

700.00 

C - 

6- 

Mental  Health  

1,350.00 

(12) 

1 .450.00 
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ACCOUNT 

CURRENT 

1968-69 

BUDGET 

FOOT- 

NOTES 

PROPOSED 

1969-70 

BUDGET 

D - 

1 — President-Pres.  Off 

10,590.00 

(13) 

14,960.00 

D - 

2 — AMA  Delegates  

11,060.00 

(3) 

8,400.00 

D - 

3 — W’oman’s  Auxiliary 

5,925.00 

(14) 

3,175.00 

D - 

4 — Medical  Education  

150.00 

(15) 

35,150.00 

D - 

5 — Conference  Groups  

500.00 

500.00 

D - 

6 — Membership  Directory  

14,753.00 

(16) 

15,000.00 

D - 

7 — Emergency  Medical  Care  

325.00 

325.00 

D - 

8 — Credentials  &:  Membership  

250.00 

(17) 

350.00 

D - 

9 — Archives  & History  

100.00 

100.00 

D - 

10  — Project  Hope-Vietnam  

6,000.00 

6.000.00 

D - 

11— Med.  Def.  & Insurance  

500.00 

500.00 

E - 

1 — Board  of  Trustees  

5,900.00 

(11) 

6.150.00 

E - 

2 — Contingent  

10,000.00 

10,000.00 

E - 

3— Judicial  Council  

500.00 

(18) 

550.00 

E - 

4 — Legal  

5,300.00 

(19) 

6,300.00 

E - 

5 — Health  Facilities  Planning  Council 

— 

(20) 

5.000.00 

E — 

6 — Medical  Student  Loan  Fund  

13,000.00 

(21) 

5,000.00 

E - 

7 — Authorized  Reimbursement  for  Representa- 
tives to  Meetings  



(22) 

3.500.00 

TOTALS  

$316,266.00 

.$373,576.00 

FOOTNOTES  FOR  BUDGET 


(1) — Increase  due  to  merited  increments  to  Iroth  ex- 

ecutive and  general  personnel. 

(2) — Increase  due  to  higlier  office  service  expenses. 

(3) — Decrease  due  to  AM.U  Annual  Meeting  in  New 

York,  and  Clinical  Meeting  in  Denver,  Colorado. 
(•1)— Increase  due  to  higher  house  maintenance  ex- 
penses which  includes  executive  office  property 
taxes. 

(5) — Increase  due  to  higher  cost  expected  in  this  ac- 

count. 

(6) — Increase  due  to  higher  salary  taxes  resulting  from 

increased  start  salaries. 

(7) — Increase  due  to  anticipated  premium  increase  in 

Hospital  Service  Plan  Coverage. 

(8) — Increase  due  to  anticipated  purchase  of  new  of- 

fice equipment. 

(9) — Increase  due  to  tlie  retainment  of  a legislative 

consultant  and  the  appointment  of  two  official 
legislative  educational  representatives. 

no)— Increase  due  to  enlarged  Eye  Health  Screening 
Program  for  1969. 

(1 1)— Increase  due  to  higher  specific  cost  — supplies  and 
postage  — charged  to  this  account. 

n2)— Increase  due  to  higher  exhibit  cost  anticipated  for 
the  1970  Annual  Meeting. 


(13) — Increase  due  to  a higher  allowance  proiided  to 

each  .Society  President  as  reimbursement  for  the 
loss  of  twenty-five  percent  of  professional  income 
in  consequence  of  his  performance  of  presidential 
tltUies. 

(14) — Decrease  due  to  AM.\  Annual  IVoman’s  Auxiliary 

meeting  in  New  York. 

(15) — Increase  due  to  1968  House  of  Delegates’  mandate 

to  provide  an  amount  in  this  account  equivalent 
to  a $5.00  special  per  capita  assessment. 

(16) — Increase  due  to  cover  pending  plan  to  publish  a 

list  of  “Errata,”  to  the  Membershij)  Directory, 
1968-69  edition. 

(17) — Increase  due  to  anticipation  of  modifving  the 

membership  application  form. 

(18) — Increase  due  to  expected  higher  tra\el  reimburse- 

ment. 

(19) — Increase  due  to  increment  granteil  legal  counsel. 

(20) — The  1968  House  of  Delegates  approted  the  estab- 

lishment of  the  — Health  Facilities  Planning 
Council  — a separate  budgetary  account. 

(21) — Decrease  due  to  a lower  immediate  demand  for 

funds  for  MSLF  loans. 

(22) — The  1968  House  of  Delegates  approved  the  estab- 

lishment of  the  — Authorized  Reimbursement  for 
Representatives  to  Meetings  — a separate  budget- 
ary account  to  relieve  the  Contingent  .\ccount 
(E-2)  of  these  specific  charges. 


Approved  with  the  suggestion  that  the  procedure  of  supplying  copies  of  the  budget  to  the  members  of  the  reference 
committee  ten  days  in  advance  of  the  Annual  Meeting  be  continued  (page  412) 
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Medical  Defense  and  Insurance 

Fred  A.  Mettler,  M.D.,  Chairman,  Blairstown 

(Reference  Committee  “C”) 


At  the  close  of  the  present  year  The  Medical 
Society  of  Xew  Jersey  offered  to  its  members, 
through  its  brokers,  coverage  of  the  following 
types  in  officially  endorsed  plans; 

1.  Basic  and  Extended  Ineoinc  Protection  (Accident 
and  Healtli) 

2.  Long  Term  Income  Protection  (Accident  and  Health) 

3.  Major  Expense 

4.  Life 

5.  Accidental  Death  and  Dismemberment 

6.  Professional  Acts  Liability  Program 

7.  Professional  Premises  Liability 

8.  Personal  Catastrophe  (F.xcess  Liability  or  I'mbrella) 

A synopsis  of  these,  including  rates,  was  issued 
to  all  members  last  November  and  may  be 
obtained  from  the  Executive  Office  of  the 
Society. 

Accident  and  Health  Insurance 

The  Society’s  accident  and  health  insurance 
program  has  just  completed  its  38th  year  of 
service  to  our  members.  This  comprehensive 
disability  income  program  affords  a total 
monthly  benefit  of  up  to  $2,200  a month  dur- 
ing total  disability  due  to  injury  or  sickness. 
The  program  consists  of  two  parts:  the  Basic- 
Extended  Plan  and  the  Long  Term  Plan.  The 
plans  differ  primarily  in  the  length  of  time 
benefits  are  payable.  Eor  an  accident  disability 
the  Basic  plan  pays  up  to  five  years;  the  Basic- 
Extended  plan  up  to  lifetime;  and  the  Long 
Term  plan  up  to  lifetime.  For  a sickness  dis- 
ability, the  Basic  plan  pays  up  to  two  years; 
the  Basic-Extended  plan  up  to  seven  years; 
and  the  Long  Term  plan  up  to  age  65. 

Basic-Extended  Plan 

The  Basic  disability  plan  provides  as  much  as 
$1,200  monthly  benefit  with  the  National 
Casualty  Company  and  the  Nationwide 
Mutual  Insurance  Company  basic  programs. 


each  providing  $600  monthly  benefit.  Benefits 
are  payable  from  the  first  day  of  accident  total 
disability  for  as  long  as  five  years,  and  from 
the  eighth  day  of  sickness  total  disability  for 
as  long  as  two  years.  The  plan  also  pays,  at 
half  the  monthly  benefit  rate,  from  the  first 
day  of  accident  partial  disability  for  as  long 
as  six  months.  The  plan  also  includes  ac- 
cidental death  and  dismemberment  benefits. 
By  adding  the  Extended  plan,  accident  total 
disability  benefits  may  be  extended  to  life- 
time, and  sickness  total  disability  benefits  may 
be  extended  for  an  additional  five  years,  or  a 
total  of  seven  years  altogether.  Of  our  mem- 
bers, 3,687  hold  the  National  Casualty  Com- 
pany basic  policy  and  2,830  hold  the  Nation- 
wide Mutual  Insurance  Company  basic  policy. 

Long-Term  Professional  Income  Protection 
Plan 

This  plan,  through  the  Nationwide  Mutual 
Insurance  Company,  provides  up  to  $1,000 
monthly  benefit  in  addition  to  the  benefits 
provided  under  the  Basic-Extended  plan. 
Benefits  are  payable  for  lifetime  for  accident 
total  disability  and  to  age  65  for  sickness  total 
disability.  One  of  the  chief  purposes  of  this 
plan  is  to  provide  both  accident  and  sickness 
disability  benefits  to  age  where  other  financial 
arrangements  begin  to  fall  into  place,  such  as 
annuities,  life  insurance  settlement  options, 
and  social  security.  The  plan  also  affords  six 
months  of  accident  partial  disability  at  half 
the  monthly  benefit  rate. 

Benefits  may  begin  from  the  first  day  of  ac- 
cident disability  and  from  the  eighth  day  of 
sickness  disability  (or  the  first  day  of  hospital 
confinement,  if  earlier),  or  on  the  15th,  31st, 
6Ist,  or  91st  day  of  disability  with  appropriate 
reductions  in  premium.  Currently,  465  mem- 
bers participate  in  this  program  which  began 
in  1967.  It  is  possible  for  a member  to  have 
the  various  disability  plans  in  almost  any  com- 
bination of  monthly  benefit  which  fits  his 
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requirements.  The  ideal  goal  for  most  phy- 
sicians is  to  insure  about  two-thirds  of  month- 
ly gross  income.  More  monthly  benefit  than 
this  is  unnecessary,  inasmuch  as  all  benefits  are 
tax  free  for  Federal  income  tax  purposes. 

Members  who  apply  for  the  Basic  and  Ex- 
tended policies  within  their  new  member 
periods  are  issued  coverage,  within  certain 
limits,  without  regard  to  medical  history. 

The  Committee  on  Medical  Defense  and  In- 
surance has  just  accepted  an  improvement  in 
the  accident  and  health  insurance  policies 
issued  by  the  Nationwide  Mutual  Insurance 
Company.  The  improvement  is  in  the  form  of 
a rider  to  be  added  to  the  Basic,  Extended, 
and  Long  Term  policies  at  no  additional  pre- 
mium. Briefly,  the  new  rider  provides  that  if 
Nationwide  were  unilaterally  to  terminate 
any  of  its  accident  and  health  insurance  pro- 
grams for  members  of  the  Society,  the  Com- 
pany is  committed  to  issue  a guaranteed  re- 
newable policy  for  the  same  benefits  as  those 
provided  each  insured  member  under  the 
Society’s  program. 

Major  Expense  Plan 

Our  Major  Expense  Plan  provides  up  to 
$15,000  of  benefit  paying  80  per  cent  of 
covereel  expenses  in  excess  of  a $500  deducti- 
ble. Of  our  members,  2,709  plus  dependents 
are  participating  in  tbis  program  at  the  pre- 
sent time.  During  1968,  $150,222.00  was  paid 
lo  our  members  under  this  plan. 

Hospital  Daily  Indemnity  Policy 

d'he  rising  cost  of  hospital  care  (with  charge 
of  $100/day  already  in  sight),  and  the  tend- 
ency to  employ  a wide  variety  of  ancillary 
diagnostic  and  therapeutic  services,  are  press- 
ing hard  against  the  rates  we  have  been  able 
to  maintain  thus  far.  Individual  instances  of 
lower  cost  coverage  have  been  investigated, 
and  we  have  had  several  requests  to  provide 
more  extensive  coverage  in  the  major  medical 
expense  range.  There  are  several  rea.sons  why 
it  would  be  disadvantageous  to  do  this  for  the 
membership  as  a whole.  In  the  first  place. 


one  or  more  obligatory  Blue-Cross,  Blue- 
Shield  types  of  policies  which  are  not  infre- 
quently fringe  benefits  of  professional  connec- 
tions which  are  obligatory  and  incidental  pri- 
vileges of  employment  in  some  industrial, 
governmental,  and  educational  establishments, 
and  entail  no  direct  financial  outlay  by  the 
insured.  Such  members  are  already  adequate- 
ly covered  by  the  present  arrangements  of  the 
Society.  Obviously  it  is  much  wiser  for  the 
individual  member  to  obtain  such  coverage 
even  at  his  own  expense  than  it  is  to  super- 
impose a program  requiring  a higher  rate  of 
premium  upon  the  membership  as  a whole. 
In  the  second  place  the  entire  program  of  in- 
surance coverage  for  medical  care,  as  it  pre- 
sently exists,  is  age-related. 

Because  of  such  inescapable  variations  it  is 
wise  for  the  individual  member  to  determine 
his  own  requirements  and  to  take  such  steps 
as  his  individual  needs  dictate.  Examination 
of  the  November  1968  edition  of  the  Member- 
ship Insurance  Programs  booklet  — available 
without  charge  from  the  Committee  on  Medi- 
cal Defense  and  Insurance  (The  Medical  So- 
ciety of  New'  Jersey,  P.O.  Box  904,  Trenton, 
New^  Jersey  08605)  — is  the  first  important  step 
in  that  direction.  To  those  programs  we  have 
now'  added  a Hospital  Daily  Indemnity  Policy 
for  those  members  w'ho,  after  examination  of 
their  needs,  feel  that  they  require  additional 
protection  against  higher  medical  costs.  This 
policy,  to  be  developed  by  E.  & \V.  Blanksteen 
Agency,  wall  be  specially  designetl  to  accord 
wdth  our  present  disability  and  major  expense 
policies  for  those  desiring  supplemental  cover- 
age. Benefits  will  be  in  the  form  of  a daily 
indemnity  paid  while  hospital  confined. 

Life  Insurance— Nationwtde  Life  Inslr.^nce 
Company 

Our  life  insurance  program  provides  a five- 
year  Renewable  and  Convertible  4 enn  Policy 
with  a guaranteed  conversion  on  a non-medi- 
cal basis  to  permanent  life  insurance.  The 
program  provides  up  to  $100,000  of  coverage 
in  units  of  $10,000  wdth  a w'aiver  of  piemium 
and  double  indemnity  for  accidental  death  in- 
cluded without  extra  premium  charge. 


many  of  our  members  are  already  covered  by 
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In  1968,  20  of  our  members  who  participated 
in  this  program  died.  One  of  our  deceased 
members  held  $50,000  of  life  insurance.  Ten 
of  the  deceased  policyholders  obtained  their 
insurance  because  of  the  qualification  of  the 
group  in  the  initial  enrollment  and  would 
not  have  been  eligible  for  insurance  under 
normal  underwriting  regulations.  Through 
the  very  large  volume  of  insurance  and  strong 
participation  of  our  members  in  this  program, 
we  are  able  to  have  life  insurance  at  a very 
low  cost  and  yet  provide  this  important  cover- 
age for  such  members.  Since  the  inception  of 
the  life  insurance  program  in  1959  there  have 
been  158  death  claims  with  a total  of  $1,599,- 
000  paid  out  in  benefits.  At  the  present  time, 
1,748  of  our  members  participate  in  this  pro- 
gram, with  $25,660,000  of  insurance  currently 
in  force. 

Six  Point  High-Limit  Accident  Insurance 
Plan 

Our  Six  Point  High-Limit  Accident  Insurance 
Plan  with  the  Nationwide  Mutual  Insurance 
Company  provides  up  to  $200,000  for  acci- 
dental death  benefit  with  dismemberment 
benefit,  loss  of  sight,  exposure,  disappearance, 
and  even  a total  disability  feature,  at  less  than 
the  usual  cost  of  the  accidental  death  benefit 
alone.  Special  spouse  coverage  is  available  un- 
der this  policy  at  very  low  cost.  Of  our  mem- 
bers, 686  participate  in  this  program. 

Recommendation 

That  the  E.  &:  W.  Blanksteen  Agency  be  con- 
tinued as  the  official  broker  for  our  Accident 
and  Health  High-Limit  Accident,  Life,  Hos- 
pital Income,  and  Major  Expense  Programs. 

Approved  (page  414) 

Professional  Acts  Liability  Program 

In  the  field  of  professional  liability,  our  pre- 
sent insurance  protection  carried  by  Employ- 
ers Insurance  of  Wausau  is  now  fully  ac- 
tivated and  is  serviced  through  the  Joseph  A. 
Britton  Agency,  which  places  insurance  only 
for  members  of  MSNJ.  Employees,  not  mem- 
bers of  MSNJ,  of  insured  physicians  are  to  be 
considered  eligible  for  this  protection  subject 


to  underwriting  standards  of  the  insurance 
company.  An  applicant  who  has  been  licensed 
to  practice  medicine  in  Netv  Jersey  condition- 
ally by  virtue  of  his  declaration  of  intent  to 
become  a new  citizen  may  apply  for  member- 
ship in  MSNJ  through  a component  society. 
This  applicant  shall  be  considered  as  any 
other  applicant  and  be  eligible  for  insurance 
protection  pending  action  on  his  application 
for  membership. 

A member  physician  with  practice  of  more 
than  50  per  cent  in  another  state  generally  is 
not  considered  eligible  for  insurance  coverage 
under  our  program.  This  applies  to  those  phy- 
sicians in  military  service  whose  practice  is 
predominantly  outside  New'  Jersey.  Our  Loss 
Control  Program  is  administered  by  County 
Medical  Review  and  Advisory  Committees. 
They  are  established  by  the  insurance  com- 
pany, our  broker,  and  the  attorney  assigned  by 
the  company.  This  program  was  revised  and 
approved  in  September  1968.  Copies  of  the 
revised  program  were  mailed  to  each  com- 
ponent society.  The  program  now  in  force 
includes  all  the  features  formerly  operative 
with  American  Mutual.  In  addition,  princi- 
ples have  now  been  designed  to  protect  the 
circumspect  practitioner  from  being  penalized 
for  liabilities  incurred  by  his  less  fortunate 
colleagues.  In  other  words,  the  practitioner 
who  has  repeated  claims  will  find  his  rate  ris- 
ing in  proportion  to  the  frequency  and 
severity  of  such  claims.  For  this  program  to 
operate  properly  experience  data  are  neces- 
sary, and  during  the  past  year  the  previous 
insurance  carrier  was  asked  to  provide  us  w'ith 
loss  experience  and  other  data.  This  w'as 
necessary  to  apply  fair  surcharges  to  all  sub- 
ject members  under  the  new'  rules.  The  in- 
formation also  W'as  important  to  jnoceed  pro- 
perly W'ith  investigation  of  a possible  self-in- 
surance program.  Unfortunately,  the  company 
refused  to  give  us  any  information. 

The  surcharge  program  has  been  approved  by 
the  New  Jersey  Department  of  Banking  and 
Insurance.  Surcharges  of  50  per  cent  to  500 
per  cent  of  the  applicable  premium  charge 
w'ill  be  applied  on  renew'al  policies  for  those 
members  w'ith  law'  suits  of  liability  or  claims 
to  be  settled  in  excess  of  defined  limits.  The 
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limits  apply  to  number  of  cases  and  period  of 
time,  giving  weight  to  the  fact  that  surgical 
specialties  recognize  greater  loss  potential  in 
the  premium  charge.  A 50  per  cent  surcharge 
will  be  made  when  two  qualified  cases  are 
reported  in  the  applicable  period,  150  per 
cent  if  three  are  reported,  and  500  per  cent 
if  four  or  more  are  reported.  The  applicable 
period  is  ten  years  for  classes  of  practice  rated 
as  1 or  2,  which  cover  practices  with  no  sur- 
gery or  minor  surgery.  The  period  is  seven 
years  for  class  3,  which  includes  proctology, 
ophthalmology,  general  practice  w'ith  major 
surgery  on  non-referred  cases,  tonsillectomies 
and  adenoidectomies.  Caesarean  sections,  and 
assistance  at  major  surgery  on  patients  other 
than  your  own.  The  period  is  five  years  for 
cla.sses  4 and  5,  which  include  the  surgical 
specialties  and  anesthesiology.  A possible  self- 
insurance  program  was  thoroughly  investi- 
gated. Several  other  medical  societies  also 
have  investigated  this  possibility.  A self-insur- 
ance program  requires  the  ability  to  reinsure 
for  catastrophic  losses  and  there  appears  to  be 
no  acceptable  market  for  such  reinsurance  in 
our  country  or  Europe.  If  the  unfavorable  at- 
mosphere of  medical  malpractice  claims  im- 
proves, which  seems  unlikely  for  the  next  few 
years,  this  avenue  may  be  re-examined.  To 
implement  such  a program,  100  per  cent  of 
the  members  of  our  Society  would  have  to 
participate. 

4'he  insured  physicians  as  of  24  January  1969 
are  as  follows: 


Insurable 


Cotnity 

Members 

Insured 

Per  Cent 

.Atlantic 

192 

52 

28 

Bergen 

897 

018 

09 

Burlington 

18,5 

87 

47 

Camden 

443 

215 

49 

Cape  May 

4fi 

10 

35 

Cumberland 

112 

50 

50 

Essex 

l,fi79 

1,070 

04 

Gloucester 

84 

30 

43 

Hudson 

578 

344 

00 

Hunterdon 

5(i 

49 

88 

Mercer 

504 

1.59 

32 

Middlesex 

400 

291 

71 

Monmonth 

407 

254 

62 

Morris 

380 

250 

66 

Ocean 

133 

84 

63 

I’assaic 

042 

399 

62 

.Salem 

47 

8 

17 

Somerset 

138 

102 

74 

Stissex 

47 

42 

90 

Union 

091 

450 

65 

AVarren 

47 

18 

.38 

Totals 

7,714 

4,000 

59.7 

,S,S(I 


Due  to  the  change  in  insurance  carriers  in  the 
past  year,  our  Committee  cooperated  with  the 
Britton  Agency  to  send  necessary  information 
and  forms  to  all  our  members.  Unfortunately 
some  delayed  application  for  insurance 
beyond  the  expiration  date  of  1 November. 
In  view  of  what  is  happening  in  the  field  of 
professional  liability,  participation  by  our 
members  is  dangerously  low. 

Last  year’s  report  described  the  previous  com- 
pany’s requested  rate  increase  of  over  52  per 
cent.  Our  new  company  increased  rates  10 
per  cent  for  classes  1 and  3 and  20  per  cent 
for  other  classes.  The  trend  in  other  states  is 
worse  with  several  states  receiving  over  100 
per  cent  increases  and  most  having  very  sid)- 
stantial  increases.  New  York  state  had  a sub- 
stantial increase  last  year  and  there  is  in- 
formation indicating  another  increase  for 
1969  of  40  per  cent  or  more.  It  is  believed  that 
the  agency  filing  for  rate  increases  in  Netv 
Jersey  plans  increases  in  1969  from  25  per 
cent  to  45  per  cent.  All  indications  lead  the 
Committee  to  believe  that  a flood  of  increases 
will  occur  across  the  country  this  year. 

Our  agreement  with  Employer’s  Insurance  of 
Wausau  provides  for  rate  levels  to  be  ex- 
amined each  year  for  possible  revision  to 
correspond  w4th  loss  experience,  the  upwanl 
pace  of  inflation,  and  other  factors.  The  com- 
pany, in  considering  national  trends,  as  well  as 
its  own  experience  in  New  York  and  other 
states,  feels  an  increase  for  1969  is  necessary. 
After  discussion  between  the  company  and 
Mr.  Britton,  our  broker,  it  was  agreed  that  a 
10  per  cent  increase  in  all  classes  would  be 
satisfactory  for  1969.  In  view  of  the  foregoing 
information,  our  Committee  feels  this  agreed 
increase  is  lower  than  should  be  expected  and 
our  members  should  accept  it  with  apprecia- 
tion rather  than  complaint.  The  cost  is  still 
much  lower  than  it  would  have  been  last  year 
with  the  previous  company. 

Through  their  filing  agent  over  a year  ago, 
other  companies  placed  the  specialties  of 
anesthesiology,  obstetrics-gynecology,  neuro- 
surgery, plastic  surgery,  and  otolaryngology  in 
the  higher-priced  class  5,  in  which  we  have 
only  orthopedics.  As  a result  of  the  company’s 
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experience  and  review  ot  past  New  Jersey  ex- 
perience, it  will  move  the  specialties  of  anes- 
thesiology, obstetrics-gynecology,  and  neuro- 
surgery into  class  5.  ^\^ithin  the  past  year,  the 
national  ratemaking  organization  for  profes- 
sional liability  filed  a new  table  of  excess 
limits  factors  in  substantially  all  states.  The 
New  Jersey  Department  of  Banking  and  In- 
surance approved  the  new  table.  It  was 
pointed  out  that  the  table  had  not  been  re- 
vised for  many  years,  and  loss  experience  ex- 
cess of  basic  limits  has  been  reportedly  very 
bad  in  recent  years.  The  Committee  has  ap- 
proved this  change,  which  will  increase  the 
cost  for  insurance  for  higher  limits  coverage. 

Professional  Premises  Liability 

The  Membership  Insurance  Programs  book- 
let mentioned  several  times  before  contains, 
on  page  3,  a summary  of  the  coverage  avail- 
able for  liability  for  torts  arising  in  connec- 
tion with  professional  premises. 

Personal  Catastrophe  Coverage 

Our  Committee  became  aware  of  other  insur- 
ance companies’  offering  policies  for  profes- 
sional liability  and  catastrophe  or  umbrella 
coverage  at  lower  costs.  After  investigation,  it 
was  found  that  the  offering  w'as  on  a selective 
basis  or  involved  possible  restricted  or  limited 
coverages.  The  Committee  strongly  recom- 
mends only  the  approved  policies  of  our  pro- 
gram. Physicians  insuring  outside  of  the  pro- 
gram do  not  have  the  added  protection  of 
our  Committee  and  program  in  participation 
and  decision-making  under  the  agreement 
wu'th  our  approved  company. 

Automobile  Insurance 

The  Essex  County  Medical  Society  has  been 
quite  insistent  that  this  Committee  obtain 
coverage  on  a state-wide  basis  for  its  members 
who  have  been  unable  to  get  individual  auto- 
mobile coverage.  The  issue  here  is  very  simple 
— a request  for  the  Society  as  a wdiole  to  carry 
bad  risks  in  a bad  risk  area  in  a state  where 
automobile  coverage  is  unfavorably  regarded 
by  the  carriers.  Such  a plan  was  previously 
attempted  in  Essex  County  and  proved  to  be  a 
lailure  because  of  inadequate  participation. 


Ehe  problem  has  been  re-explored  recently  on 
several  occasions.  One  agency  (Donnelly) 
agreed  to  pursue  this  matter  further  provid- 
ing a high  percentage  of  participation  could 
be  generated  at  a state-wide  level.  Since  many 
physicians  purchase  their  automobile  insur- 
ance as  part  of  a general  package-deal  there 
seems  to  be  little  enthusiasm  for  such  a pro- 
gram outside  Essex  County.  Moreover,  many 
physicians  in  the  northeast  area  rent  their 
professional  vehicles  because  of  the  improved 
tax  status  of  such  arrangements  and  rented 
vehicles  are  covered  by  blanket  insurance 
programs  issued  to  the  leasers.  In  view  of 
doubtful  participation  by  even  the  northeast- 
ern membership,  Essex  County  has  been  re- 
(juested  to  poll  its  own  membership  with 
respect  to  prospective  participation.  It  has  re- 
ported its  inability  to  do  this  until  the  exact 
conditions  of  offer  are  made  known.  Since 
these  two  variables  are  mutually  interde- 
pendent, there  appears  to  be  no  prac  tical  way 
to  solve  this  problem  until  at  least  Essex 
County  membership  as  a whole  is  willing  to 
commit  itself  to  a group  plan  in  whic  h the  rate 
for  good  experience  members  woidcl  obvious- 
ly be  substantially  raised  in  order  to  cover  the 
risk  incurred  by  tbe  inclusion  of  other  mem- 
bers who  now  occupy  the  position  of  uninsur- 
able  risks. 

Problems  of  the  Euture 

Before  closing  this  report,  which  marks  the  re- 
tirement of  both  the  chairman  and  vice-chair- 
man of  the  Committee,  a glance  tc^ward  the 
future  is  in  order.  Tw'O  independent  forces 
will  shape  the  professional  liability  situation 
of  the  future. 

The  first  of  these,  which  affects  all  aspects  of 
our  insurance  coverage,  is  the  long-range 
economic  outlook  of  the  insurance  industry. 
Regrettably  this  is  clearly  unfavorable  be- 
cause of  inevitable  inflation,  the  introduction 
of  social  considerations  into  judicial  philoso- 
phy, and  the  increased  tendency  of  govern- 
ment to  usurp  fiduciary  activities.  No  com- 
ment is  required  w’ith  regard  to  inflation,  but 
the  membership  must  understand  that  the 
issue  of  liability  is  becoming  of  less  signi- 
ficance to  the  bench  than  making  certain  that 
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a person  with  a claim  does  not  become  still 
one  more  public  charge.  Furthermore,  there 
are  clear  indications  that  a certain  sector  of 
government  economists  are  looking  toward 
the  day  when  all  can  place  their  entire  insur- 
ance programs  wdth  the  Social  Security  Ad- 
ministration by  fding  applications  in  their 
local  post  office. 

There  is  a second  force  operating  in  the  field 
of  professional  liability.  This  is  the  changing 
face  of  medicine,  and  involves  alterations  in 
medical  education,  technological  changes,  and 
revisions  of  the  ethical  atmosphere  of  profes- 
sional practice.  Because  of  alterations  in  the 
educational  programs  of  medical  schools,  the 
graduate  of  the  future  may  very  well  find 
himself  with  a limited  license  in  an  area 
where  more  or  less  of  the  practice  of  medicine 
has  been  transferred  to  certified  paramedical 
personnel.  The  introduction  of  the  degree  of 
Doctor  of  Medical  Sciences  probably  marks 
the  entrance  of  the  medical  educational  estab- 
lishment into  a system  of  divided  allegiance 
with  the  doctor  of  medicine  at  the  top  of  the 
medical  pyramid  and  the  doctor  of  medical 
sciences  at  the  apex  of  the  paramedical 
pyramid.  It  would  appear  that  entry  of  para- 
medical forces  into  diagnostic  fields  is  well 
enough  advanced  to  require  only  formal  rec- 
ognition in  order  to  replace  personnel  hold- 
ing the  doctorate  in  medicine.  This  is  going  to 
complicate,  enormously,  not  only  the  issue  of 
liability  but  also  the  problem  of  obtaining 
information,  and  the  processing  of  claims  and 
trying  of  suits. 

Of  all  the  problems  being  introduced  by 
technological  change,  the  most  difficult  at 
present  is  the  issue  of  iatrogenic  disorders. 
The  modification  of  the  natural  history  of 
disease  by  pharmacological  therapeusis,  espe- 
cially where  more  than  one  drug  is  being  used 
(and  more  than  one  physician  is  treating  the 
patient),  is  already  a very  serious  problem. 

Reconsideration  of  ethical  issues,  with  a view 
to  relaxing  traditional  restrictions  on  medical 
activities,  is  also  introducing  some  bewilder- 
ing difficulties.  The  enormously  increased 
liability  exposure  of  obstetricians,  function- 
ing in  areas  where  laws  governing  contracep- 


tion and  abortion  have  been  altered,  may  very 
well  result  in  a flight  from  such  a specialty 
in  such  areas.  For  example:  suits  are  being 
brought  for  huge  amounts  in  cases  where  ob- 
stetricians did  not  abort  a mother  who  sub- 
sequently gave  birth  to  a mentally  defective 
child.  Again,  can  the  general  practitioner 
whose  patient  sues  in  connection  with  a con- 
traceptive case  disprove  alleged  bias  against 
race  or  creed  or  genocidal  intent?  If  we  add, 
to  contraception  and  abortion,  the  potential 
difficulties  arising  out  of  artificial  insemina- 
tion and  sterilization,  the  obstetrician’s  ex- 
posure begins  to  assume  major  medico-legal 
proportions. 

Extremely  thorny  are  problems  of  the  de- 
termination of  death  and  elective  death,  issues 
of  human  experimentation  and  organ  trans- 
plants, the  relation  of  the  physician  to  war, 
the  military  establishment,  and  to  law  en- 
forcement agencies.  What  about  the  physician 
and  socio-economic  problems?  What  is  the  ex- 
tent of  liability  of  an  insuror  if  a physician 
incurs  a suit  because  he  is  involved  in  a doc- 
tor’s strike,  or,  again,  what  if  he  expresses  a 
disinclination  to  participate  in  a strongly  sup- 
ported municipal  or  other  governmental  pro- 
gram? Professional  secrecy  is  currently  subject 
to  attack,  as  is  the  physician’s  relation  to  the 
drug  industry.  Psychiatry  seems  to  be  coming 
apart  at  its  ego  seams.  One  Professor  of  Psy- 
chiatry (Thomas  Szasz)  advocates  abandon- 
ment of  a medical  frame  of  reference,  and 
the  adoption  of  a sociologic  point  of  view.  He 
would,  for  example,  jettison  the  principle  of 
impartiality  in  psychiatric  practice  and  espouse 
the  development  of  a frank  split  of  psychiatric 
practice  into  claimants’  psychiatrists  and 
plaintiffs’  psychiatrists.  How  would  insurance 
programs  encompass  coverage  for  such  ac- 
tivities? 

What  are  we  to  do  about  the  increasing  num- 
ber of  physicians  who  are  being  sued  not  for 
professional  liability  but  for  assault.  Such 
claims  may  arise  when,  in  the  course  of  ex- 
amining a compensaion-case-claimant,  a phy- 
sician moves  a limb  and  the  patient  sub- 
sequently deposes  that  such  a contact  has 
produced  irreparable  injury. 
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The  traditional  relation  of  the  physician  to 
the  hospital  and  medical  school  is  being  rapid- 
ly altered.  The  hospital  is  in  the  pecnliar 
position  of  being  able  to  develop  huge  capital 
gains  by  exploitation  of  its  professional  staff. 
In  situations  where  teaching  institutions  con- 
trol hospitals,  the  possibilities  of  financial  ac- 
cumulations are  enormous  — some  at  the  ex- 
pense of  the  physician.  It  is  not  to  be 
imagined  that  such  a mechanism  will  permit 
the  hospital-based  physician  to  manage  pro- 
fessional liability  suits  against  himself  since 
the  hospital  would  obviously  also  be  joined. 
How  is  such  a conflict-of-interest  situation  to 
be  handled? 

In  what  appears  to  be  a wildly  proliferative 
and  disorderly  future,  it  will  become  increas- 
ingly difficult  to  contain  the  professional 
liability  needs  of  our  Society  unless  some 
ground  rules  are  laid  down  for  what  is  going 
to  be  covered  and  what  is  not,  and  unless  a 
good  deal  of  effort  is  expended  to  keep 
abreast  of  the  general  situation,  and  to  find 
the  best  solution  to  the  problems  of  the 


moment,  in  a rapidly  changing  situation.  In 
all  this  it  must  be  remembered  that  the  Com- 
mittee on  Medical  Defense  and  Insurance 
consists  of  only  a few  members  and  that  they 
are  busy  practitioners.  Your  cooperation,  ami 
your  appreciation  of  the  difficulties  involved, 
will  surely  be  most  welcome. 


Recommendations 

(1)  That  Employers  Insurance  of  Wausau  be 
continued  as  the  official  professional  liability 
insurance  carrier  for  The  Medical  Society  of 
New'  Jersey  for  1969-70. 

(2)  That  the  Joseph  A.  Britton  Agency  be  re- 
designated as  The  Medical  Society  of  New 
Jersey’s  official  broker  for  its  professional 
liability  coverage. 

Approved  with  commendation  to  Fred  A.  Mettler,  M.D., 
Chairman  of  the  Committee  on  Medical  Defense  and  Insur- 
ance, and  to  Ernest  C.  Hillman,  Jr.,  M.D.,  Vice  Chairman, 
for  the  work  of  their  Committee  and  for  the  completeness 
of  their  final  report  (page  414) 
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Medical  Education 

Louis  F.  Albright,  M.D.,  Chairman,  Spring  Lake 

(Reference  Committee  “D”) 


The  Academy  of  Medicine  of  New  Jersey  has 
labored  in  the  field  of  continuing  education 
since  1911  and  has  been  the  official  education- 
al arm  of  The  Medical  Society  of  New  Jersey 
for  the  past  three  years. 

Presently  programs  are  divided  into  three 
categories  — major  symposia,  roving  symposia, 
and  section  meetings.  The  major  symposia  are 
publicized  to  all  physicians  in  the  State  and 
are  sufficiently  broad  in  scope  to  attract  at- 
tendance from  all  areas  of  interest  and  prac- 
tice. The  roving  symposia  are  made  up  of 
small  panels  and  present  a given  topic  in 
several  geographic  areas  of  the  State  .so  that 
the  physician  need  not  travel  far  from  his 
home  base  to  take  advantage  of  the  meetings. 
Section  meetings  are  publicized  to  that  spe- 
cialty society  with  which  they  are  concerned, 
although  attendance  is  open  to  any  physician 
interested  in  the  topic  being  presented. 

.\t  its  recent  clinical  convention  in  Miami 


Beach,  the  AMA  House  of  Delegates  urged 
state  medical  societies  to  maintain  a continu- 
ing and  active  liaison  through  functioning 
chapters  of  SAMA.  Subsequently  the  Board  of 
Trustees  requested  that  the  committee  estab- 
lish active  liaison  and  possible  rapport  with 
local  chapters  of  SAMA.  In  an  effort  to  carry 
out  this  charge,  and  with  the  approval  of  the 
Board  of  Trustees,  two  representatives  of  each 
of  the  SAMA  chapters  in  New  Jersey  have 
been  invited  to  attend  our  203rd  Annual 
Meeting  at  Society  expense. 

Thus  we  may  achieve  a closer  working  al- 
liance with  the  medical  student  in  New 
Jersey. 

Approved  with  the  following  recommendation:  That  the 
Chairman  of  the  Committee  on  Medical  Education  extend 
an  invitation,  through  the  Deans  of  the  two  New  Jersey 
medical  colleges,  to  medical  students  to  attend  the  Annual 
Meeting  of  The  Medical  Society  of  New  Jersey  in  1970, 
and  to  visit  the  exhibits  and  scientific  sessions.  It  is  sug- 
gested that  there  be  a special  student  registration  with  a 
distinctive  badge,  (page  415) 


Dr.  Stewart  Alexander  accepts  trom 
President  Kiistriip  MSXJ's  check  for  its 
contribution  to  Ihe  .Academy  of  Med- 
icine of  New  Jersey. 
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Medical  Student  Loan  Fund 

Frank  J.  Hughes,  M.D.,  Chairman,  Camden 

(Reference  Committee  “H”) 


In  its  twelve  years  of  operation  the  Medical 
Student  Loan  Fund  has  granted  loans  totaling 
$220,244.35,  including  $444.35  as  insurance 
payments,  making  the  net  loans  granted 
$219,800.00. 

To  date  the  Fund  has  issued  224  loans  to  135 
New  Jersey  medical  students.  Thirty  loans 
have  been  repaid  in  full.  Fifteen  borrowers 
are  presently  making  quarterly  repayments  on 
an  annual  basis,  and  three  borrowers  are 
presently  making  interest  payments  only. 

For  the  third  consecutive  year,  a time-cost 
study  of  Fund  operations  was  conducted.  It 
showed  an  average  administrative  cost  to 
MSN}  of  approximately  8 per  cent  for  each 
$1,500.00  granted. 

The  outside  auditor,  in  conducting  his  rou- 
tine audit  of  the  Medical  Student  Loan  Fund 
as  of  31  May  1968,  noted  in  the  Fund’s  1968 
Annual  Report  to  the  House  of  Delegates 
reference  to  this  cost  summary.  It  was  his 
opinion,  that  the  reimbursement  of  such  costs 
to  the  general  fund  is  not  desirable  for  the 
following  reasons: 

(1)  A general  fund  budget  appropriation  is  made  each 
year  to  the  Medical  Student  Loan  Fund  as  a gift.  The 
reimbursement  of  estimated  administrative  costs  wotild 
only  serve  to  reduce  the  amount  of  this  gift  and  there- 
by reduce  the  funds  available  for  the  purposes  of  the 
Fund. 

(2)  It  is  very  difficult  to  determine  accurate  administra- 
tive costs  for  the  granting  of  a loan,  and  such  costs 
may  vary  on  student  loans  because  of  man  factors. 

(3)  The  charging  of  administrative  costs  would  in- 
crease the  bookkeeping  function.  It  is  the  atiditor’s 
objective  to  keep  the  Society’s  record-keeping  as  simple 
as  is  compatible  with  completeness  and  accuracy. 

(4)  The  Fund  is  still  growing.  At  a future  time,  if  the 
annual  budget  appropriation  is  terminated  and  the 
cost  of  administrating  the  Fund  increases,  it  might 
(hen  be  decided  to  reimburse  the  general  fund  for  ad- 
ministrative costs. 

Therefore,  the  committee  has  unanimously 
conclncled  that  the  study  should  be  discon- 
tinued until  such  time  as  it  is  deemed  feasible 


to  consider  charging  administrative  costs  di- 
rectly to  the  Medical  Student  Loan  Ftintl. 

Present  Location  of  Recipients  of  Loans 

The  102  graduates  are  located  as  follows: 

7 Interns  — 5 in  New  Jersey  and  2 out-ol-statc 

42  Residents  — 19  in  New  Jersey  and  2.3  oui-of 
state 

39  .\rmed  Services— 31  .Army  of  the  I'nited  Si.ites 
and  8 Fbiited  States  Na\y 

13  Private  Practice  — 7 New  jersev.  2 Pcnns\l 
vania,  2 California,  1 Conncdicui,  and  1 
Massachusetts 

1 Unknown  (currently  nmolleciable) 

12  Students  presently  in  medical  sthool  — 
3 seniors,  7 juniors,  and  2 sophomores 

114  Current  student  loans  outstanding 
21  Medical  students  paid  in  ftill 

135  Total  New  Jersey  Medical  Sttulents  (as 
listed  earlier) 

Contributions 

The  committee  is  grateful  to  the  many  con- 
tributors to  the  Fund,  and  takes  this  occasion 
to  acknowledge  their  support.  list  of  con- 
tributors since  the  last  report  follows: 

General  FtiNn 

Fhe  Medical  .Society  of  New  Jersey,  Board  of  I'rnstees; 
MSN'J’s  AVoman’s  .Auxiliary  F.xecniive  Board:  Hudson 
County  .Medical  Society;  Ciounty  Woman's  .Auxiliaries: 
.Atlantic,  Bergen,  Burlington,  Cajie  Mas.  Essex.  Hud- 
son, Hunterdon,  Middlesex.  Monmouth,  Passaic.  Som- 
erset. and  A\’arren.  Mr.  and  Mrs.  Fred  .Adams.  Hr.  and 
Mrs.  Sotiris  .Athans.  Broad  Street  I'nited  Methodist 
Church  — Primary  Hepartment.  Edith  Stokes  Bloomer. 
Afrs.  J.  R.  Butler,  Hr.  and  Mrs.  Eugene  Cdiilders,  Mrs. 
Kathina  Ciapa,  June  Cooper,  Hr.  and  Mrs.  Robert 
Cornwell,  Edison  High  School  (Facnitv),  Edison  High 
School  (Foreign  Language  Hepartmeni),  Edison  High 
School  (Mrs.  Kolbay’s  Students).  Hr,  ami  Mrs.  F.  F.llen- 
son,  Peggy  and  fosie  F.llenson.  Mr.  and  Mrs.  AVilliam 
Finegan,  Hr.  and  Mrs.  Philip  Fiscella,  Joseph  M.  Fitz- 
gerald, M.H.,  Mr.  and  Mrs.  Edward  Cesstier.  Hr.  and 
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Mrs.  Floyd  Gindhart,  Mrs.  Edwina  Gulyas,  George  and 
Roberta  Hart,  Dr.  and  Mrs.  John  Helff,  Mrs.  Helen  C. 
Hendrinson,  Dr.  and  Mrs.  Harold  Hughes,  Dr.  and 
Mrs.  Edward  Jasionowski,  Florence  M.  Jones,  Mrs.  Ed- 
ward C.  Kehoe,  Dr.  and  Mrs.  Jack  King,  Dr.  and  Mrs. 
Philip  J.  Kunderman,  Dr.  and  Mrs.  John  F.  Kustrup, 
Mr.  and  Mrs.  Peter  Lamprakos,  Dr.  and  Mrs.  Samuel 
J.  Lloyd  and  Family,  Bernard  and  Ruth  Meyerowitz, 
Dr.  and  Mrs.  Saverio  Monaco,  Miss  Frances  A.  Nesla- 
dek,  Mr.  and  Mrs.  Ernest  Parker,  Dr.  and  Mrs.  Peters, 
Dr.  and  Mrs.  Paul  H.  Pettit,  Mrs.  Paul  E.  Rauschen- 
bach,  Mrs.  James  Rogers,  Rutgers  Preparatory  School 
— Junior  Class,  Rutgers  Preparatory  School  — School 
Council,  Dr.  and  Mrs.  Nicholas  Scielzo,  Dr.  and  Mrs. 
John  Scillieri,  Mrs.  Naoma  H.  Seymour,  Dr.  and  Mrs. 
Ned  Shaw,  Ruth  S.  Silpath,  Dr.  and  Mrs.  Sidney  Smith, 
Dr.  and  Mrs.  Paul  R.  Sparks,  Mr.  and  Mrs.  Harry  G. 
Stagg,  Dr.  and  Mrs.  N.  Suelzo,  Mrs.  C.  S.  Tarta, 
Mildred  and  Lucius  Tarchiani,  Mr.  John  E.  Tilkey, 
Dr.  and  Mrs.  John  Torppey,  Mr.  and  Mrs.  Raymond 
Walvin,  Mr.  and  Mrs.  Sigmund  Weissman,  Mrs.  J.  H. 
Woolman,  Sr.,  Olive  and  David  Zuckerman. 

In  Memory  Of 

E.  J.  Allen,  M.D.,  Mrs.  Mary  Kohut  Balias,  Joseph 


Berg,  William  E.  Bray,  M.D.,  Paul  C.  Cameron,  M.D., 
Mrs.  Helen  Captanian,  Mr.  Frank  Centrone,  Mr.  Harry 
Cocker,  Maurice  Cohen,  M.D.,  Antoinette  Curcio,  Phil- 
lip R.  D’Ambola,  M.D.,  Mrs.  Morando  De  Fronzo, 
Harry  E.  Di  Giacomo,  M.D.,  Richard  C.  Drewes,  M.D., 
F.  M.  Engelhart,  Ralph  Fan,  Mr.  Ralph  Faulkinghatn, 
Mrs.  L.  A.  M.  Feher,  Mrs.  Janet  Fisher,  Mrs.  Mary  Fel- 
ler, Rober  E.  Geyer,  William  Gleeson,  M.D.,  Theodore 
Graham,  M.D.,  Mrs.  Bernard  Hirshfield,  Mrs.  Hoffman, 
Mrs.  Otto  Holters,  Mrs.  lanacone,  Archie  Johnson, 
M.D.,  Mr.  Jack  Krauthamer,  T.  Lloyd  Kolbay,  M.D., 
Nancy  Lloyd,  Mrs.  H.  C.  Meyer,  B.  Michael  Miley, 
Isabel  Nayfield,  Mrs.  Neorino,  George  Obrash,  Harold 
Parmelee,  Jr.,  Samuel  J.  Pecora,  M.D.,  Ernest  F.  Pur- 
cell, M.D.,  Mrs.  Ruth  E.  Reed,  Frank  Riggo,  Victor 
Ritschard,  Ann  and  Mary  Rosato,  Mrs.  Leo  Schultz, 
Edward  Sciorsci,  M.D.,  Reuben  L.  Sharp,  M.D.,  James 
S.  Shipman,  M.D.,  Mrs.  Anne  Starrs,  Mrs.  Isabelle 
Summers,  Miss  Karen  Marie  Torppey,  Edward  Tyson, 
M.D.,  Henry  L.  V’an  Mater,  M.D. 

In  Honor  Of 

Dr.  and  Mrs.  S.  .\thans;  Miss  Phyllis  De  Palma;  Mrs. 
John  F.  Kustrup;  Mrs.  Edward  MacDonald;  Passaic 
County  AVoman's  Auxiliary  Executive  Board. 


DISTRIBUTION  OF  LOANS 


County  of 

Residence 

Medical  School 

Atlantic 

Hahnemann 
N.  J.  Medical 
Pittsburgh 
Temple 
Tufts 

Bersjen 

Boston 
Creighton 
Hahnemann 
N.  J.  Medical 
N.  Y.  Medical 
St.  Louis 

Burlington 

Duke 

Hahnemann 

Jefferson 

Camden 

Jefferson 
Michigan 
N.  J.  Medical 
Temple 
Hahnemann 

Cumberland 

Jefferson 

Essex 

Albany 

Bern 

Duke 

Hahnemann 
Howard 
Jefferson 
N.  J.  Medical 
N.  Y.  Medical 
St.  Louis 
Temple 
Georgetown 

Gloucester 

Hahnemann 

Temple 

U.  of  Virginia 

Hudson 

Georgetown 
Harvard 
Howard 
N.  J.  Medical 
N.  Y.  Medical 
Pittsburgh 
St.  Louis 

Loans  Granted 


Students 

1957-1968 

1968-1969 
March  31,  196 

3 

$ 3,000.00 

1 

1 ,000.00 

1 

2,000.00 

1 

1,000.00 

1 

4,000.00 

1 

1,000.00 

1 

1,000.00 

3 

5,000.00 

7 

11,000.00 

1 

1 ,000.00 

1 

1 ,500.00 

1 

4,000.00 

1 

1,000.00 

2 

2,000.00 

SI ,500.00 

2 

2,000.00 

1 

2,000.00 

2 

2,700.00 

5 

3,500.00 

S2,500.00 

2 

2,000.00 

1 

2,000.00 

1 

4,000.00 

1 

2,000.00 

1 

2,000.00 

3 

5,000.00 

1,500.00 

1 

300.00 

1 

1,500.00 

9 

16,500.00 

2 

2,000.00 

1 

500.00 

1 

1 ,000.00 

1 

1,000.00 

1 

1,000.00 

1 

2,000.00 

1 

1 ,000.00 

1 

1,000.00 

1 

1,000.00 

1 

400.00 

18 

26, 150.00 

1 

1,000.00 

1 

3,000.00 

1 

2,000.00 
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DISTRIBUTION  OF  LOANS— 


County  of 

Loans  Granted 

1968-1969 

Residence 

Medical  School 

Students 

1957-1968 

March  31,  1969 

Mercer 

Hahnemann 

2 

3,000.00 

Howard 

1 

1,000.00 

Johns  Hopkins 

1 

1,000.00 

Meharry 

1 

250.00 

Mississippi 

1 

3,000.00 

N.  J.  Medical 

4 

8,000.00 

1,500.00 

U.  of  Penna. 

1 

1,000.00 

St.  Louis 

1 

700.00 

U.  of  Louisville 

1 

1,500.00 

Middlesex 

Georgetown 

1 

1,500.00 

Hahnemann 

1 

4,000.00 

Monmouth 

Columbia 

1 

2,000.00 

Georgetown 

1 

1 ,000.00 

Jefferson 

1 

3,000.00 

Marquette 

1 

2,000.00 

N.  J.  Medical 

3 

7,000.00 

$1,500.00 

N.  Y.  Medical 

1 

4,000.00 

Temple 

1 

2,000.00 

Up-State  N.  Y. 

1 

1,000.00 

Morris 

Dartmouth 

1 

1,000.00 

Duke 

1 

1,000.00 

N.  J.  Medical 

1 

3,000.00 

Passaic 

Jefferson 

1 

3,000.00 

N.  Y.  Medical 

1 

1,000.00 

Somerset 

Georgetown 

1 

1,000.00 

N.  Y.  Medical 

1 

2,000.00 

Temple 

1 

3,000.00 

Western  Reserve 

1 

1 ,000.00 

Union 

Florida 

1 

1,000.00 

Hahnemann 

1 

1,000.00 

Jefferson 

1 

$1,500.00 

N.  J.  Medical 

11 

17,800.00 

15  Counties 

29  Medical  Schools 

135 

$206,800.00 

$13,000.00 

Total  loans  granted  31  March  1969 

....$219,800.00 

Recommenda  lions 

(a)  That  the  House  of  Delegates  concur  in 
the  recommendation  of  the  Finance  and  Bud- 
get Committee  — approving  a budget  appro- 
priation of  five  thousand  dollars  in  lieu  of  a 
special  per  capita  assessment  for  1969-70  in 
support  of  the  Medical  Student  Loan  Fund. 

(b)  That  the  MSNJ  membership  be  urged  to 
continue  to  send  contributions  to  the  Fund. 

(c)  That  the  Woman’s  Auxiliary  to  The  Med- 


ical Society  of  New  Jersey  again  be  requested 
to  keep  the  Fund  one  of  its  primary  objectives 
during  1969-70. 

(d)  That  the  time-cost  study  of  Fund  opera- 
tions approved  by  the  Board  of  Trustees  be 
discontinued  until  it  is  deemed  feasible  to 
consider  charging  administrative  costs  directly 
to  the  Medical  Student  Loan  Fund. 

Approved  with  the  recommendation  that  the  loans  be  con- 
tinued for  those  eligible  students  who  require  them  (page 
413) 


A Primer  About  Braces 


Now  available  is  a Primer  About  Braces,  a 
32-page,  profusely  illustrated  manual  dealing 
with  construction  and  use  of  braces  and 
splints  with  hints  on  the  proper  care  of 
braces.  Included  is  material  on  surgical  and 
orthopedic  corsets.  Though  intended  prin- 


cipally for  nurses,  it  will  be  a useful  brochure 
for  all  medical  personnel  who  come  into 
contact  with  patients  who  wear  braces.  You 
can  get  a copy  for  from  the  American 
Rehabilitation  Foundation,  1802  Chicago 
Avenue,  Minneapolis,  Minnesota  55404. 
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Publication 

George  B.  Sharbaugh,  M.D.,  Chairman,  Trenton 

(Reference  Committee  “B”) 


Some  question  has  been  raised  about  The 
JouruaVs  deficit.  Actually,  it  is  not  necessary 
to  the  interest  of  the  Society  to  develop  a 
profit.  Apart  from  that,  the  deficit  is  due  in 
large  part  to  expenses  we  incur  in  publishing 
certain  items  mandated  to  us.  The  Journal  is 
the  house  organ  of  The  Medical  Society  of 
\ew  Jersey,  and  it  properly  includes  items 
referred  by  the  Board  of  Trustees  and  the 
(ouncils  and  committees.  We  are  not  con- 
cerned with  the  amount  of  material  sub- 
mitted, but  we  suggest  that  there  might  be 
some  consicleraticin  of  the  way  these  activities 
arc  charged  in  the  Society’s  books. 

The  Journal  must  operate  without  profit.  Yet 
jiostal  regulations  and  the  interests  of  our 
advertisers  recpiire  a certain  ratio  of  advertis- 
ing to  text,  thus  limiting  our  control  over 
the  number  of  pages  in  a given  issue. 

I he  ofiice  of  the  Secretary  of  the  Society  is 
responsilile  for  recording  the  Annual  Reports 
and  Transactions  of  the  House  of  Delegates; 
but  the  expense  of  publication  of  this  jjerma- 
nent  record  is  charged  against  The  Journal. 
In  19()7,  the  dhansaction  Issue  (July)  ran  160 
jtages  and  cost  $7,612.  In  1968,  the  charge  was 
.‘>7,681  for  150  pages.  July  is  always  a special 
issue  with  a certain  prestige,  and  advertising 
income  is  up  .some  $500  over  that  of  another 
month.  The  cost  of  an  average  issue  — e.xclucl- 
ing  Transaction  Issues  — is  at  present  $3,921. 
Per  page,  the  average  cost  has  been  about 
$35.  In  1968,  we  published  32  pages  c)f  the 
1968  Annual  Meeting  program,  7 pages  at  the 
recpiest  of  the  1969  Annual  Meeting  Scientific 
Exhibit  Committee,  some  20  pages  suggested 
by  the  Council  on  Mental  Health,  and  lesser 
amounts  from  the  Committee  on  Emer'icney 
.Medical  Care,  the  Committee  on  Air  Pollu- 
tion, and  so  on  — all  of  which  have  Iteen  wel- 
come, and  all  of  which  have  Iteen  charged 
against  The  Journal.  Our  monthly  report 
from  the  State  Department  of  Health  rutis 
one  to  two  pages.  It  has  been  well  received 
and  is  a worthy  expenditure. 


At  the  request  of  the  Academy  of  Medicine  we 
run  articles  publicizing  the  facilities  of  the 
.Vcaclemy.  In  addition  we  publish  some  10  to 
12  pages  each  year  listing  new  library  ac- 
c]uisitions. 

At  the  direction  of  the  Board  of  Trustees, 
The  Journal  initiated  a “Meetings  of  Medical 
Interest”  section.  This  has  run  as  high  as  five 
pages  in  one  issue,  lor  a total  of  33  pages 
this  year  at  a cost  of  nearly  $1,200.  Perhaps 
we  should  revalue  the  worth  of  this  section. 


.Advertising  rates  were  increa.sed  as  of  1 July 
1968,  and  are  now  effective  on  all  hut  a few 
contracts.  This  will  help  to  oflset  the  in- 
creased printing  costs,  which  apparently  will 
occur  annually  in  accordance  with  the  cost-of- 
living  and  labor  increases.  At  this  evriting  our 
printer  has  asked  for  an  8 per  cent  rise  in  his 
prices,  and  the  proposal  is  under  (ousidera- 
tion.  Our  advertising  pages  droiq^ed  from 
788  to  714  during  the  calendar  year  1968. 
This  drop  is  consistent  with  the  reduction  in 
advertising  dollars  in  the  drug  field  for  pro- 
fessional publications.  The  advertising  future 
is  somewhat  uncertain  again  this  year,  bectiuse 
no  one  can  predict  what  the  Food  and  Drug 
Administration  will  do  with  respect  to  addi- 
tional restrictions  on  advertising  copy  s’di- 
mitted  by  pharmaceutical  manufacturers.  The 
lag  in  new  drug  approvals  further  places  ad- 
vertising plans  in  a state  of  uncertainty. 


Here  is  the  box  score  for  the  last  four  vears: 


Total  of  Text  Material 
.-Xdvertising 
Grand  Total  of  Pages 
Ratio;  .Advertising  Text 


1 

lOOO 

1 007 

1 008 

:)<i2 

.-)78 

704 

708 

48'. 

OfiO 

788 

714 

1077 

12.S8 

1402 

1422 

-i.j  p 

">0"p 

Mr.  Cookson  continues  to  prove  himself  a 
dynamic  and  effective  advertising  manager 
who  never  forgets  the  ethical  side  of  his  work. 
Only  advertising  acceptable  to  the  committee 
is  approved. 


.\t  the  request  of  the  Editor  and  your  Chair- 
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man,  Mrs.  Treptow  was  promotetl  to  Assistant 
Editor  last  year.  She  performs  efficiently  in 
that  capacity,  as  well  as  secretary  to  the  Edi- 
tor, reader  of  all  proofs,  hostess  to  phone 
calls  and  visits  from  authors,  members,  and 
readers,  general  factotum  in  the  editorial  de- 
partment, and  Girl  Friday  in  The  Journal 
office. 

Dr.  Davidson  is  one  of  the  senior  state  journal 
editors  in  the  USA.  He  is  a frequent  speaker 
at  editorial  conferences  throughout  the 
(ountry,  and  his  Guide  to  Medical  ]Vriting 
(Ronald  Press,  New  York  City)  is  a standard 


text  for  authors  and  editors.  He  wrote  the 
item  on  the  history  of  organized  medicine  in 
New  Jersey  for  the  February  1%9  issue  of 
Massa(  husetts  Physician,  w'hich  started  a series 
of  articles  on  the  histories  of  state  medical 
.societies. 

We  have  a small  office  for  our  Journal  — 
Treptow  is  the  onfy  full-time  employee  there 
— ancf  we  do  a prodigious  job.  ^Ve,  of  the 
Publication  Committee,  are  proud  of  our 
product  and  hope  you  are,  too. 

Approved  (page  413) 


Revision  of  Constitution  and  Bylaws 

John  J.  Thompson,  M.D.,  Chairman,  Caldwell 

(Reference  Committee  on  Constitution  and  Bylaws) 


The  1968  House  of  Delegates  referred  three 
resolutions  to  the  Committee  for  study  and 
report  to  the  1969  House.  Our  disposition  of 
these  matters  appears  below. 

1.  Resolution  #26  — Constitutional  Amend- 
ment to  Effect  More  Proportionate  Repre- 
sentation on  the  Board  of  Trustees 

This  proposal  calls  for  one  trustee  from  each 
judicial  district  and  an  additional  trustee  for 
each  additional  five  hundred  members  or 
major  fraction  thereof. 

The  Committee  agrees  with  the  opinion  of 
the  Reference  Committee  on  Revision  of  Con- 
stitution and  Bylaws  that  Resolution  #26  was 
an  attempt  to  revise  the  Constitution  by 
means  other  than  that  which  is  proper  ac- 
cording to  the  Constitution. 

After  studying  this  Resolution  closely,  the 
Committee  offers  the  following: 

Recommendation 

I'hat  in  view  of  the  recent  amendment  to  the 
Constitution  effecting  new  proportionate  rep- 
resentation on  the  Board  of  Trustees,  a satis- 


factory interval  of  time  be  allotted  — no  less 
than  three  years  — to  ascertain  the  effective- 
ness and  adequacy  of  the  new  Constitutional 
provision. 

Tabled  (page  427) 

2.  Resolution  #27  — F^stahlishment  of  an  Ad 
Hoc  Committee  to  Redistrict  the  State  to 
Provide  Proportionate  Representation  on  the 
Board  of  Trustees 

The  recently  adopted  (1968)  Constitutional 
amendment  affecting  Board  membership  has 
not  been  in  existence  long  enough  to  support 
proper  evaluation,  and,  in  view  of  our  posi- 
tion on  Resolution  #26,  the  Committee  offers 
the  following: 

Recommendation 

That  no  action  should  be  taken  in  this  area 
at  the  present  time. 

Approved  (page  427) 

3.  Resolution  #35  — Osteopathy 

We  concur  in  the  decision  of  the  1968  House 
of  Delegates  that  approval  of  this  Resolution 
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would  have  been  contrary  to  the  Charter  and 
Bylaws  of  MSNJ  as  they  now  exist. 

This  resolution  and  its  subject  matter  should 
not  be  re-considered  until  a policy  decision 
has  been  made  by  the  House  of  Delegates  con- 
cerning the  admission  of  osteopaths  to  MSNJ 
membership. 

The  Committee  was  informed  that  at  least 
one  resolution  calling  for  such  a decision  will 
be  presented  to  the  1969  House.  It  was  there- 
fore the  decision  of  the  Committee  to  defer 
further  consideration  of  this  matter  pending 
action  by  the  1969  House  of  Delegates  in  the 
area  of  policy. 

Report  of  the  AMA  Delegates 

The  Committee  reviewed  two  items  in  the 
Report  of  the  AMA  Delegates  which  were 
referred  to  them  by  the  Board  of  Trustees  at 
their  22  December  1968  meeting.  Classifica- 
tion of  membership  and  the  admission  of 
osteopaths  are  matters  calling  for  a major 
policy  determination.  The  Committee  noted 
that  this  issue  will  be  brought  before  the  1969 
House  of  Delegates  through  the  introduction 
of  a resolution. 

Revision  of  Bylaws  Pertaining  to 
Citizenship  Requirements 

In  April  of  1968  the  Medical  Practice  Act  was 
amended  to  provide  that  a foreign  physician 
who  files  written  declaration  of  his  intent  to 
become  a United  States  citizen  shall  become 
eligible  for  admission  to  the  examination  for 
licensure.  Upon  successful  completion  of  the 
examination,  he  will  be  granted  a plenary 
license  effective  for  up  to  no  more  than  eight 
years.  At  that  time  he  shall  provide  evidence 
of  attained  citizenship  and  his  license  shall 
become  permanent.  If  at  that  time  he  has 
failed  to  acquire  citizenship,  his  license  is 
automatically  revoked. 

Since  this  amendment  to  the  Medical  Practice 
Act,  many  applications  for  membership  to 
MSNJ  have  been  received  from  physicians 
licensed  under  it  in  New  Jersey.  Because  The 
Medical  Society  of  New  Jersey  was  a prime 
mover  of  this  legislative  change,  the  Board 


recognized  that  MSNJ  Bylaws  would  have  to 
be  amended  to  require  citizenship  or  declara- 
tion of  intent  therefor  of  prospective  mem- 
bers if  licensed  non-citizen  physicians  are  to 
be  eligible  for  MSNJ  membership.  According- 
ly, the  Board  referred  the  matter  to  the  Com- 
mittee on  Revision  of  Constitution  and  By- 
laws for  preparation  of  a proper  amendment 
for  submission  to  the  House  of  Delegates. 


Exhibit  #1 


After  extensive  discussion,  the  Committee 
unanimously  agreed  upon  the  following  pro- 
posed amendment  to  Chapter  IX,  Section  2, 
paragraph  (b),  subsection  (1)  of  the  Bylaws. 
(Exhibit) 

(Prepared  and  Submitted  by  the  Committee  on  Revi- 
sion of  Constitution  & Bylaws) 

Bylaws 

Chapter  XI  — Component  Societies 
Section  2 — Qualifications  of  Members 


Current 

(a)  Component  societies 
shall  have  the  responsi- 
bility to  judge  the  quali- 
fications of  an  applicant 
for  any  type  of  member- 
ship and  alone  shall  have 
the  power  to  elect  him, 
but  election  thereto  shall 
be  contingent  upon  clear- 
ance of  each  eligible  ap- 
plicant’s formal  creden- 
tials as  satisfactory  by  the 
Committee  on  Credentials 
of  this  Society. 

(b)  To  be  eligible  for 
membership,  the  appli- 
cant must: 

(1)  be  a citizen  of  the 
United  States: 


(2)  hold  a degree  in  medi- 
cine acceptable  to  this  So- 
ciety obtained  from  a 
medical  school  approved 
bv  this  Society  at  the 
time  of  his  graduation; 

(3)  be  fully  licensed  to 
practice  medicine  and  sur- 
gery by  the  New’  Jersey 
State  Board  of  Medical 
Examiners; 

Approved  (page  427) 


Proposed 

Same 


Same 


(1)  be  a citizen  of  the 
United  States  or  have  filed 
with  the  State  Board  of 
Medical  Examiners  a for- 
mal declaration  of  intent 
to  become  a citizen; 

Same 


Same 
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Woman's  Auxiliary  Advisory 

George  O.  Rowohit,  M.D.,  Chairman,  Dumont 

(Reference  Committee  “H”) 


The  official  programs  and  projects  for  1968-69 
were  submitted  to  and  approved  by  the  Board 
of  Trustees. 

The  Auxiliary’s  program  is  an  on-going  one; 
the  basic  aims  and  structure  of  the  Woman’s 
Auxiliary  continue  from  year  to  year. 

This  year  the  slogan  of  the  Auxiliary  to  The 
Medical  Society  of  New  Jersey  was  “Serving 
the  Public  Through  Our  Service  to  the  Medi- 
cal Profession.’’  County  auxiliaries  worked 
closely  with  their  medical  societies,  assisting 
in  community  health  days,  health  career  pro- 
grams, and  a three-day  health  fair. 

The  State  publication,  “The  Shingle”  has  in- 
formation for  every  member  in  the  state;  The 
Journal  of  The  Medical  Society  of  New  Jersey 
carried  an  article  on  membership;  and  M.D.’s 
Wife,  a National  publication,  January  issue, 
published  an  article  on  the  special  political 
service  doctors’  wives  of  a New  Jersey  county 
are  giving  to  their  community. 

Following  the  Eastern  Regional  Conference,  a 
State  fall  conference  was  held  with  round- 
table discussions  held  on  AMA-ERF,  Com- 
munity Service,  Disaster  Preparedness,  Leg- 
islation, Medical  Student  Loan  Fund,  Mental 
Health,  Membership,  Programs,  Health 
Careers,  and  Safety.  The  film  “Horizons  Un- 
limited” was  shown. 

Two  copies  of  the  film  “Horizons  Unlimited” 
were  purchased  and  presented  to  the  Film 
Library  of  the  State  Museum,  Trenton. 

The  Board  of  Trustees  of  The  Medical  So- 
ciety of  New  Jersey  has  granted  permission  to 
the  President  of  the  Woman’s  Auxiliary  to 
present  a report  at  the  opening  session  of  the 
1969  House  of  Delegates  concerning  the  ac- 
tivities of  the  Auxiliary  during  the  year.  Ap- 
proval was  also  given  to  the  Auxiliary  to  par- 
ticipate in  the  National  campaign  to  end  TV 
and  Movie  Violence  which  is  part  of  the  pro- 
gram, “Accent  on  Youth.” 


The  Auxiliary  is  sponsoring  two  WA/SAMA 
groups  (Woman’s  Auxiliary  to  the  Student 
American  Medical  Association)  in  Camden 
and  Essex  County.  Einancial  help  is  given  as 
well  as  fostering  a spirit  of  friendship  and 
cooperation. 

Many  county  auxiliaries  have  assisted  their 
medical  societies  in  the  yearly  eye-health 
screening  program.  Members  have  worked  in 
the  youth  field  and  on  drives  such  as  cancer, 
heart,  polio,  TB,  and  Red  Cross.  Programs 
were  sponsored  on  problems  of  the  aging, 
venereal  disease,  and  drug  addiction. 

Medical  Student  Loan  Fund,  AMA-ERF,  and 
health  career  scholarships  have  firm  financial 
support  from  the  counties,  and  benefit  from 
the  sale  of  note  paper  with  sketches  of  scenes 
of  New  Jersey  done  by  Auxiliary  members. 

Information  on  current  medical  legislation 
was  given  to  the  counties,  and  the  members 
of  the  Executive  Board  visited  the  State  Leg- 
islature following  its  March  meeting.  The 
president  and  legislative  chairman  were  rec- 
ognized by  the  legislative  body. 

A dues  increase  of  two  dollars  per  member 
will  be  sent  to  the  National  Auxiliary  begin- 
ning in  1970.  Annual  dues  for  National  will 
then  be  four  dollars.  The  State  Auxiliary  has 
not  requested  an  increase  in  State  dues;  they 
will  remain  at  two  dollars  per  member. 

It  is  with  pleasure  that  the  Committee  again 
expresses  appreciation  to  the  officers  and 
members  of  the  Auxiliary  for  continued  sup- 
port to  The  Medical  Society  of  New  Jersey 
and  its  programs,  and  for  their  cooperative 
efforts  to  protect  and  promote  the  art  of  med- 
icine and  the  betterment  of  public  health  in 
New  Jersey  and  for  “Serving  the  Public 
Through  Service  to  the  Medical  Profession.” 

Approved  (page  426) 
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^ y?c//7  ? i n IS  trail  ve  Co  unci  Is 

Legislation 


Jesse  McCall,  M.D.,  Chairman,  Newton 

(Reference  Committee  “E”) 


This  report  presents  a summary  of  the  ulti- 
mate status  of  legislative  measures  of  primary 
concern  to  the  Society  in  the  1968  legislative 
year  and  a record  of  the  bills  of  medical  in- 
terest in  the  1969  Legislature  thus  far,  to- 
gether  rvith  a brief  description  of,  and  the  So- 
ciety’s ofhcial  position  on,  each  piece  of  leg- 
islation. The  Council’s  operations,  together 
with  a cumulative  report  of  MSXJ’s  official 
positions  on  current  legislation,  are  reflected 
regularly  in  official  bulletins  disjjatched  to 
State  Legislative  Keymen  and  to  component 
societies  and  in  items  i^ublished  in  the  Mem- 
bership Xeu’s  Letter  and  The  Joinnal.  The 
minutes  of  the  meetings  of  the  Board  of 
Trustees  include  full  reports  of  the  Council’s 
actions  taken  in  regular  meetings. 

The  192nd  (1968)  se.ssion  of  the  New  Jersey 
Legislature  was  adjourned  si7ie  die  at  noon  on 
14  January  1969.  That  session  was  one  of  the 
busiest  in  State  history.  969  bills  were  intro- 
duced in  the  Senate  and  1,900  bills  in  the  As- 
sembly. In  addition  the  Senate  considered  91 
resolutions  of  various  types  and  the  Assembly 
85.  The  unprecedented  total  of  all  legislative 
measures  in  the  session  reached  2,145. 

'I  he  Council  on  Legislation  took  a position  on 
1 16  measures  as  bearing  directly  upon  the 
.Society’s  interest  and  concern.  Of  this  total: 
(a)  .8  bills  actively  supported  became  law;  (b) 
1 bill  actively  supported  received  a pocket 
\eto;  (c)  2 bills  actively  opposed  received  poc- 
ket vetoes;  (d)  18  bills  approved  were  signed 
into  law;  (e)  1 bill  disapproved  by  MSNJ  be- 
came law;  and  (f)  4 bills  on  whith  MSNJ  had 
a {)osition  of  no  action  were  enacted. 

.Acrivi  i.v  St  pi’ORTKi)  Bills  Signed  Into  L.wv 

.S-274— (■ranis  a iierson  llic  privilege  in  a civil  action 
or  in  a irrosccution  for  a disorderly  person  or 
jmcnile  deliquenev  to  refuse  to  disclose  con- 
tideniial  rommnnicalions  between  physician 
and  patient  . . . Chapter  185 


S-546— Provides  that  the  consent  of  minors  to  treat- 
ment for  venereal  disease  shall  be  valid  and 
binding  . . . Cbajjter  2.SI) 

A-5 1 1— Provides  that  a statement  of  physical  fitness  of 
a minor  seeking  employment  may  be  signed  by 
any  physician  licensed  to  practice  medicine 
and  surgery  . . . Chapter  314 

Actively  Supported  Bill  Given  Pocket  Veto 

A-549— To  prohibit  solicitation  of  patients  by  persons 
licensed  or  registered  to  diagnose  or  treat  hu- 
man illness  or  deformities  and  to  prohibit 
such  solicitation  or  advertising  by  any  agency 
or  association  on  behalf  of  such  persons. 

d his  measure  passed  in  both  houses  but  on 
10  March  the  Governor  filed  it  in  the  State 
Library  without  his  approval,  alleging  tech- 
nical errors  in  the  bill  as  drawn  and  declaring 
“there  is  a question  whether  the  State  should 
interfere  in  professional  disputes  which  have 
no  bearing  on  the  health  and  safety  of  its 
citizens.” 

Actively  Opposed  Bills  Given  Pocket 
Vetoes 

S-363— To  provide  that  licensed  chiropractors  shall 
have  the  same  privileges  and  benefits  as 
licensed  physicians  and  surgeons  under  the  act 
governing  medical  service  corporations  . . . 
Pocket  Veto  on  7 March  1969 

.S-365— To  provide  that  the  services  of  a chiropractor 
shall  be  considered  medical  or  surgical  services 
under  the  Workmen’s  Compensation  ,-\ct.  any 
health  and  acddetit,  disability  or  other  in- 
sttrance  policy,  or  tinder  any  labor  manage- 
ment trustee,  tinion  welfare,  emplovee  benefit, 
or  any  private  insurance  or  welfare  ])lans  . . . 
Pocket  \'elo  on  7 March  1969 

Approved  Bills  Signed  Into  L.aw 

■S- 1 19— Provides  for  the  education  of  students  for 
general  practice  in  the  professions  of  medicine 
and  dentistry  . . . Chapter  67 

.S-338— Provides  that  special  arrangements  for  the 
jiroper  disposition  of  the  remains  of  a human 
iiody  tnade  available  to  science  shall  be  the 
sole  responsibility  of  the  person  entrusted  to 
control  stich  disposition  and  not  of  the  receiv- 
ing agency  . . . Chapter  23 

.S-532— Increases  pre- professional  edtication  reqtiire- 
ments  for  podiatrists  and  permits  the  Medical 


342 


THE  JOLIRNAI.  OF  THE  MEDICAI.  .SOCH  I Y OF  NEW  JER.SEY 


Board  to  rccogni/c  the  examination  given  i)V 
the  Naliotial  Board  of  Podiatry  . . . Chapter 
216 

S-607— Provides  for  the  inspection  of  public  and  pri- 
vate facilities  for  the  care,  treatment,  and  tiis- 
cipline  of  chiklren  . . . Chapter  85 

S-7 18— Provides,  under  contract  with  the  Rutgers 
Center  of  Alcoholic  Studies,  for  a study  and 
pilot  facility  involving  problems  of  the  chronic 
drunkenness  offender  . . . Chapter  267 

S-833— Appropriates  $200,000  for  establishing  State 
Medical  Examination  laboratory  facilities  . . . 
Chapter  199 

S-850— Establishes  a medical  assistance  program  for 
the  needy  (Medicaid)  . . . Chapter  413 

S-921— Appropriates  $295,000  for  the  conduct  of  S])c- 
cial  educational  services  for  children  suffering 
serious  sensory  disorders  attributable  to  tbe 
1962-64  Rubella  epidemic  . . . Chapter  399 

A-56  —Permits  a non-citizen  to  qualify  for  licensure 
on  the  basis  of  a filed  declaration  of  intent  to 
become  a citizen  instead  of  requiring  full 
citizensbip  as  heretofore  . . . Chapter  16 

A-277— Provides  immunity  for  civil  damage  suits  to 
volunteer  first  aid  or  rescue  squad  workers 
who  are  not  members  of  a volunteer  fire  com- 
pany . . . Chapter  44 

A-307— Permits  the  Board  of  Control  to  assess  and 
collect  penalties  for  violations  involving  care 
of  patients  in  convalescent  homes,  private 
nursing  homes,  and  private  hospitals  . . . 
Chapter  355 

A-349— Provides  for  licensing  and  regulation  of  ad- 
ministrators of  convalescent  and  nursing 
homes  . . . Chapter  356 

A-660— Establishes  an  x-ray  technicians  board  and 
provides  for  regulation  and  certification  of  x- 
ray  technicians  . . . Chapter  291 

Disapproved  Legislation  Signed  Into  Law 

S-354— Provides  immunity  under  the  Good  Samari- 
tan Act  to  any  person  who  in  good  faith 
renders  emergency  care  at  the  scene  of  the  ac- 
cident . . . Chapter  254 

MSNJ  disapproved  this  bill  because  “it  would 
expose  victims  of  accidents  to  serious  danger 
in  consequence  of  well-meant  but  incom- 
petent ministrations  that  could  do  more  barm 
than  good.” 

No  Action  Legislation  Signed  Into  Law 

S-450— Provides  for  the  estahlishment  of  dental 
health  plans  subject  to  approval  of  the  Com- 
missioner of  Banking  and  Insurance  . . . 
Chapter  305 

S-508— Permits  the  State  professional  boards  and  com- 
missions to  issue  licenses  to  non-citizens  who 
have  filed  declarations  of  intent  . . . Chapter 
144 


MSNJ  ajjproved  and  was  supporting  A-5(i  (see 
above)  which  was  signed  into  law  (11  Aijril) 
before  S-508  began  to  move. 

S-723— Provides  for  additional  funds  to  be  paid  into 
the  police  and  firemen’s  pension  fund;  defines 
a ‘‘child”  to  include  a person  of  any  age  who 
is  incapacitated  because  of  mental  retardation 
. . . Chapter  154 

A-87  —Increases  the  major  medical  insurance  to\er- 
age  of  public  and  school  emplovces  . . . (4iap- 
ter  135 

Status  of  Other  Bills  of  Significant 
Interest 

S-334— To  provide  that  blood,  blood  plasma  or  tissue 
or  organs  shall  not  be  considered  commodities 
subject  to  sale  or  barter  but  shall  be  con- 
sidered as  medical  services  . . . .Actively  Sup- 
ported by  MSNJ,  it  passed  in  tbe  Senate,  but 
was  lost  in  the  .Assembly  and  was  recommitted. 

S-526— This  bill  was  introduced  in  both  Houses,  to 

A-524— provide  for  the  confidentiality  of  information 
and  data  secured  by.  and  in  possession  of, 
hospital  or  extended  care  facility  utilization 
review’  committees  . . . MSNJ  .Actively  Sup- 
ported both  measures  on  introduction.  S-526 
did  not  move.  A-524  was  amended  in  .Assembly 
committee  and  passed  the  .Assembly.  It  ad- 
vanced to  second  reading  in  tlie  Senate  and 
thereafter  remained  in  committee. 

S-538— To  provide  for  two  public  representatives  on 
all  professional  boards  . . . Disapproved  by 
MSNJ,  tbe  bill  did  not  come  out  of  the  Senate 
committee  to  which  it  was  referred. 

S-589— Two  versions  of  a measure  to  authorize  ceitain 

.A-925— persons  to  assist  physicians  or  surgeons  in  pro- 
viding limited  ancillary  technical  procedures 
. . . Both  bills  were  .Actively  Supported  bv 
MSNJ.  S-589  did  not  move.  .A-925  had  second 
reading  in  the  .Assembly  but  was  recommitted. 

S-722— To  create  a Physical  Therapy  Examining 
Board  to  register  physical  thcra]>ists;  to  pre- 
scribe its  membership  and  functions:  to  de- 
fine ‘‘physical  therapy”  . . . The  original  ver- 
sion of  this  bill  yvas  actively  opposed  by 
MSNJ.  Following  conference.  .S-722  tvas 
amended  in  the  .Assembly  and  MSN'I  .Ap- 
proved it  in  its  amended  form.  Tbe  amended 
measure  passed  in  tbe  .Assembly  and  in  tbe 
Senate,  to  yvhich  it  was  returned.  It  yvas  giyen 
a pocket  veto  by  the  Governor  yvho  opposed 
removal  of  physical  therapists  from  the  super- 
vision of  the  State  Board  of  Medical  Ex- 
aminers and  who  declared  against  encouraging 
‘‘the  proliferation  of  professional  and  occupa- 
tional licensing  boards”  and  called  for  a 
"Cabinet-level,”  revieyv  of  professional  and  oc- 
cupational licensing. 

S-825— To  authorize  the  school  medical  ins])C(tor  to 
accept  the  report  of  a physical  examination  of 
a pupil  by  his  treating  physician  . . . .Actively 
supported  bv  MSNJ.  The  bill  did  not  come 
out  of  the  Senate  committee  to  yvhich  it  yvas 
referred. 

S-904— To  license  and  regulate  medcal  care  facilities; 
transfer  powers  and  duties  to  the  Depart meut 
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of  Health  from  the  Department  of  Institutions 
and  Agencies;  amend  the  act  concerning  hos- 
pital service  corporations  and  hospital  service 
plans,  and  reconstitute  the  board  of  trustees  of 
the  Hospital  Service  Plan  to  limit  representa- 
tives of  the  health  profession  and  of  health 
care  institutions  to  one-third  . . . Disapproved 
by  MSNJ.  The  bill  did  not  come  out  of  the 
Senate  committee  to  which  it  was  referred. 

A-932— To  designate  the  State  Department  of  Health 
as  the  sole  agency  having  the  central,  com- 
prehensive responsibility  for  the  development 
and  administration  of  the  State’s  policy  with 
respect  to  hospital  and  related  medical  care 
services,  and  all  public  and  private  institutions 
— whether  State,  county,  municipal,  incor- 
porated or  not  incorporated  — except  mental 
institutions  and  institutions  for  care  of  the 
mentally  ill;  to  create  a Health  Care  Arl- 
ministration  Board  . . . Disap])roved  by  MSNJ. 
The  bill  did  not  come  out  of  the  Assembiy 
committee  to  which  it  was  referred. 

S0C:IETV-.SUPP0RTED  LEGISLATION  ThUS  FaR 

Re-Introduced 

S-350— To  authorize  the  school  medical  inspector  to 
accept  the  report  of  a physical  examination  of 
a pupil  by  his  treating  physician  . . . Re-in- 
troduced on  23  January  1969,  by  Senator 
AVoodcock  (Bergen).  Referred  to  the  Senate 
Committee  on  Education. 

S-36.5— To  provide  for  the  confidentiality  of  informa- 
tion and  data  secured  bv  and  in  possession  of 
hospital  or  extended  care  utilization  review 
committees  . . . Re-introduced  on  23  Januarv 
1969  bv  Senator  AA’allwork  (Essex).  Referred  to 
the  Senate  Committee  on  Commerce,  Industry, 
and  Professions. 

A-21  —To  authorize  certain  persons  to  assist  phv- 
sicians  or  surgeons  through  providing  limited 
ancillary  technical  assistance  . . . Re-intro- 
duced on  14  Januarv  1969  bv  .Assembly  mem- 
bers Ewing,  Kean,  Margetts,  Timson,  .Azzolina, 
Mabie,  Haelig,  Garibaldi.  AVilentz,  Fay,  Rich- 
ardson. Brown,  and  Caputo.  Referrecl  to  the 
Assemble’  Committee  on  the  Revision  and 
Amendment  of  Laws. 

Reatsion  of  Operational  Procedures  of 
THE  Council 

The  1968  House  of  Delegates  directed  that: 

(a)  “The  Medical  Society  of  New  Jersey  ap- 
point its  ‘County  Legislative  Keymen’  from 
a list  provided  by  the  President  of  each  com- 
ponent society,  so  that  there  are  adequate 
Legislative  Keymen  for  the  State  Legislators;” 
and 

(b)  “.  . . as  indicated  and  necessary,  the  Coun- 
cil on  Legislation,  with  the  approval  of  the 
Board  of  Trustees,  designate  and  use  the 
services  of  a selected  member  or  members  of 


MSNJ  or  any  other  legislative  assistant  as  of- 
ficial legislative  liaison  agents  of  the  Society.” 

In  fulhllment  of  (a),  early  in  July  1968  letters 
were  addressed  to  presidents  of  component  so- 
cieties soliciting  nominations  of  county  key- 
men.  In  consequence  of  their  response,  the  list 
of  county  keymen  was  revised  and  expanded 
in  preparation  for  the  return  of  the  Legisla- 
ture on  15  September. 

In  furtherance  of  the  second  directive,  (b), 
the  Board  of  Trustees,  on  17  July  1968,  ap- 
pointed John  J.  Bedrick,  M.D.  (Bayonne)  and 
Louis  K.  Collins,  M.D.  (Glassboro)  to  serve  as 
the  Society’s  official  legislative  educational 
representatives,  as  the  Society’s  legislative  in- 
terests required.  At  the  same  time,  the  Board 
approved  Meyer  L.  Abrams,  M.D.  (Willing- 
boro)  and  Henry  J.  Mineur,  M.D.  (Cranford) 
to  serve  as  alternates. 

Effective  as  of  1 November  1968,  the  Board 
appointed  Mr.  Edward  F.  Meara,  III  of  Tren- 
ton, as  Legislative  Consultant  to  the  Society, 
to  render  the  following  basic  services: 

1)  To  be  present  at  each  session  of  the  New 
Jersey  Legislature  and  to  follow  closely  the 
progress  of  legislation  identified  as  of  par- 
ticular concern  to  the  Society; 

2)  To  maintain  close  contact  with  the  two 
members  of  MSNJ  officially  designated  as  the 
legislative  educational  representatives  of  the 
Society,  to  advise  and  guide  them  in  discus- 
sions with  the  leaders  and  key  members  of  the 
Legislature  concerning  bills  of  special  im- 
portance, and  to  keep  them  informed  con- 
cerning the  status  of  such  measures  and  the 
means  best  suited  for  attaining  the  Society’s 
objectives  with  reference  to  them;  and 

.8)  To  work  under  the  direction  of  and  in 
close  cooperation  with  the  Executive  Director, 
acting  for  the  Council  on  Legislation,  to 
Avhom  the  Legislative  Consultant  Avill  make 
periodic  reports  as  indicated. 

Specialty  Societies 

In  furtherance  of  its  established  policy,  the 
Council  on  Legislation  invites  each  specialty 
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society  to  send  an  ofiicial  representative  to  all 
Council  meetings.  In  a letter  addressed  to  all 
MSNJ’s  Official  Intermediaries  with  New  Jer- 
sey Specialty  Societies  early  in  the  current  leg- 
islative year,  the  Chairman  of  the  Council 
declared:  “It  is  our  desire  in  the  Council  on 
Legislation  to  have  the  benefit  of  the  think- 
ing of  specialty  societies  concerning  proposed 
legislation  affecting  the  specialty  fields.  It  is 
also  our  desire  to  do  all  that  we  can  to  keep 
the  specialty  societies  informed  concerning  the 
thinking  of  the  Council  and  its  recommenda- 
tions regarding  proposed  legislation.  For  this 
reason,  we  regularly  invite  official  representa- 
tives of  specialty  societies  to  attend  our  meet- 
ings. We  hope  that  they  will  continue  to  do  so 
regularly.”  Copy  of  the  advance  agenda  is  sent 
to  those  representatives  who  indicate  their 
intention  of  attending  an  announced  meeting. 

Federal  Legislation 

It  is  the  traditional  and  well  established  pro- 
cedure of  the  Council  to  be  guided  on  the 
national  legislative  front  by  the  positions  and 
recommendations  of  the  American  Medical 
Association.  Among  the  many  significant 
measures  introduced  in  1968,  the  Council  gave 
particular  attention  to  the  proposed  Child 
Health  Act  (S-3323)  w'hich  would  have  re- 
stricted the  payments  for  drugs  furnished  un- 
der Social  Security  and  welfare  programs,  and 
granted  to  the  Secretary  of  Health,  Education 
and  ^V^elfare  the  unfettered  authority  to 
dictate  the  method  of  payment  of  fees  to  be 
allowed  for  health  services  rendered  under 
these  programs.  This  bill  failed  to  pass. 

The  advent  of  the  new  administration  has 
witnessed  the  introduction  of  twenty-three 
bills  that  would  include  chiropractic  services 
under  Part  B of  Medicare,  and  of  a bill  that 
provides  that  payment  for  physicians’  services 
under  Part  B shall  be  on  the  basis  of  a “rea- 
sonable allowance”  rather  than  the  usual  and 
customary  fee.  These  bills  have  not  moved 
at  the  present  time. 

Current  State  Legislation 

In  the  afternoon  of  14  January  1969,  the 
193rd  (1969)  session  of  the  State  Legislature 
was  opened.  As  the  Legislature  presently  is 


constituted,  the  Senate  has  a total  of  40  mem- 
bers (31  Republicans,  9 Democrats)  and  the 
.Assembly  has  a total  of  80  members  (58  Re- 
publicans, 22  Democrats).  By  means  of  official 
legislative  bulletins,  the  Society’s  official  posi- 
tions on  all  current  State  Legislation  are  reg- 
ularly called  to  the  attention  of  legislators  as 
well  as  of  component  societies,  cooperating 
agencies,  county  keymen,  county  society 
secretaries,  and  executive  secretaries. 

The  Society  has  adopted  the  following  regular 
range  of  official  positions  concerning  proposed 
legislation: 

.Active  support  . . . all-out  support  for  the  measure 

Active  opposition  . . . all-out  opposition  to  the  measure 

.Approved  . . . commended  as  satisfactory,  but  not 
actively  supported 

Disapproved  . . . rejected  as  unsatisfactory,  but  not  ac- 
tively opposed 

No  action  . . . considered,  but  not  regarded  as  signif- 
icant or  relevant  to  the  proper  interests  of  the  Society 

.All  measures  thus  marked  (*)  are  identical  with  bills 
of  last  year  — or  preceding  years  — and  tbe  Society’s 
position  concerning  them  is  the  same. 

S-37  —To  authorize  the  Trustees  of  the  New  Jersey 
College  of  Medicine  and  Dentistry  to  acquire 
for  their  use  the  Jersey  City  Medical  Center. 
NO  ACTION 

*S-39  —To  provide  penalties  for  first,  second  and  third 
offenses  of  violations  of  the  narcotics  drug  act. 
APPROVED 

S-45  —To  permit  county  appropriations  for  the  ben- 
efit of  brain-injured  persons  to  defray  ex- 
penses incident  to  diagnosis,  treatment  and 
training.  APPROVED 

*S-66  —To  prohibit  littering  of  waterways  and  ad- 
jacent shores  and  beaches  and  to  regulate 
marine  toilets.  APPROVED 

*S-75  —To  provide  for  the  establishment  of  a Medi- 
cal and  Dental  College  of  South  Jersey  by 
Rutgers  University.  APPROVED 

S-149— To  require  the  fluoride  contents  of  any  public 
potable  water  supply  to  be  maintained  be- 
tween eight  tenths  and  one  and  two-tenths 
milligrams  per  liter  enforced  by  the  Depart- 
ment of  Health.  APPROVED 

*S-152— To  provide  for  increases  in  maximum  weekly 
workmen’s  compensation  benefits  for  perma- 
nent partial  disabilities,  increases  in  funeral 
allowances,  free  choice  of  physician,  a Board 
of  AVorkmens  Compensation  Appeals  and 
other  changes.  APPROVED 

*S-153— To  provide  for  the  licensing  and  registration 
A-121— of  electrologists  by  the  Board  of  Medical  Ex- 
aminers. APPROVED 
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*S-157— To  permit  the  Board  of  Medical  Examiners  to 
grant  a license  for  practice  of  medicine  and 
surgery  without  further  examination  where 
an  applicant  shows  he  has  been  examined  and 
licensed  in  a foreign  country.  ACTIVE  OP- 
POSITION, because  it  would  circumvent  the 
orderly  and  dependable  procedure  for  licens- 
ing of  physicians  adopted  by  the  State  of  New 
Jersey  as  a means  of  protecting  the  public 
against  unqualified  practitioners.  It  would  im- 
pose upon  the  State  Board  of  Medical  Ex- 
aminers the  almost  impossible  responsibility  of 
ascertaining  the  standards  of  licensure  applied 
in  all  foreign  countries,  and  of  deciding 
whether  those  standards  may  be  accepted  as 
equivalent  to  those  which  New  Jersey  imposes, 
or  to  those  of  other  states  whose  licensees  New 
Jersey  accepts  on  a basis  of  reciprocity. 

*S-165— To  repeal  the  tax  on  gross  receipts  of  unincor- 

A-124— porated  businesses.  APPROVED 

*S-177— To  provide  for  civil  commitment  of  drug  ad- 

A-23  -diets.  APPROVED 

*S-179— To  provide  that  any  applicant  for  a license  to 
practice  medicine  and  surgery  who,  in  addi- 
tion to  other  required  proofs  necessary  to  be 
admitted  to  examination,  shows  he  has  en- 
gaged in  the  practice  for  10  years  and  has 
reached  a position  of  eminence  in  his  profes- 
sion shall  be  granted  a license  without  further 
examination  upon  payment  of  the  required 
fee.  DISAPPROVED,  because  it  would  abro- 
gate the  present  discretionary  powers  of  the 
Board  on  the  basis  of  objective  evidence  and 
would  impose  an  obligation  to  make  subjec- 
tive judgments  as  to  what  constitutes  “proof,” 
"reputable  practice,”  and  “conceded  eminence 
and  authority  in  his  profession.” 

*S-185 — To  provide  increased  penalties  for  violation  of 
the  narcotics  drug  act  and  to  provide  that 
such  penalties  shall  not  be  remitted  nor  shall 
any  person  sentenced  thereunder  be  eligible 
for  parole.  APPROVED 

S-187— To  require  every  district  and  regional  board 
of  education  to  appoint  an  advisory  committee 
on  narcotics  for  each  of  the  high  schools  in  a 
school  district,  to  make  studies  and  advise 
what  measures  should  be  taken  to  eliminate 
narcotics  from  such  schools.  APPROVED 

*S-188— To  provide  for  (he  distribution  of  a supply 
of  fluoridated  tablets  by  the  Department  of 
Health  where  applied  for  bv  a Board  of 
Health  when  any  child  under  9 shall  request 
same  on  an  application  signed  by  the  parent 
or  guardian  of  the  child.  DISAPPROVED,  be- 
cause it  is  impractical  of  implementation, 
since  there  is  in  New  Jersev  onlv  one  county 
board  of  health  established  bv  statute  — Hud- 
son. Moreover,  the  fluoride  tablets  that  are  to 
be  made  available  under  the  terms  of  this 
legislation  will  not  be  prescribed  or  ordered 
by  a licensed  physician  but  upon  the  request 
of  a parent.  I his  fact  is  in  conflict  with  the 
■Society's  position  of  disapproving  self-diagnosis 
and  self-treatment  on  the  part  of  the  public. 

*S-189— To  provide  that  no  hospital  or  medical  service 
corporation  or  insurance  company  shall  be 
entitled  to  be  subrogated  to  any  claim  of  an 
insured  as  against  any  third  party  other  than 
the  employer  of  the  insured  or  the  employer’s 
carrier  or  any  hospital  or  physician’s  lien  ex- 
cept payments  made  under  the  Workmen’s 


Compensation  Law.  DISAPPROVED,  in  sup- 
port of  the  position  of  Medical-Surgical  Plan 
of  New  Jersey  and  Hospital  Service  Plan  of 
New  Jersey. 

*S-192— To  provide  for  public  representation  on  all 
professional  boards.  ACTIVE  OPPOSITION, 
because  professional  unqualified  lay  members 
would  encumber  the  boards,  with  no  ap- 
preciable advantage  to  the  public. 

*S-198— To  authorize  the  Board  of  Medical  Examiners 
to  permit  municipal  hospital  employees  who 
hold  M.D.  or  D.O.  degrees  to  practice  in  the 
hospital  without  a license.  DISAPPROVED, 
because  MSNJ  feels  that  it  is  contrary  to  the 
public  interest  to  entrust  patients  to  the  care 
of  unlicensed  physicians  other  than  interns 
and  residents  in  an  approved  training  pro- 
gram. 

S-209— To  remove  restrictions  against  the  practice  of 
medicine  by  persons  in  the  employ  of  a 
municipal  hospital  who  hold  M.D.  or  D.O. 
degrees,  and  where  a physician  is  duly  licensed 
in  any  foreign  country  where  requirements  for 
licensing  are  not  substantially  lower  than  New 
Jersey  and  while  teaching  and  not  in  private 
practice.  DISAPPROVED,  because  MSNJ  feels 
that  it  is  contrary  to  the  public  interest  to 
entrust  patients  to  the  care  of  unlicensed  phy- 
sicians other  than  interns  and  residents  in  an 
approved  training  program. 

S-210— To  restrict  in  State  Institutions  the  availability 
of  a patient's  medical  record  for  public  use 
except  bv  his  consent  or  upon  court  order. 
APPROVED 

S-2H— To  authorize  the  issuance  of  limited  licenses 
to  practice  medicine  and  limited  licenses  as 
assistants  in  medicine.  DISAPPROVED,  pend- 
ing consultation  with  the  sponsors  of  the  bill 
and  medical  schools,  because  we  do  not  find 
this  bill  and  its  terms  and  elements  completely 
clear  and  because  it  has  very  vital  application 
to  the  standards  of  medical  care  and  the  pub- 
lic interest. 

*S-222— To  authorize  the  chief  executive  officer  of  a 
state  or  county  institution  for  the  mentally 
ill  or  retarded  or  of  a state  or  county  penal 
or  correctional  institution  to  give  consent  for 
treatment  of  incompetent  patients  or  inmates 
under  21.  APPROVED 

*S-24G— To  exempt  law  and  medical  libraries  of  at- 
torneys and  of  physicians  and  surgeons  from 
assessment  and  taxation  as  personal  property 
used  in  business.  APPROVED 

S-275— To  require  medical  service  corporations  to  pay 
the  Commissioner  of  Banking  and  Insurance  a 
fee  of  $0.02  per  subscriber,  member  or  em- 
ployee covered  under  contracts.  NO  ACTION 

S-27G— To  require  hospital  service  corporations  to 
pay  the  Commissioner  of  Banking  and  Insur- 
ance a fee  of  $0.02  per  subscriber,  member  or 
employee  covered  under  contracts.  A’O  AC- 
TION 

*S-301— To  license  and  regulate  medical  care  facilities; 
transfers  powers  and  duties  to  the  Department 
of  Health  from  the  Department  of  Institu- 
tions and  Agencies;  amends  the  act  concerning 
hospital  service  corporations  and  hospital  serv- 
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ice  plans  and  reconstitutes  the  board  of 
trustees  of  the  Hospital  Service  Plan  to  limit 
representation  of  the  health  profession  and 
health  care  institutions  to  one-third.  DISAP- 
PROVED, WITH  ACTIVE  OPPOSITION  IF 
BILL  MOVES,  because  it  poses  a threat  to  the 
free  practice  of  medicine  and  the  continued 
life  of  the  Medical-Surgical  Plan  of  New 
Jersey. 

•S-337— To  provide  for  the  construction  of  Community 
Mental  Health  Center  to  be  managed  by  the 
New  Jersey  College  of  Medicine  and  Dentistry. 
APPROVED 

•S-350— To  authorize  the  school  medical  inspector  to 
accept  the  report  of  physical  examination  of  a 
pupil  bv  his  treating  physician.  ACTIVE 
SUPPORT 

•S-356- To  provide  a penalty  for  operation  of  a mo- 
tor vehicle  while  under  the  influence  of 
marijuana.  APPROVED 

•S-365— To  provide  for  the  confidentiality  of  informa- 
tion and  data  secured  by  and  in  possession  of 
hospitals  or  extended  care  facility  utilization 
review  committees.  ACTIVE  SUPPORT 

•S-366— To  provide  that  medical  records  or  photo- 
graphic reproductions  shall  be  retainecl  by  a 
hospital  for  seven  years  following  the  most 
recent  discharge  of  a patient  or  until  the  con- 
fined person  reaches  age  23,  whichever  is  later; 
to  require  retention  of  a discharge  summary 
sheet  for  20  years  and  x-rav  films  for  5 years. 

approved' 

S-387— To  define  “resident”  in  the  act  regulating  rest 
homes  for  sheltered  care  and  to  provide  that 
nothing  in  the  act  shall  prevent  care  of  resi- 
dents in  emergency  cases  where  the  attending 
physician  certifies  that  continued  care  is  in 
the  best  interest  of  the  resident.  APPROVED 

S-404— To  provide  that  any  person  who  advertises, 
sells  or  offers  any  person  any  compound  in- 
tended for  household  use  which  contains 
poisonous  ingredients  and  does  not  label  such 
package  clearly  is  a disorderly  person.  AP- 
PROVED 

S-408— To  provide  that  the  Board  of  Trustees  of  the 
New  Jersey  Medical  and  Dental  College  shall 
consist  of  9 instead  of  7 members.  NO  AC- 
TION 

•S-413— To  provide  that  the  State  Sanitary  Code  shall 
not  contain  any  regulation  which  requires  or 
directs  the  mandatory  fluoridation  of  any  pub- 
lic potable  water  supply.  APPROVED 

•S-424— To  provide  that  any  applicant  for  a chiroprac- 
tic license  must  have  completed  no  less  than 
one  and  one-half  years  of  study  in  accredited 
school  or  college  of  arts  and  sciences  before 
commencing  study  in  the  approved  school  of 
chiropractic.  NO  ACTION 

•S-427— To  provide  for  establishment  of  regional 
evaluation  centers  for  mentally  retarded,  phy- 
sically handicapped,  emotionally  disturbed,  so- 
cially maladjusted  and  multiple  handicapped 
children.  NO  ACTION 

S-439— To  permit  any  person,  including  his  insurer, 

.‘\-327— to  make  payment  to,  or  on  behalf  of,  a poten- 
tial plaintiff  for  losses  or  expenses  resulting 


from  anv  accident,  wiiliout  admission  of 
liability.  APPROVED 

S-489— To  authorize  hospital  service  corporations  to 
include  such  health  care  services  or  supplies  as 
are  approved  for  inclusion  in  their  contracts 
by  the  Commissioner  of  Banking  and  Insur- 
ance. DISAPPROVED,  because  this  bill  would 
enable  hospital  service  plan  to  provide  medi- 
cal services,  a result  which  is  invasive  of  the 
historical  function  of  the  medical  service  cor- 
poration and  has  dangerous  implications  to 
the  private  practice  of  medicine. 

S-492— To  permit  employers  of  Public  and  School 
Employees  Health  Benefit  Plan  to  extend 
benefits  of  fully  paid  health  insurance  to  their 
employees  after  they  retire.  APPROVED 

S-493— To  permit  public  employers  to  extend  benefits 
of  fully  paid  health  insurance  to  their  em- 
ployees after  they  retire.  APPROI’ED 

S-505— To  authorize  a bond  issue,  afer  referendum  of 
$100,000,000  to  provide  State  grants-in-aid  for 
capital  constructioti  and  modernization  of 
voluntary  non-profit  community  hospital  and 
related  medical  facilities.  NO  ACTION 

S-.340— To  provide  for  appointment  of  2 licensed 
practical  nurses  to  the  New  Jersey  Board  of 
Nursing.  APPROVED 

SJR-10— To  create  a commission  to  study  and  evaluate 
the  effectiveness  of  existing  laws,  rules  and 
regulations  relating  to  the  practice  of  all 
branches  of  the  healing  arts  dealing  with  any 
part  of  the  mind  or  bodv  of  human  beings. 
APPROVED 

SR-6  —To  create  the  “Senate  Special  Committee  on 
the  Training  of  General  Practitioners  of  Medi- 
cine and  Dentistry”  to  inquire  into  what  steps 
the  State  medical  and  dental  colleges  have 
taken  to  comply  with  legislation  to  prepare 
students  for  general  practice  in  these  profes- 
sions. 

A-3  —To  require  licensing  of  the  practice  of  medical 
technology;  to  create  a Medical  Technology' 
■Advisory  Committee.  DISAPPROVED,  because 
there  is  currently  in  New  Jersey  and  across  the 
nation  a serious  ancillary  personnel  manpower 
shortage.  The  excessively  proscriptive  provi- 
sions of  Sections  6,  7,  and  8 of  this  bill  will 
only  serve  to  aggravate  and  intensify  the 
dearth  of  qualified  personnel  and  will  have 
an  untoward  effect  upon  the  delivery  of 
quality  health  care. 

*.A-21  —To  authorize  persons  who  successfully  com- 
plete a course  of  training  in  a public  or  pri- 
vate hospital  or  who  have  assisted  physicians 
for  not  less  than  two  vears  to  carry  out 
limited  ancillary  technical  procedures  in  as- 
sistance of  physicians.  ACTIVE  SUPPORT 

*A-23  —To  provide  for  civil  commitment  of  drug  ad- 

S-177-dicts.  APPROVED 

A-70  —To  allow  residents  of  boarding  homes  for 
sheltered  care  or  rest  homes  to  receive  nurs- 
ing care  upon  certification  of  the  attending 
physician.  APPROVED 

*.A-105— To  provide  that  alcohol  in  excess  of  0.03% 
but  less  than  0.10%  in  a motor  vehicle  opera- 
tor’s blood  shall  not  give  rise  to  a presump- 
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tion  that  his  driving  ability  was  or  was  not 
impaired  by  consumption  of  alcohol.  AP- 
PROVED 

*A-106— To  authorize  the  Commissioner  of  Health  to 
prohibit,  restrict  or  condition,  permanently 
or  for  a specified  time,  any  activity  contribut- 
ing to  air  pollution;  to  prohibit,  permanently, 
the  construction  or  operation  of  an  industrial 
process  if  its  contribution  to  air  pollution 
would  constitute  an  unreasonable  risk  and  to 
provide  for  public  hearing  after  public  notice 
upon  the  proposal  to  exercise  such  power. 
APPROVED 

*A-107— To  authorize  a governing  body  to  prescribe 
penalties  for  violation  of  air  pollution  control 
ordinances  but  not  in  excess  of  those  pre- 
scribed in  Chapter  212,  Laws  of  1954,  Section 
19.  APPROVED 

A-108— To  authorize  establishment  of  regional  air 
pollution  control  districts.  APPROVED 

♦A-114- To  establish  a Noise  Control  Act;  to  em- 
power the  Commissioner  of  Health  to  pro- 
mulgate codes,  rules  and  regulations  for  the 
control  of  noise.  APPROVED 

-\-120— To  provide  for  commitment  of  convicted  sex 
offenders;  to  provide  for  physical  and  mental 
examinations  and  special  treatment;  to  pro- 
vide for  payment  of  maintenance  costs  by  the 
treated  person  or  his  family.  APPROVED 

♦A-121— To  provide  for  the  registration  and  licensing 

S-153— of  electrologists  by  the  Board  of  Medical  Ex- 
aminers. APPROVED 

*A-124— To  repeal  the  tax  on  gross  receipts  of  unincor- 

S-165— porated  businesses.  APPROVED 

*A-126— To  increase  penalties  for  violations  of  the 
narcotic  drugs  act  and  to  provide  for  examina- 
tion of  suspected  narcotic  and  drug  addicts  by 
two  qualified  physicians  upon  court  initiative 
or  request  of  counsel  for  the  defendant.  NO 
ACTION 

A-137— To  authorize  gifts  of  all  or  part  of  a human 
body  after  death  for  advancement  of  medical 
science  or  replacement  or  rehabilitation  of  dis- 
eased or  worn  out  parts  or  organs.  AP- 
PROVED 

A-145— To  authorize  hospital  service  corporations  to 
include  health  care  services  or  supplies  as  are 
approved  for  such  inclusion  in  their  contracts 
by  the  Commissioner  of  Banking  and  Insur- 
ance. DISAPPROVED,  because  this  bill  would 
enable  hospital  service  plans  to  provide  medi- 
cal services,  a result  which  is  invasive  of  the 
historical  function  of  the  medical  services  cor- 
poration and  has  dangerous  implication  to 
the  private  practice  of  medicine. 

•A-170— To  provide  that  no  municipality  shall  treat 
its  water  supply  with  fluoride  unless  first  au- 
thorized by  the  legal  voters.  APPROVED 

,4-180— To  delete  from  the  act  concerning  assistance 
for  dependent  children  that  provision  which 
provides  that  a determination  of  a right  to 
financial  assistance  by  reason  of  unemploy- 
ment or  underemployment  of  parents  shall 
not  constitute  such  persons  as  eligible  for 
coverage  under  the  “New  Jersey  Medical  As- 
sistance Act.’’  APPROVED 


A-181— To  delete  from  the  public  assistance  act  that 
provision  which  provides  that  any  grant  of 
old  age  assistance  shall  not  make  recipients 
thereof  eligible  for  coverage  under  the  “New 
Jersey  Medical  Assistance  Act."  APPROVED 

A- 188— To  authorize  hospital  service  corporations  to 
issue  additional  health  care  services  as  ap- 
proved by  the  Commissioner  of  Banking  and 
Insurance.  DISAPPROVED,  because  this  bill 
would  enable  hospital  service  plans  to  provide 
medical  services,  a result  which  is  invasive  of 
the  historical  function  of  the  medical  services 
corporation  and  has  dangerous  implications  to 
the  private  practice  of  medicine. 

A- 189— To  authorize  medical  service  corporations  to 
issue  benefits  for  health  care  services,  other 
than  medical  services,  as  approved  by  the 
Commissioner  of  Banking  and  Insurance.  DIS- 
APPROVED, because  the  medical  service 
corporation  was  founded  under  the  auspices 
of  The  Medical  Society  of  New  Jersey.  Its  sole 
function  is  to  provide  benefits  for  medical 
services  and  it  should  restrict  itself  to  this  type 
of  service.  “Other  health  care  services’’  might 
include  services  not  medical  in  nature. 

A-200— To  provide  for  licensing,  inspection,  and  reg- 
ulation of  medical  care  facilities,  to  create  a 
Commission  on  Hospital  Care  and  Related 
Services  and  to  provide  for  enforcement.  NO 
ACTION 

A-214— To  provide  that  any  condition  or  impairment 
of  health  to  a uniformed  member  of  a paid 
fire  department  caused  by  hypertension,  heart 
disease,  or  tuberculosis  shall  be  deemed  to  be 
an  occupational  disease.  DISAPPROVED,  be- 
cause it  involves  diagnosis  by  legislative  enact- 
ment rather  than  by  medical  investigation. 

*.4-232— To  provide  that  no  dog  or  other  animal 
caught  and  detained  shall  be  sold  or  other- 
wise made  available  for  the  purpose  of  experi- 
mentation. DISAPPROVED,  Irecause  it  would 
hinder  progress  of  scientific  animal  research, 
with  jeopardy  to  the  public  welfare. 

*.4-271— To  establish  a Division  of  Narcotic  and  Drug 
Abuse  Control  in  the  Department  of  Health. 
APPROVED 

*,4-272— To  provide  that  prepackaged  meat  shall  be  in 
containers  which  are  colorless  and  transparent 
on  all  sides.  NO  ACTION 

A-279— To  increase  maximum  weeklv  Workmens 
Compensation  benefits  for  death,  permanent 
total  and  temporary  disabilitv  to  $90;  to  in- 
crease maximum  weeklv  benefits  for  perma- 
nent partial  disability  to  S45  and  to  increase 
number  of  weeks  for  enucleation  of  an  eye. 
25%  increase  in  amputation  awards  and  other 
changes.  NO  ACTION 

*.4-285— To  provide  that  no  hospital  emergencv  receiv- 
ing room  shall  be  open  for  treatment  unless 
there  is  in  attendance  at  least  one  person  on 
the  staff  who  speaks  English  and  is  capable  of 
interpreting  same  in  the  language  of  the 
licensed  medical  practitioner  in  charge  of  such 
room.  APPROVED 

A-322— To  repeal  the  gross  receipts  excise  tax  on  tin- 
incorporated  businesses.  ACTIVE  SUPPORT 
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_\.327— To  permit  any  person,  including  his  insurer, 
S-439— to  make  payment  to,  or  on  behalf  of,  a poten- 
tial plantirt  for  losses  or  expenses  resulting 
from  any  accident,  without  admission  of 
liability.  APPROVED 

A-328— To  provide  that  the  name  of  a corporation  or- 
ganized under  “The  Professional  Service  Cor- 
poration Act”  shall  contain  a name  descriptive 
of  the  type  of  professional  service  in  which  it 
is  engaged.  APPROVED 

A-358— To  establish  motor  vehicle  offenses  for  driving 
while  under  the  influence  of  intoxicating 
liquor  and  while  ability  to  operate  a motor 
vehicle  is  impaired  by  consumption  of  alcohol, 
and  to  permit  the  Superintendent  of  State 
Police  to  issue  orders  from  time  to  time  to 
halt  at  random  any  vehicle  and  request  the 
operator  to  submit  to  an  analysis  of  his  blood 
for  alcohol  and  to  provide  penalties.  DISAP- 
PROVED, the  medical  aspects  of  this  bill  are 
proper,  but  the  enforcement  procedure  and 
the  penalties  prescribed  are  an  abridgement  of 
the  rights  of  a citizen. 

A-359— To  provide  for  a penalty  of  imprisonment  for 
30  days  for  the  first  offense  of  operating  a mo- 
tor vehicle  while  under  the  influence  of  al- 
cohol or  drugs  or  where  an  owner  lets  another 
under  such  influence  operate  a motor  vehicle. 
DISAPPROVED,  the  medical  aspects  of  this 
bill  are  proper,  but  the  enforcement  proce- 
dure and  the  penalties  prescribed  are  an 
abridgement  of  the  rights  of  a citizen. 

A-371— To  provide  that  any  person  employed  in  a 
county  narcotics  clinic  as  a psychiatric  social 
worker  and/or  social  worker  in  a narcotics 
clinic  who  assumes  responsibility  of  tbe  Direc- 
tor in  his  absence  and  attends  meetings  in  his 
place  and  who  has  trained  and  instructed 
others  and  worked  for  a clinic  for  18  months 
and  with  the  Narcotics  Commission  for  5 vears 
shall  be  eligible  for  appointment  as  Assistant 
Director.  DISAPPROVED^  because  tbe  person 
holding  the  position  of  assistant  director  of  a 
county  narcotics  clinic  should  be  a physician. 

A-390— To  prohibit  sales  of  motor  vehicles  and  motor- 
cycles which  exceed  prescribed  noise  standards. 
NO  ACTION 

*A-392— To  provide  for  determination  of  potable  rvater 
standards  by  the  Department  of  Health;  to 
provide  for  hearings  prior  to  adoption  of  such 
standards:  to  prohibit  construction  of  any  new 
water  supply  system,  pumping  station  or  water 
stoppage  facility  until  the  sanitary  engineer- 
ing features  of  plans  and  specifications  have 
been  reviewed  and  to  provide  for  supervision 
of  all  water  supply  systems  with  respect  to 
quality,  protection,  and  maintenance  of  ade- 
quate volume.  APPROVED 

*.\-394— To  permit  the  Department  of  Health  to  ex- 
empt incinerators  which  by  type  and  size,  in 
its  opinion,  should  not  be  subject  to  the 
licensing  requirements  of  the  solid  waste  dis- 
posal act.  APPROVED 

•A-446— To  require  ophthalmic  dispensers  to  hold  a 
high  school  diploma  or  equivalent  in  order  to 
qualify  for  examination  and  certification.  AP- 
PROVED 


■•\-448— To  delete  the  December  31,  1909  termination 
date  applicable  to  prohibitorv  proi  isions  con- 
cerning the  practice  of  medicine  ami  surgery 
from  which  exemption  may  he  granted  to 
doctors  employed  on  the  medical  staff  of  a 
state  agency.  DISAPPROVED,  because  of  the 
indefinite  extension  of  time  which  this  hill 
effects. 

•A-468— To  provide  that  licensed  psychiatrists  or  psy- 
chiatric social  workers  within  a community 
health  center  shall  be  entitled  to  reimburse- 
ment for  services  performed  under  any  policy 
of  group  accident,  group  health  and  group  ac- 
cident and  health  insurance.  DISAPPROVED, 
insofar  as  licensed  psychiatrists  and  psy- 
chologists are  concerned,  these  bills  are  un- 
necessary because  these  individuals  are  already 
entitled  to  reimbursement  for  eligible  services 
to  eligible  subscribers  which  they  render  un- 
der the  scope  of  their  professional  licenses.  As 
regards  psychiatric  social  workers  these  bills 
are  undesirable  because  such  workers  are  not 
licensed  or  in  any  other  wav  authorized  to 
serve  as  dispensers  of  health  care  serv  ices,  and 
the  bills  do  not  include  a definition  to  in- 
dicate what  actual  work  a psychiatric  social 
worker  is  permitted  to  perform. 

*A-471— To  provide  licensed  practicing  psychologists, 
psychiatrists  or  psychiatric  social  workers  with- 
in a community  mental  health  center  with 
reimbursement  for  services  performed  under 
any  policy  of  accident  and  sickness  insurance. 
DISAPPROVED,  for  the  same  reasons  as  set 
forth  in  A-468. 

*A-473— To  provide  that  benefits  under  anv  policy  of 
accident  and  sickness  shall  not  be  denied  anv 
individual  when  services  are  performed  bv  a 
licensed  practicing  psychologist,  psvchiatrist  or 
psychiatric  social  worker.  DISAPPROVED  for 
the  same  reasons  as  set  forth  in  A-468. 

*,\-479— To  provide  for  control  and  abatement  of 
noise,  to  create  a Noise  Control  Council  in  the 
Department  of  Health;  to  define  “noise”  as 
“unwanted  sound,”  and  excludes  all  aspects  of 
employer-employee  relationship  as  to  health 
and  safetv  hazards.  APPROVED 

*A-518— To  provide  that  no  dog  or  other  animal 
caught  or  procured  shall  be  made  available  for 
the  purpose  of  experimentation.  DISAP- 
PROVED, because  it  would  hinder  progress 
of  scientific  animal  research,  with  jeopardv  to 
the  public  welfare. 

A-520— To  delete  protective  helmets  from  the  act  re- 
quiring certain  equipment  for  motorcvcle  op- 
erators and  passengers.  DISAPPROVED,  be- 
cause protective  helmets  are  a verv  necessary 
safety  device  for  operators  and  passengers  of 
motorcycles. 

*A-538— To  regulate  and  control  the  sale  and  distribu- 
tion of  drugs,  medicines,  and  poisons  and  the 
practice  of  pharmacy.  A'O  ACTION 

A-589— To  create  a Governor-appointed  commission 
known  as  the  Rutgers,  .South  Jersev  Medical 
and  Dental  College  Planning  Cotincil.  to 
choose  a site  for  a medical-dental  school  in 
South  Jersey.  ACTIVE  SUPPORT 

Approved  with  commendation  to  the  Choirman,  members  of 

the  Council,  and  the  Legislative  Analyst  for  a job  well  done 

( page  418) 
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Supplemental  Report  #1 

At  its  20  April  meeting,  the  Board  of  Trustees 
considered  and  acted  upon  recommendations 
from  the  Council’s  meeting  of  17  April.  The 
Council  therefore  offers  this  Supplemental  Re- 
port # 1 covering  the  bills  dealt  with  since  the 
compilation  of  its  annual  report. 

Report  on  S-21  1 

S-211— To  authorize  the  issuance  of  limited  licenses  to 
practice  medicine  and  limited  licenses  as  as- 
sistants in  medicine. 

1 he  Council  originally  took  a position  of 
“DISAPPROT’ED,  pending  considtation  with 
the  sponsors  of  the  bill  and  medical  schools, 
because  we  do  not  find  this  bill  and  its  terms 
and  elements  completely  clear  and  because  it 
has  very  vital  application  to  the  standards  of 
medical  care  and  the  public  interest”  on  this 
measure.  At  their  17  April  meeting,  after  con- 
sideration of  material  before  them  and  fur- 
ther discussion  on  S-211,  they  reaffirmed  their 
position  of  “disapproved”  for  the  following 
reason: 

DISAPPROVED,  as  undesirable  and  unnecessary  be- 
cause interns  and  residents  are  presently  not  required 
to  hold  licenses  as  physicians  and  surgeons  to  serve  in 
hospitals  in  New  Jersey.  No  licenses  should  be  granted 
to  other  than  demonstrably  qualified  persons  who  have 
met  the  requirements  of  the  Medical  Practice  Act. 

Current  State  Legislation 

I'he  following  list  presents  the  official  posi- 
tion of  MSNJ  regarding  additional  bills  cur- 
rently in  the  Legislature.  Those  measures 
thus  marked  (*)  are  identical  with  bills  of  last 
year  — or  preceding  years  — and  the  Society’s 
official  position  concerning  them  is  the  same. 

*S-481— To  provide  for  licensing  of  any  applicant  for 
a license  to  practice  medicine  and  surgery  who 
can  establish  he  has  been  examined  and 
licensed  by  certificate  of  the  National  Board  of 
Examiners  for  Osteopathic  Physicians  and 
Surgeons.  APPROVED 

*S-.'j61— To  define,  under  the  Hazardous  Substances 
Labeling  and  Sales  Act,  the  term  ‘‘label”  as 
applied  to  an  unpackaged  article;  the  term 
"misbranded  package”  to  include  a child's  toy 
and  to  provide  a definition  for  ‘‘banned 
hazardous  substance.”  APPROVED 

S-r)f)7— To  increase  maximum  weekly  workmen’s  com- 
.^■279— pcnsation  benefits  to  $90  for  permanent  total 
and  temporary  disabilities  and  death  benefits. 


to  increase  permanent  partial  disability  week- 
ly benefits  to  $45,  to  provide  increased  benefits 
for  amputations  and  enucleation  of  the  eye;  to 
provide  for  appointment  of  judges  of  com- 
pensation by  the  Governor  with  advice  and 
consent  of  the  Senate,  to  provide  for  lump 
sum  settlements  and  other  amendments.  NO 
ACTION 

*S-570— To  provide  hospital,  medical,  surgical  and 
major  medical  expense  benefits  for  State  em- 
ployees and  their  dependents  and  to  permit  a 
refund  from  the  State  Health  Benefits  Com- 
mission to  an  employee  of  an  employer  other 
than  the  State  whose  spouse  is  also  an  em- 
ployee of  an  employer  other  than  the  State 
where  the  spouse  is  enrolled  as  a dependent 
and  the  employee  is  required  to  pay  the  full 
cost  of  dependent  coverage.  NO  ACTION 

S-586— To  require  trustees  of  the  New  Jersey  Medical 
and  Dental  College  to  appoint  employees  in 
accordance  with  provisions  of  Title  11  Civil 
Service.  NO  ACTION 

S-599— To  provide  that  in  approving  dental  x-ray 
technology  the  board  shall  take  into  considera- 
tion standards  adopted  by  the  American  Den- 
tal Association  for  training  dental  hygienists 
and  dental  assistants.  APPROVED 

S-641— To  provide  for  issuance  of  certificates  for  the 
operation  of  air  pollution  control  equipment 
or  apparatus  in  dwellings  where  such  can  be 
operated  without  violating  any  pertinent  codes 
or  regulations  and  if  such  equipment  incor- 
porates the  latest  advances  in  control  tech- 
nology. APPROl'ED 

S-642— To  define  “area”  in  the  Air  Pollution  Emer- 
gency Control  Act  to  mean  only  that  portion 
or  portions  of  the  State  described  in  the 
Governor’s  air  pollution  emergency  declara- 
tion. APPROVED 

S-643— To  authorize  the  Clean  Air  Council  to  estab- 
lish an  ad  hoc  joint  technical  committee  of  7 
members  with  power  to  promulgate  rules  and 
regulations.  DISAPPROVED,  because  there  is 
no  evidence  at  the  present  time  that  the  con- 
trol now  exercised  by  the  Department  of 
Health  is  not  satisfactory  and  that  the  person- 
nel of  this  proposed  ad  hoc  committee  would 
be  as  well  informed  in  the  control  of  air  pol- 
lution as  is  the  Department  of  Health. 

S-646— To  provide  for  the  establishment  of  air  pollu- 
tion control  commissions  in  the  counties.  DIS- 
APPROVED,  because  there  is  no  evidence  at 
the  present  time  that  the  control  that  is  now 
exercised  by  the  Department  of  Health  is  not 
satisfactory  and  that  the  personnel  who  would 
control  these  committees  would  be  as  well  in- 
formed in  the  control  of  air  pollution  as  the 
Department  of  Health.  Moreover,  the  prevail- 
ing unified  control  would  be  jeopardized. 

S-fifil— To  put  the  Division  of  State  Medical  Exami- 
nation in  the  Department  of  Health,  removing 
it  from  the  Department  of  Law  and  Public 
Safety  and  to  provide  for  supervision  by  the 
Commissioner  of  Health  in  place  of  the  .At- 
torney General.  DISAPPROVED,  because  by 
far  the  greatest  part  of  the  work  of  the  Office 
of  the  State  Medical  Examiner  lies  in  the 
area  of  law  enforcement  and  police  investiga- 
tion and  is  more  proper  to  the  Department  of 
I.aw  and  Public  Safety  than  to  the  Depart- 
ment of  Health. 
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S-()()9— To  establish  the  “New  Jersey  Pure  Water 
Bond  Act’’  authorizing  issuance  of  bonds,  after 
referendum,  in  the  amount  of  $304,850,000  for 
water  supply  and  water  treatment  facilities. 
A'O  ACTION 

S-689— To  exempt  from  the  restrictive  provisions  of 
the  New  Jersey  Industrial  Home  Work  Law 
those  persons  homebound  because  of  advanced 
age,  physical  or  mental  disability,  injury  or 
illness;  to  provide  for  medical  certification  of 
ability:  to  establish  that  the  N.J.  Rehabilita- 
tion Commission,  N.J.  Commission  for  the 
Blind  or  other  agency  recommends  employ- 
ment; to  authorize  the  Commissioner  of  Labor 
and  Industry  to  promulgate  rules  and  regula- 
tions and  other  amendments.  APPROVED 

.S-721— To  require  the  Commissioner  of  Institutions 
and  Agencies  to  establish  a program  of  educa- 
tion in  the  legal,  sociological,  medical  and  psy- 
chological aspects  of  the  prevention  and  con- 
trol of  drug  abuse  and  narcotic  addiction  to 
be  administered  by  his  Department.  AP- 
PRO JED 

S-72.5— To  provide  for  continuation  of  facilities  to 
educate  handicapped  children  through  the 
summer  months;  to  define  "atypical  pupils”  to 
include  those  classified  as  handicapped  and  in- 
clude pupils  of  ages  3 through  20  years.  AP- 
PROVED 

S-727— To  permit  subscribers  to  medical  service  cor- 
porations the  benefit  of  physical  therapy  serv- 
ices performed  by  a registered  physical 
therapist  elsewhere  than  in  a hospital.  AP- 
PROVED 

*.\127— To  define  a “depressant  or  stimulant  drug”  to 
include  any  hallucinogenic  drug,  including  d- 
lysergic  acid  diethylamide  (LSD),  n-n-dime- 
thyltryptamine  (DMT)  psilocybia,  mescaline, 
peyote,  bufotenin,  epena,  parua,  ayahuasca, 
yage,  caapi,  amaneta  muscaria  and  other  sub- 
stances; and  to  provide  penalties.  APPROl'ED 

■\-270— To  provide  for  the  mandatory  civil  commit- 
ment of  drug  addicts  and  to  establish  a pro- 
cedure therefore.  APPRO J'ED 

.\-372— To  provide  that  when  an  applicant  for  a 
nurse’s  license  has  been  previously  licensed  or 
registered  under  the  laws  of  another  state, 
territory,  possession  of  the  United  States  or 
any  foreign  country,  the  examination  shall  be 
limited  to  subjects  prescribed  by  the  New  Jer- 
sey Board  of  Nursing  and  not  covered  in  the 
initial  examination.  DISAPPROJ'ED,  in  sup- 
port of  the  position  of  the  State  Board  of 
Nursing  and  because  it  would  impair  the  uni- 
form standards  for  licensing  nurses  in  New 
Jersey. 

*.\-382— To  establish  a Division  of  Medical  Care  Facili- 
ties within  the  Department  of  Health  with 
comprehensive  responsibility  for  the  develop- 
ment and  administration  of  State  policy  with 
respect  to  hospital  and  related  medical  care 
services  in  all  public  and  private  institutions. 
DISAPPROVED,  WITH  ACTIVE  OPPOSI- 
TION IF  BILL  MOJ'ES,  because  it  poses  a 
threat  to  the  free  practice  of  medicine  and  the 
continued  life  of  the  Medical-Surgical  Plan  ol 
New  Jersey. 


A-614— To  provide  that  the  requirement  of  a certi- 
ficate under  the  act  concerning  regulation  and 
certification  of  x-ray  technicians  shall  not  ap- 
ply to  licensed  dentists  and  persons  who  op- 
erate, under  a licensed  dentist’s  direct  super- 
vision, only  x-ray  equipment  designed  for  den- 
tal radiographs.  (Amends  A-660  of  1968  — ap- 
proved) APPROVED 

A-618— To  provide  that  nothing  contained  in  the 
Workmen’s  Compensation  Law  shall  be  con- 
strued to  render  immune  from  liability  under 
the  common  law  or  otherwise,  on  account  of 
an  injury  or  death,  any  person  who  at  the 
time  of  the  injury  or  death  was  in  the  em- 
ployment for  the  same  employer  as  the  person 
injured  or  killed  and  who  engaged  in  the 
practice  of  medicine.  (Companion  to  A-033  of 
this  year.)  DISAPPROJ'ED,  because  it  dis- 
criminates against  doctors  of  medicine  among 
licensed  practitioners  of  the  healing  arts  and 
does  not  restrict  the  liability  to  acts  of  profes- 
sional service. 

*A-628— To  exempt  over-the-counter  drugs  recom- 
mended and  generally  sold  for  the  relief  of 
pain,  ailments,  distresses  or  disorders  of  the 
human  body  from  the  Sales  and  Use  Tax  Act. 
APPROVED 

A-633— To  provide  that  nothing  contained  in  the 
Workmen’s  Compensation  Law  shall  be  con- 
strued to  render  immune  from  liability  under 
the  common  law  or  otherwise,  on  account  of 
an  injury  or  death,  any  person  who,  at  the 
time  of  the  injury  or  death,  was  in  the  em- 
ployment of  the  same  employer  as  the  person 
injured  or  killed  and  who  engaged  in  the 
practice  of  medicine,  surgery,  dentistry  or 
chiropractic.  (Companion  to  A-618  of  this 
year.)  APPRO  J'ED 

A-638— To  require  disclosure  of  generic  ami  brand 
names  on  prescription  drugs,  compounds  and 
medicines.  APPROJ’ED 

A-6.57— To  require  all  passenger  automobiles  to  be 
equipped  with  ventilation  systems  while  the 
motor  is  running  effective  July  1,  1970,  of  a 
type  approved  by  the  Director  of  Motor 
Vehicles.  APPROVED 

A-663— To  increase  penalty  for  violation  of  health 
ordinances  to  imprisonment  for  90  days  or  a 
fine  of  $1,000  or  both.  NO  ACTION 

*.A-664— To  establish  presumptions  in  certain  illnesses 
of  firemen  and  policemen.  DISAPPROJ’ED, 
because  it  involved  diagnosis  by  legislative 
enactment  rather  than  by  medical  investiga- 
tion. 

*.A-670— To  include  carbon  tetrachloride  in  the  phrase 
defining  “glue.”  APPROl'ED 

*A-677— To  establish  penalties  for  violations  of  the  mo- 
tor vehicle  laws  when  a person  is  convicted  of 
violations  while  under  the  influence  of  al- 
cohol or  narcotic  or  habit  producing  drugs. 
NO  ACTION 

A-688— To  provide  that  if  perishable  items  are  in 
package  form  they  shall  contain  a label  in  12 
point  type  which  shall  read  “do  not  use  after” 
followed  by  a date.  APPROJ'ED 

A-690— To  provide  that  grounds  for  refusal  to  grant 
or  suspend  or  revoke  licenses  to  practice  medi- 
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cine,  surgery  or  chiropractic  shall  include 
violations  of  any  provision  of  the  act  or  any 
rule,  regulation,  code  of  ethics  promulgated 
by  the  Board  of  Medical  Examiners  or  where 
a practitioner  is  found  guilty  of  unprofession- 
al, dishonorable  or  unethical  conduct.  DIS- 
APPROVED, because  it  is  the  proper  function 
of  the  State  Board  of  Medical  Examiners  to 
enforce  the  rules  and  laws  governing  the  prac- 
tice of  medicine,  and  it  is  the  province  of  the 
profession  of  medicine  itself  to  enforce  con- 
formity with  principles  of  ethics  and  standards 
of  professional  conduct. 

A-703— To  increase  the  maximum  and  minimum 
penalties  for  violations  of  health  ordinances. 
NO  ACTION 

A-708— To  provide  for  dating  of  frozen  foods;  to  re- 
quire the  Department  of  Health  to  promul- 
gate standards  for  maximum  lengths  of  time 
various  types  of  foods  may  be  kept  frozen 
without  damage  to  healthfulness,  nutritive 
value  or  palatability.  NO  ACTION 

A-713— To  provide  that  no  person  may  fabricate  or 
sell  eyeglasses  or  sunglasses  unless  fitted  with 
plastic  or  glass  lenses  which  are  tempered  and 
case  hardened  with  minimum  thickness  of  2 
millimeters,  and  to  prohibit  cellulose  nitrate 
or  other  highly  flammable  frames.  AP- 
PROVED 

*A-758— To  provide  that  the  term  “depressant  or 
stimulant  drug”  shall  include  any  hallucino- 
genic drug,  to  prohibit  possession  of  such 
clrugs  by  unauthorized  persons.  APPROVED 


■\-776— To  authorize  the  Commissioner  of  Health  to 
establish  and  operate  community  health  cen- 
ters under  the  "Community  Health  Center 
Demonstration  Act.”  NO  ACTION 

A-811— To  provide  that  no  commercal  licensee  shall 
collect  blood  for  transfusions  and  pay  a con- 
sideration therefor  unless,  prior  to  phlebo- 
tomy, the  donor  is  examined  bv  a physician. 
APPROVED 

A-819— To  establish  the  Clean  ^Vater  Treatment  Bond 
Act  providing  for  a bond  issue  of  $20,000,000 
for  controlling  and  eliminating  pollution  of 
streams,  lakes,  waterways,  bays  and  other  tidal 
and  surface  waters  by  acquiring  and  construct- 
ing public  water  treatment  facilities.  NO  AC- 
TION 

A-820— To  provide  for  9 in  place  of  5 nursing  home 
administrators  on  the  Nursing  Home  Ad- 
ministrators Licensing  Board,  two  of  whom 
shall  be  administrators  of  governmentallv  op- 
erated nursing  homes  and  two  shall  be  from 
non-profit  homes  for  the  aged  with  licensed 
infirmaries.  A’O  ACTION 

A-842— To  appropriate  $100,000  to  the  State  Mosquito 
Control  Commission  for  transfer  to  the 
Agricultural  Experiment  Station  for  mosquito 
control  research.  NO  ACTION 

ACR-65— To  create  a commission  to  study  the  use, 
sources,  and  trafficking  in  narcotic  and  hallu- 
cinogenic drugs  in  high  schools,  colleges,  and 
universities.  APPROVED 

Approved  (page  4181 


Scientific  Section  in  Session 


352 


I HE  JOURNAL  OF  THE  MEDICAL  SOC.lE  l V OF  NEW  JERSEY 


Medical  Services 

Louis  K.  Collins,  M.D.,  Chairman,  Glassboro 

(Reference  Committee  “E”) 


The  Bylaws  state:  “The  function  of  the  Coun- 
cil on  Medical  Services  shall  be  to  study  and 
evaluate  matters  relevant  to  the  maintenance 
and  advancement  of  the  standards  and  charac- 
ter of  medical  practice  in  New  Jersey,  to  in- 
vestigate matters  pertaining  to  the  economic 
and  social  aspects  of  medical  care,  to  report 
findings  and  recommendations  to  the  Board 
of  Trustees  relative  to  official  policies  and 
positions  of  this  Society  in  the  field  of  medical 
service.”  The  Board  of  Trustees  has  added  to 
the  functions  of  the  Council  on  Medical  Serv- 
ices overall  responsibility  to  study  and  provide 
recommendations  concerning  (a)  all  aspects  of 
the  Medicare  and  Medicaid  programs  as  they 
operate  or  will  operate  in  New  Jersey;  and 
(b)  the  maintennce  of  quality  medical  care. 

In  fulfilling  these  assigned  functions,  the 
members  of  the  Council  on  Medical  Services 
have  been  very  active  in  the  past  year.  The 
following  reptort  will  give  in  detail  the  work 
of  the  Council  during  the  past  year. 

Physicians’  Fees  in  Workmen’s 
Compensation 

Once  again  considerable  time  was  devoted  to 
the  manner  in  which  the  State  is  arbitrarily 
reducing  physicians’  fees  for  medical  services 
rendered  to  State  employees  under  the  Work- 
men’s Compensation  Act.  Legal  Counsel  ex- 
plored the  area  of  contention  with  the  Divi- 
sion of  Workmen’s  Compensation  and  re- 
ported that  New  Jersey  law  provides  that 
where  an  employer  fails  or  neglects  to  secure 
the  services  of  a physician,  the  employee  may 
obtain  such  services  and  his  employer  is 
bound  to  pay  usual  fees  and  charges  prevail- 
ing in  the  same  community  for  similar  serv- 
ices. The  State  has  been  utilizing  a fee  sched- 
ule based  on  the  “Blue  Shield  500.”  When  a 
physician  can  establish  that  the  usual  charge 
in  the  community  for  the  service  he  rendered 
is  above  the  fixed  rate,  the  State  will  pay  the 
prevailing  fee.  Since  it  may  be  difficult  for  the 


physician  to  establish  that  his  fee  is  the  pre- 
vailing fee,  he  may  be  faced  with  a reduced 
payment.  The  only  redress  at  this  point  is  in 
the  courts  of  New  Jersey,  where  the  burden 
of  proof  is  on  the  physician. 

In  view  of  the  foregoing,  we  prepared  a state- 
ment with  the  approval  of  the  Board  of 
Trustees,  that  declared  in  essence  the  follow- 
ing: 

. . . “The  physician  who  will  not  settle  for  less  than  his 
usual  and  customary  fee  should  not  treat  a State  em- 
ployee for  a compensation  related  injury  or  illness,  or 
should  in  the  alternative,  prior  to  instituting  treat- 
ment, inform  the  patient  that  he  will  hold  him  per- 
sonally accountable  for  the  difference  between  the 
State  fee  schedule  and  his  usual  and  customarv 
charges.” 

The  entire  statement  appeared  in  the  January 
1969  issue  of  The  Journal. 

Utilization  of  Physicians’  Services  Under 
Part  B of  Medicare 

The  Bylaws  of  The  Medical  Society  of  New 
Jersey  mandate  that  all  complaints  against 
members  and  all  fee  disputes  shall  be  proc- 
essed through  the  Judicial  mechanism.  (Chap- 
ter VII,  Section  5,  Section  6.)  The  1968  House 
of  Delegates  in  considering  complaints  by  the 
fiscal  intermediary  concerning  utilization  of 
physicians’  services  under  Medicare  declared: 

“.  . . (2)  That  the  fiscal  intermediary  be  advised  that 
it  should  hie  a complaint  with  the  proper  committee 
of  the  component  society  — utilization  or  judicial  com- 
mittee — when  it  feels  (after  due  consultation  with  its 
medical  consultants  and  advisors)  that  such  action  is 
indicated.” 

The  fiscal  intermediary  appeared  before  the 
Council  and  requested  their  endorsement  of 
certain  utilization  guidelines.  After  studying 
this  entire  area  in  minute  detail,  it  was  the 
considered  opinion  of  the  Council  that  to 
state  that  a man  has  been  a patient  more 
often  than  is  necessary  and  has  billed  accord- 
ingly is,  in  fact,  to  question  his  ethical  deport- 
ment and  the  propriety  of  his  bill.  We  there- 
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fore  recominended  with  the  approval  of  the 
Board  of  Trustees  that: 

1)  When  the  Medicare  carrier,  after  due  consultation 
with  its  medical  advisors,  feels  that  a question  of  pro- 
fessional conduct  or  ethical  deportment  is  at  issue,  it 
be  advised  to  process  its  complaint  through  the  judi- 
cial mechanism  as  the  proper  agency  under  the  Bylaws 
of  MSNJ  (Chapter  \'II). 

2)  MSNJ  not  endorse  Prudential's  preparation  of 
guidelines,  nor  encourage  Prudential  to  prepare  them 
unilaterally. 

Approved  the  following  Reference  Committee  recommenda- 
tion: 

That  a special  committee  be  appointed  by  the  President  of 
The  Medical  Society  of  New  Jersey  to  investigate  this  mat- 
ter afer  a suitable  sampling  of  cases  is  secured  from  the 
utilization  review  committees  of  the  component  societies.  It 
is  emphasized  that  such  cases  are  not  to  include  those  in 
which  the  fiscal  intermediary  has  filed  a complaint  with  the 
judicial  committee  of  a component  society,  (page  4181 

^jpECiALTV  Services  to  Welfare  Recipients 

The  Council  received  a referral  from  the 
Board  of  Trustees  concerning  the  fees  paid 
to  physicians  on  an  arbitrary  basis  by  welfare 
agencies,  regardless  of  specialty  status  or  the 
nature  of  professional  services  rendered.  The 
same  issue  was  raised  by  Resolution  7 of  the 
1968  House  which  was  approved  as  amended. 
Resolution  8 of  the  1968  House  called  for  the 
payment  of  usual  and  customary  fees  for 
services  rendered  to  welfare  recipients.  As  a 
result,  on  5 June  1968,  a letter  was  trans- 
mitted to  the  Commissioner  of  Institutions 
and  Agencies  over  the  signature  of  the  Acting 
.Secretary  of  MSNJ.  A reply  was  received  a 
week  later  from  Maurice  G.  Kott,  Acting 
Commissioner  of  Institutions  and  Agencies,  to 
the  effect  that  the  matter  was  under  study  and 
that  the  Society  would  be  contacted  in  due 
course  and  asked  to  participate  in  discussions. 
Since  nine  months  have  elapsed  with  no  fur- 
ther response  from  the  Department  of  In- 
stitutions and  Agencies,  the  Council  recom- 
mended: 

That  the  Board  of  Trustees  communicate  with  Com- 
missioner McCorkle  of  the  New  Jersey  .State  Depart- 
ment of  Institutions  and  .Agencies,  to  ascertain  what 
action,  if  any,  has  been  taken  to  implement  the  provi- 
sions of  Resolutions  #7  and  #8,  as  adopted  by  the 
1068  House  of  Delegates. 

Statement  on  the  Delivery  of  Medical 
Care  Services 

The  Council  considered  a statement  drafted 
by  the  Connecticut  State  Medical  Society  con- 
cerning the  delivery  of  medical  care  services 
and  recommended  to  the  Board  of  Trustees 


that  it  be  endorsed  in  principle  and  that  the 
Connecticut  State  Medical  Society  be  so  in- 
formed. 

Blue  Cross-Blue  Shield  65 

The  Council  recommended  to  the  Board  of 
Trustees  that  it  record  MSNJ’s  dissatisfaction 
with  the  provisions  of  the  Blue  Cross-Blue 
Shield  65  supplement  to  Medicare  because  it 
favors  the  hospital  outpatient  department 
over  the  private  physician.  The  Board  of 
Trustees  directed  the  matter  to  the  President 
of  Blue  Shield.  A reply  was  received  indicat- 
ing that  a new  Rider  to  cover  this  problem 
would  be  available  in  1969.  The  Council 
notes  that  such  a Rider  is  now  being  mar- 
keted, and  for  the  present  it  is  satisfied  with 
the  action  taken. 

Title  XIX  in  New  Jersey 

The  Council  was  notified  by  the  Board  of 
Trustees  that  Dr.  Collins,  Dr.  Benz,  and  Mr. 
Maressa  are  to  act  as  official  liaison  in  discus- 
sions with  the  Department  of  Institutions  and 
Agencies  relative  to  Title  XIX  in  New  Jersey. 

During  the  course  of  the  year  various  organ- 
izations of  the  Society  were  active  in  suggest- 
ing amendments  to  the  proposed  Medicaid 
law.  Governor  Hughes  signed  S-850  as 
amended  on  15  January  1969.  This  legisla- 
tion embodied  two  of  the  elements  recom- 
mended officially  by  the  Society,  they  are: 

1)  Beneficiaries  uiuier  the  program  are  a.s.siired  free 
choice  of  physicians  and  hospitals. 

2)  That  physicians  are  free  to  administer  and  pre- 
scribe in  conformity  with  their  best  professional  judge- 
ment and  in  accord  with  their  legal  responsibility  for 
the  welfare  of  the  patients  under  their  care. 

There  is  no  provision  in  the  law  as  to  the  pro- 
cedure for  processing  claims,  nor  was  there 
established  a basis  of  payment  for  .services 
rendered  under  the  program. 

The  Board  of  Trustees  at  its  December  meet- 
ing appointed  a “Negotiating  Committee  for 
Medicaid’’  consisting  of  the  President,  Presi- 
dent-Elect, Chairman  and  Vice-Chairman  of 
the  Council  on  Medical  Services,  Chairman 
and  Vice-Chairman  of  the  Council  on  Legisla- 
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tion,  and  Drs.  Benz,  Franzoni,  and  Ornaf  lep- 
resenting  the  Council  on  Medical  Services.  It 
is  brought  to  your  attention  that  the  above- 
mentioned  members  representing  the  Council 
on  Medical  Services  are  drawn  from  each  of 
the  Judicial  Districts  of  The  Medical  Society 
of  New  Jersey. 

On  28  January  1969  a public  hearing  was  held 
by  the  Commissioner  of  Institutions  and 
Agencies  in  behalf  of  the  New  Jersey  Medic- 
aid Commission.  The  subject  matter  was 
limited  to  the  question  of  the  method  of  pay- 
ment of  claims  for  services  rendered  to  au- 
thorized beneficiaries  under  New  Jersey’s 


Medicaid  Program.  Dr.  Kustrup,  President  of 
The  Medical  Society  of  New  Jersey  presented 
a statement  incorporating  the  following 
points: 

1)  That  a qualified  insurance  carrier  be  designated  to 
process  claims  for  medical  services  rendered  Meilicaid 
beneficiaries. 

2)  That  payment  for  physicians’  professional  services 
be  on  the  basis  of  their  usual  and  customary  charges. 

At  the  time  of  the  preparation  of  this  report, 
the  New  Jersey  Medicaid  Commission  has  not 
announced  its  decision  in  regard  to  the  fore- 
going. 

Approved  (page  418) 


Sut>-Gommittees  of  tke  Gouncil  on  ITlec/ical  Si 


ervices 


Occupational  Health,  Workman's  Compensation, 
and  Rehabilitation 

Joseph  A.  Lepree,  M.D.,  Chairman,  Elizabeth 

(Reference  Committee  “E”) 


The  committee  met  with  Alfred  J.  Napier, 
Chief  Judge  of  Compensation  of  the  Division 
of  Workmen’s  Compensation,  and  Lawrence 
L.  Arcioni,  Executive  Assistant  to  the  Director 
of  Workmen’s  Compensation.  Judge  Napier 
requested  that  the  following  information  be 
distributed  to  the  members  of  The  Medical 
Society  of  New  Jersey,  and  the  committee  was 
unanimous  in  its  concurrence: 

“Temporary  disability  is  payable  to  the  point  where  an 
employee  receives  the  maximum  medical  benefit  to  re- 
store him  to  his  former  efficiency,  or  — stated  another 
way  — to  that  point  where  his  condition  will  no  longer 
improve  no  matter  what  medical  care  is  rendered  and 
any  disability  thus  becomes  permanent.’’ 

In  view  of  the  foregoing,  the  committee  ad- 
vises that: 

“The  term  ‘light  work’  should  be  used  with  discretion. 
Moreover,  an  explanation  should  be  given  as  to  the 
specific  type  of  duty  permitted,  with  a clear  indication 
as  to  whether  the  physician  plans  to  continue  treating 
the  patient.  It  should  also  be  indicated  that  the  pa- 
tient still  has  not  reached  the  maximum  benefit  of 
medical  treatment.” 

Once  again  the  issue  of  the  failure  of  the 


State  to  pay  treating  physicians  their  usual 
and  customary  fees  for  services  rendered  to 
State  employees  in  compensation  cases  was 
brought  to  the  attention  of  the  committee. 
This  matter  appears  in  detail  in  the  report  of 
the  Council  on  Medical  Services.  I wish  to 
include  in  this  report  our  opinion  that  the 
committee  feels  they  have  established  a firm 
rapport  with  Judge  Napier  and  Mr.  Arcioni. 

It  is  my  pleasure  to  note  that  by  action  of  the 
Board  of  Trustees,  The  Medical  Society  of 
New  Jersey  is  officially  co-sponsoring  the 
Golden  Jubilee  Symposium  of  the  New  Jersey 
Rehabilitation  Commission  to  be  held  on  16 
April  1969.  The  chairman  of  MSNJ’s  Com- 
mittee on  Occupational  Health,  'U^orkmen’s 
Compensation,  and  Rehabilitation  was  de- 
signated the  official  representative  of  MSNJ  to 
work  with  the  planning  committee  for  the 
fiftieth  anniversary  in  preparation  for  the 
program. 

Approved  (page  419) 
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Mental  Health 

Robert  S.  Garber,  M.D.,  Chairman,  Belle  Mead 

(Reference  Committee  “F”) 


This  year  we  launched  our  second  year  of 
existence  with  considerable  optimism.  How- 
ever, before  long  the  Council  seemed  to  bog 
down  in  its  goals,  and  as  we  approach  the 
closing  of  this  year  it  appears  that  little  was 
accomplished.  An  effort  to  stimulate  the 
Council  and  its  activities  resulted  in  an  in- 
vitation to  Joseph  Baker,  M.D.,  Special  Con- 
sultant to  the  AMA  Council  on  Mental 
Health,  to  visit  us,  and  this  was  accomplished 
at  our  December  meeting.  It  appeared  to  be 
a pro\ocative  session  but  unfortunately  with 
little  telling  result. 

Our  special  committee  reports  follow  and 
your  attention  is  drawn  to  particular  items  of 
interest.  Primarily,  the  chairman  would  note 
that  the  attendance  of  some  members  of  our 
special  committees  leaves  much  to  be  desired. 
This  observation  stimulates  the  suggestion 
that  the  incoming  officers  might  choose  to  re- 
place some  of  our  stagnant  members  with 
some  new  blood. 

In  this  day  it  is  somewhat  disheartening  to 
learn  that  our  Special  Committee  on  Alcohol- 
ism, in  spite  of  very  active  and  busy  commit- 
tee members  (one  with  the  best  attendance 
record  of  all)  cannot  find  a project-oriented 
task  that  is  either  challenging  or  requires 
their  attention.  One  feels  compelled  to  ask, 
“.\re  the  members  too  well  informed  to  sec 
the  trees  in  the  woods?  And  also,  shouldn’t  we 
ask  them  to  share  their  knowledge  and  to 
spread  their  work,  via  some  public  relations 
program  for  the  members  of  the  Medical 
Society?” 

The  Special  Committee  on  Drug  Abuse  has 
ititroduccd  a number  of  provocative  reactions 
and  we  urge  your  reading  this  report  with 
particular  interest  in  the  hope  that  some 
response  to  this  Committee’s  attitudes  may  be 
elicited. 

In  the  report  of  the  Special  Committee  on 


Emotional  Disorders  of  Childhood  and 
Adolescence,  several  positive  accomplishments 
are  delineated  that  are  of  particular  interest, 
which  require  your  attention. 

The  Committee  on  Mental  Retardation 
gratifyingly  accepted  our  suggestion  for  an 
exhibit  at  the  1969  Annual  Meeting,  which  is 
worthy  of  your  visiting. 

The  Special  Committee  on  Seizures  has  taken 
definitive  action  in  several  areas;  we  are  very 
hopeful  that  positive  legislation  will  be  en- 
acted governing  the  matter  of  reporting  of 
seizures.  Other  informative  items  dealing  with 
a definition  of  the  epilepsies,  treatment  pro- 
grams, and  employability  of  persons  with 
epilepsy  and  other  convulsive  disorders  are  of 
considerable  interest. 

A Special  Sub-committee  on  the  Study  of  New 
Jersey  Mental  Health  Services  has  finally  come 
to  grips  with  a basic  issue  and  after  reporting 
their  findings  to  the  Council,  the  Council 
unanimously  decided  to  submit  to  the  House 
the  following: 

Recommendations 

(a)  That  The  Medical  Society  of  New  Jersey 
officially  declare  that  the  Mental  Health  Pro- 
gram be  removed  from  the  jurisdiction  of  the 
Department  of  Institutions  and  Agencies,  and 
established  as  a separate  and  distinct  entity 
with  a licensed  physician  in  charge; 

(b)  That  the  Governor  be  urged  to  appoint  a 
study  commission  to  peruse  and  evaluate  the 
means  necessary  to  implement  the  separation 
of  the  Mental  Health  Program  from  the  De- 
partment of  Institutions  and  Agencies  and 
that  proportionate  representation  on  this 
commission  be  given  to  The  Medical  Society 
of  New  Jersey. 

The  foregoing  paragraphs  (a)  and  (b)  were  deleted  by 
action  of  the  House  (page  422) 
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Although  at  our  final  meeting  we  closed  with 
a flourish  and  thereby  left  the  Council  with  a 
more  optimistic  view,  w'e  all  recognize  that 
much  needs  to  be  done.  We  sincerely  hope 
we  are  not  judged  by  the  proportion  of  our 


production  to  date,  for  many  of  us  feel  that 
we  have  just  begun  to  feel  our  way  and  hope 
for  more  positive  results. 

Approved  as  amended  by  the  House  (page  422) 


S Lib-Gomm ittees  of  the  Gouncil  on  JTlental  3Kealtk 

Alcoholism 

Henry  J.  Mineur,  M.D.,  Chairman,  Cranford 

(Reference  Committee  “F”) 


During  the  past  year  we  discussed  projects, 
goals,  and  methods  of  operation  of  the  Com- 
mittee. 

Selden  Bacon,  Ph.D.,  Director  of  the  Center 
of  Alcohol  Studies,  Rutgers,  met  with  us  and 
the  Chairman  of  the  Council  on  Mental 
Health  and  informed  us  of  the  work  of  the 
Center  on  Alcohol  Studies. 


Each  member  of  the  Committee  presented  his 
experiences,  philosophy,  and  practices  in  deal- 
ing with  the  problems  of  the  alcoholic  pa- 
tient. We  agreed  to  be  available  for  consulta- 
tion as  requested,  to  initiate  no  new  programs 
or  studies,  and  to  meet  to  implement  referrals 
from  the  Council  on  Mental  Health. 

Approved  (page  422) 


Emotional  Disorders  of  Childhood  and  Adolescence 

Eugene  V.  Resnick,  M.D.,  Chairman,  Paramus 

(Reference  Committee  “F”) 


The  Committee  met  three  times  during  this 
past  year.  It  completed  its  survey  on  facilities 
for  emotionally  and  mentally  ill  children  and 
County  Medical  Society  involvement  in  these 
facilities,  and  a summary  of  the  survey  results 
was  prepared. 

It  investigated  the  problem  of  “Dyslexia”  and 
prepared  a concise  position  statement  on  this 
subject.  The  statement  focuses  on  the  need 
for  medical  involvement  in  the  diagnosis  and 
management  of  this  disorder  and  expresses 


concern  over  its  being  viewed  as  primarily  an 
optometric  problem. 

Ttie  foregoing  paragraph  was  amended  by  the  Reference 
Committee  to  read: 

It  investigated  the  problem  of  '‘Dyslexia*’  and  prepared  a 
concise  position  statement  on  this  subject  as  follows: 

Dyslexia  is  a reading  disability  which  may  have  many  dif- 
ferent and  possibly  overlapping  etiologies.  The  etiology  is 
obscure  and  complex.  Some  of  the  children  with  this  dis- 
ability may  be  suffering  primarily  from  ocular  malfunction, 
and  their  reading  symptom  may  respond  to  treatment  di- 
rected toward  this  malfunction.  Others  may  be  suffering 
from  diffuse  brain  damage  or  dysfunction,  or  from  various 
Approved  (page  422) 
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mental  and  emotional  disorders  covering  a wide  range  of 
diagnostic  categories. 

Because  of  the  poorly  understood  nature  of  the  entire  field 
of  reading  disability  and  its  complexity,  it  is  felt  that  chil- 
dren with  this  symptom  should  have  the  benefit  of  a com- 
prehensive diagnostic  study,  under  medical  direction.  This 
study  would  include  the  contributions  of  all  appropriate 
disciplines  and  would  include  the  pediatric,  neurologic, 
psychiatric,  and  ophthalmologic  evaluation  of  the  child. 

Children  who  are  examined  and  treated  only  from  the 
standpoint  of  optometric  disorders  may  suffer  from  the  lack 
of  understanding  of  other  factors  contributing  to  their  read- 
ing disability  and  from  lack  of  treatment  measures  directed 
toward  those  other  factors.  One  needs  to  look  with  caution 
on  all  forms  of  therapy,  since  there  is  indication  that  cer- 


tain therapies  may  seem  to  give  good  results  by  their 
placebo  effect  or  as  a consequence  of  the  natural  matura- 
tion of  the  child's  nervous  system,  (page  422) 

Finally,  the  Committee  initiated  a study  of 
special  educational  facilities  for  emotionally 
disturbed  children,  with  particular  emphasis 
on  the  role  and  use  of  the  school  physician 
and  school  psychiatrist  in  the  prevention  and 
management  of  mental  and  emotional  illness 
among  school  children. 

Approved  as  amended  by  the  Reference  Committee  (page 
422) 


Drug  Abuse 

Henry  A.  DavicJson,  M.D.,  Chairman,  East  Orange 

(Reference  Committee  “F”) 


Your  chairmen  and  several  members  of  the 
committee  have  met  with  representatives  of 
law  enforcement  agencies  and  with  repre- 
sentatives of  addicts  themselves.  \\^e  have 
noticed  that  with  the  large  number  of  self- 
help  addict  groups  as  well  as  organizations 
controlled  by  other  groups  and  agencies  there 
seems  to  be  considerable  overlap  in  the  func- 
tions of  these  diverse  groups  and  some  com- 
petition among  them  for  private  and  public 
funds  and  attention.  "\Ve  hope  that  efforts  will 
be  concentrated  on  a small  number  of  such 
.self-help  organizations  of  demonstrated  effec- 
tiveness and  that  the  further  dilution  of  ef- 
fort among  so  many  units  will  thus  come  to 
an  end. 

We  have  somewhat  mixed  feelings  about  the 
Governor’s  recommendation  for  30  additional 
State  policemen  “to  perform  undercover  work 
in  apprehending  pushers.”  This  kind  of  un- 
dercover activity  is  often  demoralizing,  inef- 
fective, and  leads  to  the  development  of  per- 
sonal vendettas  among  the  targets  of  such 
study.  It  sometimes  results  in  the  develop- 
ment of  agents  provocateurs,  and  may  lead  to 
public  hysteria.  ^Ve  see  the  need  for  fur- 
ther study  and  we  realize  that  gentle  and 
above-board  methods  of  investigation  may  not 


always  be  effective;  but  we  do  have  reserva- 
tions about  the  full  scale  hunt  implied.  "We 
endorse  the  Governor’s  recommendation  of 
a special  corps  of  trained  parole  officers  and 
probation  officers,  and  we  trust  that  present 
methods  for  qualifying  such  officers  are  sound 
enough  to  keep  pace  with  the  necessary, 
sophisticated  training  program. 

There  is  much  talk  about  public  education 
at  the  high  school  and  adult  levels.  Certainly 
there  can  be  no  objection  to  better  education. 
Flowever,  some  of  the  educational  material 
seems  to  be  ineffective,  either  because  it  makes 
narcotic  abuse  seem  glamorous  or  because  it 
overdraws  the  pictures  of  the  effects  of  drugs 
— especially  those  of  the  marijuana  category. 
We  are  impressed  by  a confusion  in  the  spon- 
sorship, channeling,  and  content  of  these  well- 
meant  educational  efforts.  "We  hope  that  ed- 
ucational authorities  will  unite  to  work  out  a 
sound,  non-hysterical,  and  medically-accept- 
able  program  and  develop  a systematic  way  of 
presenting  it. 

Your  committee  was  asked  to  distinguish  be- 
tween “drug  addiction,”  “pseudo-addiction,” 
and  “addictive  personality.”  ^Ve  believe 
that  it  would  confuse  the  public,  the  legisla- 
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tors,  and  the  courts  to  try  to  set  up  fine  We  recommend  that  further  controlled  ex- 


criteria of  differentiation.  This  kind  of  seman- 
tic exercise  is  best  left  to  the  physicians 
charged  with  the  care  of  such  patients. 

We  note  with  interest  the  increasing  utiliza- 
tion of  methadone.  While  we  are  not  unaware 
of  the  problem  of  replacing  one  addiction 
with  another,  we  see  strong  evidence  that  the 
addiction  to  methadone  does  not  produce  the 
destructive  “highs”  w'hich  characterize  abuse 
of  opium  alkaloids.  In  view  of  the  discourag- 
ing nature  of  the  treatment  of  addiction,  we 
should  welcome  any  rational  and  safe  method. 


perimentation  be  conducted  in  this  area,  un- 
der responsible  physician-supervision. 

In  general,  we  have  been  unhappy  to  note 
the  increasng  de-emphasis  of  the  physician’s 
role  in  this  problem  with  so  much  of  the 
work,  teaching,  and  patient-contact  and  re- 
porting done  by  social  workers,  psychologists, 
clergymen,  law  enforcement  people,  and  al- 
most every  one  except  doctors  of  medicine. 

Approved  with  commendation  to  the  Chairman  for  his  ex- 
cellent report  (page  422) 


■Speakers  I’latfonn  — First  Session,  House  of  Delegates 


Mental  Retardation 

Miles  E.  Drake,  M.D.,  Chairman,  Vineland 

(Reference  Committee  “F”) 


The  Committee  has  welcomed  as  a consultant 
James  B.  Butler,  M.D.,  a representative  of  the 
State  Department  of  Institutions  and  Agen- 
cies, who  we  feel  has  added  much  to  the 
Committee’s  deliberations. 

The  Committee  is  now  working  on  a scientific 
exhibit  for  the  Annual  Meeting  in  Atlantic- 
City  this  May.  The  exhibit  will  feature  brain 
autopsies,  the  more  common  errors  in  metab- 


olism, and  chromosomal  defects  leading  to 
mental  retardation. 

The  Committee  also  felt  it  essential  that  we 
have  a representative  from  the  State  Depart- 
ment of  Education,  and  at  the  last  two  meet- 
ings we  have  had  a pediatrician  from  the  De- 
partment of  Education,  ^Villiam  A Keniick, 
M.D.,  in  attendance. 

Approved  (page  423) 
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Seizures 

J.  Lloyd  Morrow,  M.D.,  Chairman,  Passaic 

(Reference  Committee  “F”) 


The  committee  held  three  meetings,  and  in 
attendance  also  were  the  Executive  Director, 
his  Executive  Assistant,  and  various  officers. 

Reporting  of  Epilepsy 

Subsequent  to  the  receipt  of  the  draft  of  leg- 
islation titled  “An  Act  concerning  reporting 
of  epilepsy  and  repealing  Sections  26:5-1 
through  26:5-13  of  the  Revised  Statutes,”  the 
committee  made  minor  changes  in  phrase- 
ology, which  were  approved  by  the  Council 
on  Mental  Health  and  resubmitted  to  the 
Council  on  Legislation.  It  is  the  committee’s 
understanding  that  this  revised  legislation  is 
now  in  the  process  of  being  considered  for  in- 
troduction in  the  Legislature. 

Seizure  Disorders 

The  conunittee  devoted  considerable  effort 
and  study  to  the  definition  and  delimitation 
of  seizure  disorders,  and  the  following  de- 
finition was  finally  accepted: 

Definition  of  the  Epilepsies:  The  epilepsies  are  dis- 
orders of  the  brain  characterized  by  recurrent  sudden 
changes  in  consciousness,  behavior,  sensation,  or  musai- 
lar  activity  that  are  beyond  voluntary  control  and  are 
due  to  episodes  of  disordered  activity  of  brain  cells.  The 
resulting  observable  seizure  is  called  a fit,  attack,  or 
convulsion,  and  may  be  of  many  types,  the  commonest 
of  which  are  the  grand  mal,  petit  mal,  psycho-motor, 
and  focal  types  — which  may  occur  singly  or  in  com- 
bination. Frequently  seizures  are  preceded  by  a warn- 
ing or  aura  and  are  followed  by  confusional  states  of 
greater  or  lesser  duration.  Those  seizures  disorders 
without  demonstrable  cause  are  called  idiopathic  or 
asymptomatic  epilepsy;  those  with  known  cause  are 
referred  to  as  secondary  or  symptomatic  epilepsy. 

Treatment  of  Seizures 

The  committee  is  now  in  the  process  of  pre- 
paring a simple  and  concise  format  of  treat- 
ment to  be  made  readily  available  on  pocket- 
size  cards  for  all  physicians. 

Information  on  Epilf.p.sy 

The  committee  examined  literature  on 
epilepsy  from  national  and  state  sources  and 


was  satisfied  that  a compilation  of  available 
literature  could  be  derived  from  existing 
sources  without  necessitating  an  additional 
project.  However,  the  committee  ^vas  unan- 
imous in  concluding  that  it  had  neither  the 
facilities  nor  resources  for  dissemination  of 
such  information  but  must  rely  upon  state 
and  local  agencies  for  expertise  in  this  direc- 
tion — holding  itself  in  readiness  to  be  of  as- 
sistance to  these  agencies  on  request. 


Employability  of  Persons  \\’ith  Epilepsy 

The  committee  discussed  with  Jarvis  M. 
Smith,  M.D.,  Director  of  the  New  Jersey 
Rehabilitation  Commission,  ways  and  means 
by  which  it  could  assist  state  agencies  in  draw- 
ing up  a plan  of  action  that  would  insure  the 
controlled  epileptic’s  being  given  every  pos- 
sible opportunity  for  gainful  employment. 
The  committee  agreed  to  lend  its  assistance 
in  public  relations  with  physicians  — particu- 
larly those  in  industrial  fields  — to  encourage 
the  employment  of  epileptics  in  positions 
tvhere  no  physical  danger  is  involved. 


Involvement  of  Component  Societies 

The  committee  is  exploring  the  possibility  of 
enlisting  the  aid  of  the  component  societies  in 
an  evaluation  of  ongoing  treatment  programs, 
public  education,  and  assistance  in  social  and 
occupational  needs  of  individuals  suffering 
from  convulsive  disorders.  It  is  hoped  that 
through  greater  public  awareness  and  the  ac- 
tive interest  of  knowledgeable  physicians 
much  can  be  done  to  establish  this  problem 
in  the  framework  of  a healthy  society. 

Approved  with  commendation  to  the  Chairman  and  Com- 
mittee for  their  excellent  work  (page  4231 
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Public  Health 

John  P.  Coughlin,  M.D.,  Chairman,  jersey  City 

(Reference  Committee  “G”) 


One  of  the  functions  of  the  Council  on  Public 
Health  is  to  act  as  a conduit  between  the  spe- 
cial committees  and  the  Board  of  Trustees. 
The  reports  of  the  special  committees  will 
give  detailed  accounts  of  their  activities  dur- 
ing the  past  administrative  year  and  will  fol- 
low the  report  of  the  council. 

Mixing  Obstetrical  and  Gynecological 
Patients  in  General  Hospitals 

Representatives  of  the  New  Jersey  State  De- 
partment of  Health  met  with  the  Council  to 
discuss  the  mixing  of  obstetrical  and  clean 
gynecological  patients  in  general  hospitals. 
There  are  19  hospitals  participating  in  this 
program,  with  periodic  inspection  being 
carried  out  by  the  Department  of  Health.  A 
special  committee  of  the  Hospital  Licensing 
Board  urged  that  the  inspections  be  discon- 
tinued and  that  enforcement  of  established 
criteria  be  on  an  honor  basis  within  the  hos- 
pital. The  Council  agreed  with  the  State  De- 
partment of  Health  that  efforts  to  relax  the 
criteria  should  be  opposed.  Since  time  was  a 
factor,  the  Council  recommended  to  the 
Board  that  the  matter  be  referred  to  the  Com- 
mittee on  Maternal  and  Infant  Welfare  and 
that  authorization  be  granted  to  the  Commit- 
tee on  Maternal  and  Infant  Welfare  to  sub- 
mit its  recommendations  directly  to  the  Board 
of  Trustees.  The  final  action  taken  is  re- 
flected in  the  report  of  the  Committee  on 
Maternal  and  Infant  Welfare,  which  was  ap- 
proved by  the  Board  and  transmitted  to  the 


Hospital  Licensing  Board  of  the  Department 
of  Institutions  and  Agencies. 

Subsequently  we  were  informed  that  regular 
external  inspections  will  be  carried  on  by  the 
Department  of  Institutions  and  Agencies  with 
the  assistance  of  the  Department  of  Health. 

Guide  for  Hospital  Perin.\tal  Mortality 
Study  Conferences 

The  “Guide  for  Hospital  Perinatal  Mortality 
Study  Conferences”  was  prepared  by  the  Spe- 
cial Committee  on  Child  Health  and  ap- 
proved by  the  Council  at  its  January  meet- 
ing. The  Board  of  Trustees  at  its  February 
meeting,  although  commending  the  Commit- 
tee on  Child  Health  for  its  efforts,  disap- 
proved the  “Guide”  as  being  too  detailed  and 
impractical  of  implementation.  This  matter 
was  once  again  discussed  at  our  March  meet- 
ing, and  the  Council  voted  in  agreement  with 
the  Board’s  decision  for  disapproval. 

Since  the  Bylaws  of  The  Medical  Society  of 
New  Jersey  provide  that  no  member  of  any 
administrative  council  shall  serve  for  more 
than  three  consecutive  terms,  I must  bid  you 
my  farewell.  I wish  to  take  this  opportunity  to 
extend  my  deepest  appreciation  to  the  mem- 
bers of  the  special  committees  and  the  Coun- 
cil for  their  diligent  efforts  and  cooperation 
through  the  years. 

Approved  (page  424) 


Your  Asthma  Guide 


A newly-released  manual  on  “Asthma”  is  now 
available  to  you  through  the  New  Jersey 
Tuberculosis-Respiratory  Disease  Association. 
This  practical  guide  for  physicians,  was  pub- 
lished by  the  National  TB-RD  Association  in 
cooperation  with  the  Allergy  Foundation  of 
America.  The  text  was  prepared  by  a joint 


committee  of  the  Allergy  Foundation  and 
the  American  Thoracic  Society,  the  medical 
arm  of  the  National  TB-RD  Association. 

Copies  are  available  from  the  Netv  Jersey 
Tuberculosis-Respiratory  Disease  Association, 
2441  Route  22,  Union,  New  Jersey  07083. 
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SuL-Gommittees  of  the  Gouncil  on  [PuIdLc  B^ealtk 


Air  Pollution  Control 

Rosiyn  Barbash,  M.D,,  Chairman,  Teaneck 

(Reference  Committee  “G”) 


The  Committee  feels  that  there  has  been  de- 
veloped a better  “climate”  of  environmental 
understanding  by  the  following  accomplish- 
ments of  the  year: 

Publication  — Two  articles,  originating  in  this 
Committee,  have  appeared  in  The  Journal. 

Data  CoIlectio7i  — MSN]’ s P.O.  Box  Number 
is  being  published  in  The  Journal  as  a collect- 
ing depot  for  physicians  to  report  cases  where 
air  pollution  is  considered  by  them  to  cause 
or  aggravate  illness  in  their  patients. 

Continumg  Stimulation  of  the  County  So- 
cieties’ Air  Pollution  Control  Committees  by 
furnishing  them  with  pertinent  material. 

Public  Hearings — \Milh.  the  Trustees’  ap- 
proval, a member  of  the  Committee  spoke  on 
26  March  before  the  Public  Hearing  of  the 
Clean  Air  Council  of  the  New  Jersey  State 
Department  of  Health.  The  statement  covered 
the  following  elements: 

1.  The  consideration  of  preservation  of 


ecologic  balance  in  planning  utilization  of 
New  Jersey’s  natural  resources.  The  need  to 
include  trained  ecologists  in  such  planning 
and  to  give  heed  to  their  advice  will  be  em- 
phasized. 

2.  The  establishment  by  the  State  Depart- 
ment of  Health  of  a Department  of  Environ- 
mental Health  within  existing  and  future 
medical  schools,  with  The  Medical  Society  of 
New  Jersey  invited  to  cooperate. 

3.  The  initiation  by  the  Clean  Air  Division 
of  a study  of  daily  slides  of  particulate  matter 
from  those  areas  in  the  State  where  the  fallout 
is  significant,  to  delineate  the  nature  of  the 
particulates. 

4.  The  assistance  to  physicians  by  the  State 
Department  of  Health  in  establishing  reg- 
istries or  data  centers  for  the  collection  of 
clinical  data  to  establish  the  deleterious  effects 
of  air  pollution  on  the  human  body. 

Approved  with  commendation  to  the  Committee  for  its  ac- 
tive participation  (page  424) 


Speaker  of  the  House  of  Delegates, 
Dr.  Jesse  McCall. 
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Cancer  Control 

John  L.  OIpp,  M.D.,  Chairman,  Englewood 

(Reference  Committee  “G”) 


The  breast  cancer  detection  program  in  Ber- 
gen County  culminated  in  a breast  cancer  de- 
tection day  on  24  April  1968.  On  this  day, 
1,124  women  visited  clinics  in  8 hospitals.  A 
total  of  1,493  appointments  had  been  sched- 
uled but  the  inclement  weather  resulted  in 
369  absences.  In  911  cases,  no  abnormalities 
were  found.  Abnormalities  were  detected  in 
213  cases  and  further  examination  disclosed  4 
malignant  tumors  — proved  at  operation.  This 
is  an  unusually  high  incidence  of  cancer. 

The  cancer  abstracts  to  be  submitted  to  The 
Journal  will  be  of  particular  relevance  to  the 
general  practitioner.  To  this  end.  Dr.  Sylvan 
Moolten  will  consult  with  the  appropriate  of- 
ficers of  the  New  Jersey  Chapter  of  the  Ameri- 
can Academy  of  General  Practice. 

Inasmuch  as  the  Committee  has  been  stressing 
routine  sigmoidoscopy,  it  commends  the  New 
Jersey  Division  of  the  American  Cancer  So- 
ciety for  appropriating  $495  for  the  purchase 


of  one  MPC  Procto-Sigmoidoscopy  model  to 
facilitate  procto-sigmoidoscopic  demonstra- 
tions, and  also  the  Bergen  County  unit  of  the 
American  Cancer  Society  for  its  appropriation 
to  purchase  a similar  model. 

AVith  the  approval  of  the  Council  on  Public 
Health  we  recommend’. 

Recommendation 

That  The  Medical  Society  of  New  Jersey  urge 
the  New  Jersey  Division  of  the  American 
Cancer  Society,  through  its  Medical  Commit- 
tee, to  suggest  that  each  of  the  county  units 
appropriate  funds  for  the  purchase  of  procto- 
sigmoidoscopy models  for  the  purpose  of  in- 
structing physicians  in  performing  routine 
sigmoidoscopies. 

Think  CANCER  — and  diagnose  cancer  early. 

Approved  (page  424) 


Child  Health 

William  J.  Farley,  M.D.,  Chairman,  Nutley 

(Reference  Committee  “G”) 


This  committee  has  continued  to  pursue  its 
activities  in  the  most  essential  areas  of  child 
care.  The  need  to  coordinate  our  efforts  in 
these  areas  with  other  state  agencies  and  or- 
ganizations is  recognized. 

Child  Health  Supervision 

1)  Emergency  Care  of  the  Severely  Injured 
Child 

The  preparation  of  a booklet,  presented  in  a 
concise  yet  comprehensive  outline  form,  for 
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rapid  reference  and  use  by  the  emergency- 
room  physician  is  nearing  completion.  This 
committee  has  conferred  with  and  will  receive 
the  cooperation  of  Dr.  Jack  R.  Karel,  Chair- 
man and  the  Committee  on  Emergency  Care. 

Members  of  this  Committee  on  Child  Health 
have  participated  in  the  Training  Program 
for  Emergency  Room  Physicians  sponsored  by 
The  Medical  Society  of  New  Jersey  in  five 
hospitals  throughout  the  state  during  April 
and  May.  Lectures  on  infant  and  child  emer- 
gencies were  given.  It  is  anticipated  that  a 
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companion  booklet  “Medical  Emergencies  in 
Childhood”  can  be  formulated  for  hospital 
emergency-room  use. 

2)  Guidelmes  For  Well  Child  Supervision 

Although  some  literature  in  this  area  is  now- 
available,  it  is  the  opinion  of  this  committee 
that  an  informative  outline  for  comprehen- 
sive child  health  care  would  be  w-orthwdiile. 
Standards  for  adequate  care  must  still  be  set 
in  Title  XIX  programs.  The  Department  of 
Institutions  and  Agencies  charged  with  the 
implementation  of  Title  XIX  has  expressed 
an  interest  in  such  a guideline.  Members  of 
this  committee  will  continue  to  review-  this 
tvork  which  admittedly  is  a major  undertak- 
ing. 

School  Health 

1)  The  Duties  and  Responsibilities  of  the 
School  Physician 

The  committee  is  aware  of  the  need  for  an 
updated  and  more  meaningful  delineation  of 
the  physician’s  role  in  school  health  services 
and  education.  Work  in  this  area  will  be  in 
collaboration  with  William  Kemick,  M.D., 
Consultant  on  School  Health,  State  Depart- 
ment of  Education,  the  New  Jersey  Associa- 
tion of  School  Physicians,  and  the  School 
Health  Committee  of  the  New  Jersey  Acad- 
emy of  Pediatrics. 

Assistance  in  this  area  has  been  requested  for 
the  current  revision  of  “Guidelines  for  School 
Health  Services”  by  the  Office  of  Health, 
Safety,  and  Physical  Education  of  the  State 
Department  of  Education.  Active  participa- 
tion in  this  revision  is  advisable  and  will  be 
forthcoming  from  this  committee. 

2)  Third  Post-Graduate  Course  for  School 
Physicians 

This  course  has  been  sponsored  annually  by 
the  New  Jersey  Association  of  School  Phy- 
sicians and  will  be  held  on  23,  30  April  and  7 
May  1969  from  11:00  a.m.  to  4:00  p.m.  at  the 
Labor  Education  Center,  Rutgers  University, 
New-  Brunswick.  The  program  this  year  w-ill 


be  devoted  to  contractual  agreements  and 
school  funding,  educational  approaches  to 
drug  abuse,  and  contact  sports  in  the  grade 
school  child  and  high  school  athlete. 

Dr.  Thomas  McFarland  of  this  committee  has 
been  charged  with  studying  the  area  of  com- 
petitive sports  for  children  and  has  arranged 
the  latter  part  of  this  program.  Members  of 
this  committee  have  continued  to  remain  ac- 
tive in  the  NJASP  and  each  post-graduate 
course  has  proved  to  be  provocative,  of  high 
academic  caliber,  and  well  attended. 

3)  Standardization  of  School  Health  Forms 

This  committee  recognizes  the  need  for  more 
uniformity  of  health  appraisal  and  informa- 
tion forms  in  the  many  individual  school  dis- 
tricts in  order  to  facilitate  their  completion 
by  the  physician.  Of  particular  concern  is  the 
fact  that  some  school  districts  do  not  request 
of  the  child’s  personal  physician  any  informa- 
tion w'hatsoever  concerning  the  child’s  medi- 
cal background  or  state  of  health  as  it  relates 
to  the  child’s  educational  needs  prior  to  en- 
trance into  school.  A brief  review-  of  the 
child’s  birth  history,  physical,  mental,  and 
emotional  development  assist  in  the  essential 
early  identification  of  possible  handicaps. 

Dr.  Bernard  Millner,  of  this  committee  and 
the  Coordinator  of  Maternal  and  Child 
Healtli,  State  Department  of  Health,  has  pre- 
sented a more  satisfactory  form  to  this  com- 
mittee for  use  in  the  schools. 

The  committee  made  the  follow-ing  recom- 
mendation that  was  approved  by  the  Council 
on  Public  Health;  That  the  Committee  on 
Child  Health  of  The  Medical  Society  of  New 
Jersey  approves  of  and  commends  the  New 
Health  Appraisal  Record  (Form  MCH-7)  and 
recommends  that  a letter  be  sent  to  Dr.  Carl 
Marburger,  Commissioner,  State  Department 
of  Education,  and  Dr.  Roscoe  P.  Kandle,  Com- 
mi.ssioner.  State  Department  of  Health,  urging 
its  distribution  to  and  use  by  all  school  dis- 
tricts with  particular  emphasis  on  the  initial 
health  appraisal  of  the  child  entering  school. 

The  Board  of  Trustees  subsequently  disap- 
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proved  this  recommendation.  It  was  of  the 
opinion  this  Health  Appraisal  Record  “would 
involve  a great  deal  of  paper  work  by  the 
school  health  physician  and  that  it  served  no 
real  advantage.”  Further  discussion  of  this 
matter  is  contemplated  by  this  committee. 

4)  Statement  on  Dyslexia 

This  committee  reviewed  and  approved  a 
statement  formulated  by  the  Society’s  Special 
Committee  on  Emotional  Disorders  of  Child- 
hood and  Adolescence  regarding  dyslexia 
which  may  be  found  in  its  annual  report.  The 
Child  Health  Committee  has  suggested  letters 
to  the  State  Departments  of  Education, 
Health,  and  Institutions  and  Agencies  express- 
ing our  concern  in  this  complex  area. 

This  chairman,  as  a member  of  the  Advisory 
Council  on  the  Handicapped  of  the  Office  of 
Special  Education,  State  Department  of  Edu- 
cation, has  repeatedly  expressed  the  opinion 
that  adequate  evaluation  and  identification  of 
these  children  require  the  involvement  of 
many  medical  disciplines  including  the  ap- 
propriate guidance  in  their  educational  pro- 
grams. All  members  of  this  Society,  particular- 
ly school  physicians,  are  urged  to  examine 
programs  for  these  children  in  their  own  com- 
munities. 

5)  Sex  Education 

The  committee  is  aware  of  complaints  by 
parents  directed  to  the  State  Department  of 
Education  and  to  local  school  boards,  and 
again  reviewed  and  discussed  the  “Guidelines 
for  Developing  School  Programs  in  Sex  Edu- 
cation” compiled  by  the  State  Department  of 
Education.  It  is  of  the  opinion  that  this  pub- 
lication promotes  a sensible  balance  in  sex- 
uality and  human  relationship,  emphasizing 
the  integration  of  the  program  within  the 
total  curriculum  with  appropriate  subject 
matter  commensurate  with  the  developmental 
level  of  the  child  and  especially  active 
parental  involvement  in  the  program. 

The  committee  reaffirms  its  prior  commenda- 
tion to  the  State  Department  of  Education, 
and  its  support  for  its  efforts. 


Poison  Control 

The  committee  discussed  the  new  “Palm-n- 
Turn”  safety  pill  bottle.  Dr.  Robert  Jennings 
member  and  past  chairman  of  this  committee 
appeared  on  the  “Today”  nationally  televi.sed 
morning  show  as  part  of  National  Poison  Pre- 
vention Week  to  explain  this  safety  feature 
that  makes  it  virtually  impossible  for  a small 
child  to  open  a pill  bottle. 

It  was  recommended  that  physician  members 
of  MSNJ  be  encouraged  to  request  phar- 
macists when  filling  prescriptions  to  use  this 
new  safety  bottle. 

Perinatal  Morbidity  and  Morality 

“A  Suggested  Guide  for  the  Hospital  Peri- 
natal Study  Conference”  has  been  completed 
with  the  cooperation  of  the  Committee  on 
Maternal  and  Infant  Welfare  and  approved 
by  the  Council  on  Public  Health.  The  recom- 
mendation by  the  Council  that  this  Guide  be 
used  to  initiate  a statewide  program  to  en- 
courage perinatal  study  conferences  w'as  dis- 
approved by  the  Board  of  Trustees  “on  the 
basis  that  it  is  too  extensive  and  minute  in 
detail  to  be  carried  out  by  the  average  hospi- 
tal in  New  Jersey.” 

It  must  be  pointed  out  that  the  primary  inten- 
tion of  this  committee  was  to  design  a work- 
able and  practical  guide  that  would  not  only 
include  fundamental  concepts  necessary  for  an 
effective  conference  but  would  be  presented 
in  a w’ell-organized  and  compact  format  to  en- 
able the  busy  medical  staff  in  the  average 
hospital  more  adequately  to  evaluate  and  re- 
view its  perinatal  experience,  with  a mini- 
mum of  time  and  effort. 

The  cooperation  of  supervisory  services  ana 
hospital  personnel  streamlines  its  preparation. 
I'he  physician  attending  a mother  or  infant 
resulting  in  a neonatal  death  will  be  required 
to  complete  an  individual  case  study  form 
only  a few  times  per  year.  The  case  study 
forms  in  turn  greatly  facilitate  the  summary 
work  sheets  for  each  quarterly  conference  and 
for  the  annual  statistical  review. 

To  suggest  that  those  responsible  and  capable 
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physicians  of  this  Society  who  will  daily  strive 
to  render  excellent  care  to  mother  or  newborn 
infant  in  the  many  fine  hospitals  of  this  state 
are  unwilling  to  assess  their  clinical  experi- 
ences and  participate  in  this  periodic  educa- 
tional endeavor  is  not  justified. 

Recommendation 

That  The  Medical  Society  of  New  Jersey 
sponsor  a state-wide  program  that  will  in- 
clude the  distribution  of  “A  Suggested  Guide 
for  the  Hospital  Perinatal  Study  Conference” 
to  the  chiefs  of  the  obstetrical  and  pediatric 
departments  and  the  administrator  of  each 
hospital,  recjuesting  that  its  use  in  whole  or  in 
part  be  considered  in  the  development  of  reg- 
ular comprehensive  perinatal  conferences. 


Letters  will  also  be  sent  to  all  component 
medical  societies  for  action  by  their  appro- 
priate committees  to  encourage  individual 
hospital  participation  and  county-wide  pro- 
grams. 

An  invitation  to  approve  and  cooperate  in 
this  program  will  be  extended  to  the  New 
Jersey  Obstetrical  and  Gynecological  Society, 
the  New  Jersey  Chapter  of  the  American 
Academy  of  Pediatrics  and  the  New'  Jersey 
Academy  of  General  Practice. 

Approved  (with  the  exception  of  the  item  and  recom- 
mendation concerning  Perinatal  Study  Conferences  — see 
Resolution  #24,  page  404)  with  special  commendation  to 
the  Chairman  and  members  of  the  Committee  for  their  long 
hours  of  service  and  the  excellent  standards  and  energetic 
aims  of  the  Committee  (page  424) 


Conservation  of  Vision 

Frank  B.  Vanderbeek,  M.D.,  Chairman,  Paterson 

(Reference  Committee  “G”) 


The  Special  Committee  on  the  Conservation 
of  Vision  has  been  active  during  the  past  year. 

In  September  of  1968,  the  Committee  con- 
ducted the  12th  annual  Eye  Health  Screening 
Program  in  conjunction  with  the  New  Jersey 
Academy  of  Ophthalmology  and  Otolaryn- 
gology, the  New  Jersey  State  Department  of 
Health,  the  New  Jersey  Hospital  Association, 
and  the  New  Jersey  Commission  for  the  Blind. 

The  ophthalmologists  of  the  state  staffed  85 
centers  (an  increase  of  12  centers  over  1967). 

A total  of  11,659  persons  were  screened  — an 
increase  of  1,039  — or  9.7  per  cent  — over 
1967. 

5,243  — or  45  per  cent  — were  found  to  have 
positive  findings;  6,416  — or  55  per  cent  — 
were  found  to  have  negative  findings. 


There  were  561  or  4.81  per  cent  tonometry 
positive  findings. 

There  were  4,536  or  38.9  per  cent  visual 
acuity  positive  findings. 

There  were  474  or  4.06  per  cent  external  in- 
spection positive  findings. 

There  were  1,041  or  8.92  per  cent  ophthal- 
moscopy positive  findings. 

The  Committee  believes  this  annual  program 
to  be  successful  and  has  recommended  that  a 
similar  program  be  conducted  next  Septem- 
ber, and  that  Dr.  Cinotti  be  reappointed  as 
Chairman  of  the  program. 

A number  of  suggestions  were  received  from 
the  jihysicians  in  charge  of  various  centers. 
They  were  discussed.  As  a result  of  these  dis- 
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cussions,  several  modifications  will  be  made  in 
the  program  next  year. 

The  Committee  was  apprised  of  the  fact  that 
some  physicians  in  charge  had  conducted  the 
screenings  at  their  offices.  Since  the  New  Jer- 
sey Hospital  Association  is  one  of  our  co- 
sponsoring agencies,  and  has  continued  to 
give  support  to  the  program,  the  Committee 
unanimously  adopted  the  following  policy: 

That  Eye  Health  Screening  Programs  he  conducted 
only  in  hospitals. 

Dr.  Kler  requested  a change  in  the  Amblyopia 
Screening  Program  operated  by  the  New  Jer- 
sey Commission  for  the  Blind  and  endorsed 
by  The  Medical  Society  of  New  Jersey.  The 
change  would  permit  the  appointment  of 
optometrists  to  the  State,  County,  and  Local 
Planning  Conomittees,  along  with  representa- 
tives from  other  interested  groups  already  ap- 
proved. Thus,  the  Central  Planning  Com- 
mittee would  consist  of: 

Medical  Director,  Commission  for  the  Blind  — Chair- 
man 

Chairman  of  MSNJ's  Committee  on  the  Conservation 
of  Vision 

President  of  New  Jersey  Academy  of  Ophthalmology 
and  Otolaryngology 

Representative  from  the  New  Jersey  State  Department 
of  Health 

Representative  from  New  Jersey  State  Department  of 
Education 

Representative  from  New  Jersey  Academy  of  Pediatrics 
Representative  from  Delta  Gamma  Sorority 
Representative  from  Lions  Clubs 
Representative  from  the  State  Optometric  .Society 
Representative  from  State  P.T.A. 

Representative  from  Board  of  Managers,  New  Jersey 
State  Commission  for  the  Blind 
Representative  from  the  School  Physicians 
Representative  from  the  School  Nurses  Association 
Executive  Director,  New  Jersey  State  Commission  for 
the  Blind 

Coordinator  for  Amblyopia  Program 

Optometrists  will  not  be  used  to  assist  in  the 
Screening. 

This  change  was  apjjroved  by  the  Committee 
and  the  Committee  recommended  that  the 
Board  of  Trustees  approve  this  change. 


Recently,  we  learned  of  an  informal  ojunion 
rendered  by  the  Dejiuty  .Attorney  General  as- 
signed to  the  State  Board  of  Medical  Ex- 
aminers, which  declared  that  an  ojstometrist 
may  legally  ajjply  a local  anesthetic  to  the  eye 
and  perform  corneal  tonometric  examina- 
tions. This  opinion  created  prolonged  and 
rather  heated  discussion.  Finally,  the  Com- 
mittee recommended  to  the  Board  of  Trustees 
that  it  take  whatever  steps  are  necessary  in  the 
protection  of  the  public  interest  to  assure  that 
only  licensed  medical  practitioners  and  their 
legally  authorized  assistants  be  permitted  to 
use  drugs  in  examining  eyes. 

The  Board  of  Trustees,  on  the  29th  of  Jan- 
uary, referred  this  item  to  the  Society’s  legal 
counsel. 

The  death  of  Dr.  James  Shipman  was  noted 
and  a suitable  memorial  resolution  was  pre- 
pared and  sent  to  Mrs.  Shipman. 


Drs.  Kler,  Cinotti,  and  Sellitto  were  selected 
as  a Sub-Committee  to  prepare  an  exhibit  for 
the  1969  Annual  Meeting. 


Mr.  Randall  Norris,  Executive  Secretary  of 
the  Guild  of  Opticians,  offered  the  Guikl's 
assistance  in  publicizing  the  Eye  Health 
Screening  Program.  It  was  felt  the  Guild 
could  assist  us  considerably,  and  Mr.  Norris 
was  so  informed. 


At  the  suggestion  of  Dr.  Kustrup,  the  Com- 
mittee recommended  that  next  year  the  name 
of  the  Committee  be  changed  to:  “The  Special 
Committee  on  the  Conservation  of  \'ision, 
Hearing,  and  Speech.” 

Approved  with  the  following  Reference  Committee  recom- 
mendation as  amended  by  the  House:  That  the  Board  of 
Trustees  continue  to  take  whatever  steps  are  necessary  in 
the  protection  of  the  public  to  insure  that  only  licensed 
medical  practitioners  and  their  legally  authorized  assistants 
be  permitted  to  use  drugs  in  eye  examinations,  under  the 
direction  of  physicians  Ipage  424) 
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Maternal  and  Infant  Welfare 

John  D.  Preece,  M.D.,  Chairnnan,  Trenton 

(Reference  Committee  “G”) 


As  has  been  our  custom  in  the  past,  we  re- 
viewed, studied,  and  classified  maternal  deaths 
occurring  in  the  past  year.  There  were,  how- 
c\er,  other  matters  of  importance  before  the 
C^ommittee  and  their  disposition  is  listed  be- 
low. 

Perinatal  Mortality 

I he  Committee  considered  the  request  of  the 
Ciommittee  on  Child  Health  of  The  Medical 
■Society  of  New  Jersey  that  we  cooperate  with 
them  by  co-sponsoring  the  promotion  of 
Perinatal  Mortality  Study  Conferences  in  New 
Jersey  hospitals.  After  protracted  discussion 
and  perusal  of  a “Guide  for  the  Hospital 
Perinatal  Mortality  Study  Conference”  pre- 
jiarcd  by  the  Committee  on  Child  Health,  we 
voted  to  recommend  adoption  of  the  “Guide” 
and  the  concept  involved,  provided  that  Form 
E was  deleted.  The  Committee  on  Child 
Health  then  presented  this  material,  with 
Form  F deleted,  to  the  Board  of  Trustees. 

Mixing  of  Obstetrical  and  Gynecological 
P.\TiENTs  IN  General  Hospiials 

A special  committee  of  the  New  Jersey  Hospi- 
tal Licensing  Board  submitted  a report  to 
the  Department  of  Institutions  and  Agencies 
urging  that  the  responsibility  for  the  regular 
inspection  of  hospitals  under  the  mixing  pro- 
gram in  New  Jersey  and  the  maintenance  of 
the  established  criteria  be  the  responsibility  of 
the  chief  of  obstetrical  service  in  each  hospital 
participating  in  the  program,  with  the  out- 
side inspection  being  the  duty  of  the  Depart- 
ment of  Institutions  and  Agencies. 

^Vhen  the  Board  of  Trustees  became  apprised 
of  this  fact,  the  matter  was  referred  to  the 
Council  on  Public  Health.  Since  time  was  of 
the  essence,  the  Council  on  Public  Health  re- 
ferred the  issue  to  this  Committee  and  au- 
thorized us  to  report  directly  to  the  Board  of 
Trustees. 

After  extensive  discussion  we  voted  unan- 


imously to  recommend  that  The  Medical 
Society  of  New  Jersey  continue  to  approve  in 
principle  the  mixing  of  obstetrical  and  clean 
gynecological  jDatients,  provided  that  all  cur- 
rent recommended  criteria  are  strictly  ob- 
served and  that  an  adequate  form  of  regular 
external  inspection  by  a competent  agency  is 
maintained. 

The  Board  of  Trustees  approved  this  position 
and  transmitted  it  to  the  Department  of  In- 
stitutions and  Agencies.  Our  proposal  was  sub- 
sequently accepted  and  incorporated  into  the 
mixing  program. 

Blue  Cross-Blue  Shield 

The  problem  of  the  pregnant  patient  who  is 
admitted  to  a hospital  for  an  acute  medical- 
surgical  condition  has  been  an  area  of  special 
concern  to  the  Committee  since  the  patient’s 
hospital  stay  would  be  limited  to  the  seven 
days  assigned  for  maternity  benefits  under  the 
Medical-Surgical  Plan/Hospital  Service  Plan 
coverage  if  the  patient  is  admitted  with  a 
primary  diagnosis  of  pregnancy.  We  feel  that 
if  the  primary  reason  for  admission  is  medical 
or  surgical,  then  the  seven  day  limitation 
should  not  apply.  If  the  patient  does  not  have 
an  infectious  disease,  she  may  be  kept  on  the 
obstetrical  ward.  In  this  case,  the  condition  of 
the  fetus  can  be  carefully  observed,  and  in 
case  of  an  obstetrical  emergency,  the  patient 
is  in  the  hospital  area  where  optimum  treat- 
ment may  be  obtained.  The  primary  diag- 
nosis should  be  the  admitting  diagnosis  and 
the  patient  may  be  on  the  service  of  the  phy- 
sician treating  the  primary  disease  with  the 
obstetrician  listed  for  the  obstetrical  care. 

Dr.  Donnelly,  President  of  Medical-Surgical 
Plan  of  New  Jersey,  who  discussed  this  issue 
with  us,  stated  that  these  patients,  regardless 
of  the  complication,  can  be  much  more  ade- 
quately cared  for  on  the  obstetrical  service 
rather  than  one  of  the  other  services  of  the 
hospital. 

Approved  (page  425) 
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Public  Relations 

John  J.  Crosby,  Jr.,  M.D.,  Chairman,  Jersey  City 

(Reference  Committee  “F”) 


In  fulfilling  its  function  to  “evaluate,  suggest, 
and  — tvith  approval— carry  out  programs  and 
projects  calculated  to  further  the  public  rela- 
tions of  this  Society,”  the  Council  has  con- 
tinued successfully  all  its  regular  operations  as 
outlined  below: 


Continuing  Projects 

At  its  reorganization  meeting,  the  Council 
decided  to  maintain  all  the  regular  continu- 
ing projects  and  procedures  of  last  year,  as 
follows: 

1)  Publication  and  distribution  of: 

(a)  Junior  Health  Hints  to  schools  and  public 
libraries 

(b)  Membership  A'ews  Letter,  including  the  annual 
compilation  of  a bound,  indexed  set  to  com- 
ponent societies 

(c)  Periodic  Xexvsletter  to  cooperating  agencies/in- 
dividuals as  required 

2)  Preparation  and  publication  of  special  news  releases 
and  publicity  as  required  from  lime  to  time  in  fur- 
therance of  the  Society's  business  and  interests,  in- 
cluding: 

(a)  The  Eye  Health  Screening  Program 

(b)  The  Annual  Meeting 

(c)  Child  Safety  Week 

(d)  Selected  official  programs  and  activities 

3)  Responsibility  for  bestowal  of  the  Golden  Merit 
Award 

4)  Responsibility  for  the  press  room  and  press  releases 
at  the  annual  meeting 

5)  Encouragement  of  continuance  — or  establishment  — 
of  orientation  programs  for  new  members  under  spon- 
sorship of  component  societies 

6)  Encouragement  of  statewide  emergency  medical  care 
coverage,  particularly  with  reference  to  the  “Basic 
Concepts  Underlying  the  Provision  of  Professional 
Medical  Care’’  as  adopted  by  the  1965  House  of  Dele- 
gates 

7)  Encouragement  of  Future  Physicians  Clubs  in  each 
county  through  service  as  a clearinghouse  at  state 
level. 


CoMMUNTIY  HeAI.III  ^\'I•:EK 

The  Council  was  informed  that  the  AM.\ 
conducted  a national  survey  and  that  the 
states  were  evenly  divided  as  to  whether  the 
observance  of  Community  Health  \\'eek 
should  be  held  in  the  spring  or  fall.  ,\s  a re- 
sult of  these  findings,  the  AM.A.  recommended 
that  the  individual  state  society  choose  the 
time  most  desirable  for  its  state  to  hold  Com- 
munity Health  Week.  The  AMA  will  co- 
operate by  being  sure  that  all  material  pre- 
pared by  them  will  be  useable  at  any  time  of 
the  year. 


With  this  information  before  them,  the  Coun- 
cil surveyed  all  component  societies  to  see  if 
they  plan  to  hold  a Community  Health  "WTek 
this  year,  and  if  so,  when.  Twelve  counties 
replied.  Of  the  counties  heard  from,  none  was 
planning  to  hold  a Community  Health  AVeek. 
One  county  plans  to  have  a “Health  Fair”  in 
April;  a few  others  will  conduct  a diabetes 
detection  program  in  the  late  fall. 


Golden  Merit  AtvARD 

The  1968  Golden  Merit  Award  was  bestowed 
upon  42  members  of  the  Society,  25  of  whom 
received  the  award  personally  in  Atlantic 
City.  This  brings  the  total  recipients  of  the 
Golden  Merit  Award  since  its  inception  in 
1957  to  538.  Thus  far  this  year,  42  candidates 
have  been  nominated  by  13  component  so- 
cieties for  the  1969  Golden  Merit  Award.  Fol- 
lowing the  ceremonies  this  year,  the  recipients 
and  their  families  will  be  guests  of  the  Society 
at  an  informal  reception,  as  they  have  in  pre- 
ceding years. 

Approved  (page  423) 
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Special  Gomnuttees 


Emergency  Medical  Care 

Jack  R.  Karel,  M.D.,  Chairman,  Hillside 

(Reference  Committee  “D”) 


During  the  year  this  Committee  has  em- 
phasized the  improvement  and  updating  of 
emergency  medical  care  in  hospitals.  In  this 
connection  the  Committee  recommended  and 
the  Board  of  Trustees  approved  the  follow- 
ing: 

Hospitals  are  encouraged  to  participate  in  the 
Hospital  Reserve  Disaster  Inventory  Program. 
In  the  first  crucial  hours  of  a disaster  there  is 
no  time  to  wait  for  outside  assistance  to  ar- 
rive. Hospitals  in  the  disaster  area  will  be 
faced  with  mounting  numbers  of  casualties 
and  dwindling  supplies  of  critical  medical 
items.  United  States  hospitals  seldom  main- 
tain large  inventories  of  expendable  items. 
The  Division  of  Emergency  Health  Services, 
U.S.  Public  Health  Service,  has  developed  a 
program  to  expand  community  hospitals’ 
stocks  of  critical  medical  items  to  a 30-day 
level.  Each  hospital  will  use  the  items  sup- 
plied l^y  the  inventory  expansion  program 
and  at  the  same  time  continue  its  established 
rate  of  procurement.  This  will  help  assure 
disaster  readiness  and  will  also  achieve  an 
automatic  rotation  of  limited  shelf-life  items. 

In  view  of  the  growing  number  of  full  and 
part-time  emergency  room  physicians  and  the 
prognostication  that  this  type  of  practice  will 
be  on  the  increase  in  the  future,  it  is  of  vital 
concern  to  the  populace  of  New  Jersey  that  a 
Training  Program  for  Emergency  Room  Phy- 
sicians be  held  and  that  the  subject  matter  be 
of  such  nature  as  is  normally  recommended 
for  emergency  room  physicians. 

t herefore  at  the  request  of  the  Committee 
and  with  the  approval  of  the  Board  of 
Trustees,  The  Medical  Society  of  New  Jersey 
— in  cooperation  with  the  New  Jersey  Depart- 
ment of  Health  and  the  Division  of  Emer- 
gency Health  Services  of  the  U.S.  Public 


Health  Service  — inaugurated  a Statewide 
Training  Program  for  Emergency  Room  Phy- 
sicians on  March  26,  to  be  held  in  each  of  the 
five  judicial  districts  of  MSNJ.  The  State  De- 
partment of  Health  and  the  U.S.  Public 
Health  Service  have  made  funds  available  to 
finance  this  project.  This  will  be  the  first  such 
program  in  the  nation.  A complete  series  of 
lectures  will  be  given  during  a two-day  period 
in  designated  hospitals  of  the  five  judicial  dis- 
tricts. 

The  subject  matter  in  all  centers  will  be 
identical  as  follows: 

Care  of  .Simple  tVoiinds 
Management  of  Multi-system  Injury 
Treatment  of  Burns 

Resuscitation  — including  restoration  of  airway,  shock, 
hemorrhage,  and  fluid  replacement 
Cardio-pulmonary  Resuscitation 
Psychiatric  Emergencies 
Infant  Emergencies 
I he  Unconscious  Patient 
Ciardio-pulmonary  Resuscitation 

All  physicians,  residents,  and  interns  in  the 
State  will  be  invited  to  attend  the  lectures. 
There  will  be  no  attendance  or  registration 
fees. 

It  is  to  be  noted  that  all  lecturers  are  from 
New  Jersey.  Cooperating  organizations  sup- 
plying the  lecturers  are  the  New  Jersey  Trau- 
ma Committee  of  the  American  College  of 
Surgeons,  the  New  Jersey  Heart  .Association, 
the  New'  Jersey  Chapter  of  the  American 
Academy  of  Pediatrics,  the  Council  on  Mental 
Health  of  The  Medical  Society  of  New  Jer- 
sey, and  the  New  Jersey  Neuro-Psychiatric 
Association. 

The  Committee  has  further  recommended 
tliat  an  in-service  training  program  for  emer- 
gency room  physicians  be  held  in  every  gen- 
eral hospital  and  that  a survey  be  made  in  the 
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State  to  ascertain  the  number  of  full-time 
emergency  room  physicians  employed  in  hos- 
pitals. 

The  Chairman  has  kept  the  Committee  in- 
formed as  to  developments  by  the  Ad  Hoc 
Advisory  Committee  of  the  New  Jersey  State 
Department  of  Health,  Division  of  Emergency 
Medical  Services  of  which  he  is  a member. 
This  committee  and  its  sub  committee  are  to 
be  the  mechanism  for  developing  the  best 
guidance  that  we  in  New  Jersey  can  devise  for 
strengthening  the  first-aid,  ambulance,  and 
rescue  services.  The  specific  functions  of  the 
Ad  Hoc  Committee  will  include: 

1.  Providing  advice  on  design  and  develop- 
ment of  the  operating  program. 

2.  Providing  advice  on  design  and  content  of 
the  Inventory  and  Survey. 


3.  Offering  recommendations  on  the  develop- 
ment of  the  Statewide  Coordinated  Plan  for 
Emergency  Medical  Services  and  on  the  in- 
terim plan  that  will  precede  it. 

4.  Providing  advice  on  criteria  to  be  used  in 
connection  with  the  Program  of  Local  Project 
Grants. 

5.  Providing  advice  and  recommendations 
about  proposed  legislation  for  the  regulation 
of  emergency  vehicles,  vehicle  and  equipment 
standards,  certification  of  first-aid  personnel, 
etc.,  as  required  under  Standard  4.4.11  of  P.L. 
89-564. 

Approved  with  the  recommendation  that  The  Medical  So- 
ciety of  New  Jersey  continue  to  support  the  program  of 
training  emergency  room  physicians  and  paramedical  per- 
sonnel (page  41 5) 


Medicine  and  Religion 

Luke  A.  Mulligan,  M.D.,  Chairman,  Fort  Lee 

(Reference  Committee  “D”) 


The  Department  of  Medicine  and  Religion  of 
the  American  Medical  Association  was  estab- 
lished in  1961,  to  promote  dialogue  between 
the  professions  in  an  effort  to  improve  patient 
care,  and  to  explore  the  increasing  number 
of  medical  and  moral  issues. 

At  the  Annual  Meeting  of  The  Medical  So- 
ciety of  New  Jersey  in  May  1968,  a resolution 
was  passed  by  the  House  of  Delegates  recom- 
mending to  the  New  Jersey  Hospital  Associa- 
tion that  each  hospital  in  New  Jersey  support 


a chaplaincy  program  by  providing  space  and, 
wherever  possible,  financial  support.  In  reply 
(July  1968)  the  New  Jersey  Hospital  Associa- 
tion agreed  to  the  request  of  the  House  of 
Delegates,  and  reported  having  so  informed 
all  member  institutions. 

The  program  meeting  of  the  AMA  Commit- 
tee on  Medicine  and  Religion  was  held  in 
June  1968,  in  San  Erancisco.  The  topic  dis- 
cussed was  “Organ  Transplants.”  This  timely 
subject  created  much  interest.  At  a regional 
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meeting,  held  in  New  York  in  March  1969, 
chairmen  from  all  the  eastern  states  from 
Maine  to  Virginia  attended.  The  program  was 
conducted  by  Rev.  Paul  B.  McCleave  and  Mr. 
Arne  Larson,  and  was  interesting  and  prac- 
tical in  terms  of  future  plans.  A new  film  w^as 
shown,  “A  Storm,  A Strife.”  This  showed  the 
need  for  and  the  way  in  which  a clergyman 
and  a physician  can  work  together,  serving  the 
whole  person  and  the  whole  family.  (This  film 
is  available,  without  charge,  to  county  and 
state  societies.) 

It  is  gratifying  to  know  that  activity  is  takiiig 
place  in  the  county  societies,  and  in  the  in- 
dividual hospital  staff  programs. 

At  a recent  meeting  of  the  Bergen  County 
Medical  Society’s  Committee  on  Medicine  and 
Religion,  a suggestion  was  made  to  encourage 


doctors  and  chaplains  serving  the  individual 
hospitals,  to  meet  together  and  institute  dis- 
cussions aimed  at  (a)  a better  understanding 
of  each  other’s  ministrations  to  the  patients, 
and  (b)  discussing  matters  of  mutual  interest. 
As  a result  of  this  meeting,  a Department  of 
Pastoral  Care  of  Bergen  County  was  .set  up, 
and  is  functioning  w'ell. 

Theological  Seminary  Programs  in  the  future 
will  be  administered  by  the  National  Commit- 
tee on  Medicine  and  Religion,  in  conjunction 
with  state  and  county  chairmen. 

It  is  hoped  that  at  the  Fall  (1969)  meeting  of 
presidents  and  presidents-elect  of  component 
.societies  of  MSNJ  and  the  Board  of  Trustees 
time  will  be  allotted  to  include  and  elaborate 
on  the  subject  of  medicine  and  religion. 

Approved  (page  415) 


Project  Hope/Vietnam 

Thomas  C.  DeCecio,  M.D.,  Chairman,  ClifFsitde  Park 

(Reference  Committee  “B”) 


The  House  of  Delegates,  at  the  1968  Annual 
Meeting  in  Atlantic  City,  voted  to  approve 
the  recommendation  of  the  Board  of  Trustees 
“That  Project  Hope  and  Vietnam  be  estab- 
lished as  a joint  continuing  program  of  The 
Medical  Society  of  New  Jersey,  subject  to  any 
subsequent  modification  by  the  House  of 
Delegates;  and  that  a maximum  of  six  fellow- 
ships be  awarded  annually  on  a ‘first-come, 
first-served’  basis,  each  carrying  a stipend  of 
$1,000  for  a 60-day  tour  of  duty  aboard  the 
S.S.  HOPE,  her  sister-ship,  or  voluntary  serv- 
ice in  Vietnam.” 

In  the  course  of  the  year  the  following  two 


applications  were  received  and  authorized; 

Project  Hope  Fellowship 

Robert  W.  Tilney,  Jr.,  M.D.  (Morris  County) 
$500  — tour  of  duty  scheduled  for  13  October 
to  15  November  1968. 

Volunteer  Physicians  for  ^'ietnam 
Fellowship 

James  R.  Wiant,  M.D.  (Hunterdon  County) 
$1,000  — tour  of  duty  scheduled  for  27  Jan- 
uary to  27  March  1969. 

Approved  (page  413) 
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Retirement  Plans  for  Physicians 

Nicholas  E.  Marchione,  M.D.,  Chairman,  Vineland 

(Reference  Committee  “C”) 


At  the  last  annual  meeting,  the  House  of 
Delegates  asked  the  Committee  on  Retirement 
Plan  for  Physicians  to  investigate  the  pos- 
sibility of  providing  a Keogh  Program  for 
members  of  the  small  counties  in  New  Jersey 
similar  to  the  program  established  in  Essex 
and  Union  Counties.  Essex  County  has 
adopted  a two-fold  program  which  features 
the  variable  annuity  concept  instituted  by  the 
E.  Sc  W.  Blanksteen  Agency,  Inc.,  and  under- 
written by  The  Prudential  Insurance  Com- 
pany of  America  and  also  an  alternate  plan 
.set  up  by  the  Morrisey  Associates  Agency  of 
Newark,  New  Jersey.  In  Union  County  the 
variable  annuity  plan  as  set  up  by  PRU  was 
adopted  as  well  as  the  PRO  Plan  for  Keogh, 
which  also  includes  a variable  annuity  con- 
cept. The  PRO  Plan  is  already  available  in 
.seventeen  counties  in  the  State.  As  a result  of 
this  mandate,  contact  was  made  with  E.  8c  W. 
Blanksteen  Agency  who  are  now  seeing  if  this 
can  be  effected.  This  agency  assures  us  that 
they  have  obtained  from  Prudential  an  agree- 
ment to  put  a program  into  effect  whereby  the 
balance  of  the  members  througbout  the  state 
could  participate  in  a trust  setup  under  the 
aegis  of  The  Medical  Society  of  New  Jersey. 

The  rest  of  the  Committee  has  been  kept  in- 
formed relative  to  the  situation,  and  it  seems 
by  personal  contact  with  them  that  they  feel 
the  plan  has  merit  and  is  worthy  of  considera- 
tion by  the  Society. 

Mr.  Blanksteen  feels,  however,  that  this  plan 
should  be  set  up  under  the  aegis  of  MSNJ. 
Up  to  the  present  time  the  Board  of  Trustees 
has  been  unwilling  to  approve  a trust  agree- 
ment for  the  state  on  this  basis. 

Negotiations  are  still  going  on  with  Mr. 
Blanksteen  to  pursue  the  idea  that  it  might 
be  possible  for  several  counties  to  combine 
and  set  up  a trust  agreement  under  their 
coordinated  sponsorship. 


There  is  no  new  development  in  the  Keogh 
HR  10  law.  We  again  urge  the  membership  to 
take  advantage  of  the  government  legislation 
allowing  them  under  certain  conditions  to  set 
up  a retirement  plan  with  a considerable 
amount  of  tax  savings. 

Many  plans  are  available  at  present,  either  on 
a county,  national,  or  specialty  group  basis. 
There  are  also  many  individual  options  avail- 
able through  banks,  insurance  companies, 
mutual  funds,  and  other  investment  channels. 

We  also  remind  the  membership  that  they  do 
not  have  to  wait  for  a specific  state  plan.  They 
can  start  with  any  plan,  and  at  some  future 
date  if  they  so  elect  they  may  transfer  to  a 
different  plan  without  penalty. 

Recommendation 

That  the  Committee  on  Retirement  Plan  for 
Physicians  be  continued  as  a means  of  keep- 
ing the  Society  informed  as  to  any  changes  in 
the  retirement  setup  for  physicians  and  also 
to  effect  any  program  which  the  Society  may 
deem  advisable. 

Approved  (page  414) 


Movie  On  Head  Injury 

Now  available  is  a 30-minute  color  fdm  (16 
millimeter)  on  practical  pointers  in  the 
emergency  treatment  of  head  injury.  This 
is  not  only  for  interns,  nurses,  and  metlical 
students,  but  will  also  be  valuable  to  first- 
aid  squads  and  ambulance  and  rescue 
teams.  While  it  will  cost  you  S160  to  buy 
the  film,  you  can  rent  it  for  only  $7.50  a 
showing.  Johns  Hopkins  has  developed  the 
film.  For  more  details  write  to  Milner  Fen- 
wick, 3800  Liberty  Heights  Avenue.  Balti- 
more, Maryland  21215. 
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Traffic  Safety 

Irwin  S.  Smith,  M.D.,  Chairman,  Willingboro 

(Reference  Committee  “D”) 


Tlie  Council  on  Legislation  referred  Senate 
Bill  S-97  of  1968  to  the  Committee  for  study 
and  recommendation.  This  bill  would  require 
every  applicant  for  a motor  vehicle  driver’s 
license  upon  first  applying  — and  every  six 
years  thereafter  — to  submit  to,  and  pass,  a 
hearing  and  eye  examination  as  shall  be 
prescribed  by  the  Director  of  Motor  Vehicles. 

We  informed  the  Council  on  Legislation  that 
in  our  opinion  the  bill  should  be  disapproved 
because  it  is  too  broadly  drawn  and  imposes 
unnecessarily  on  the  citizens  licensed  to  drive 
in  New  Jersey  while  placing  a tremendous 
burden  upon  the  Division  of  Motor  Vehicles. 

rhe  Committee  felt  that  rules  and  regulations 
in  this  area  should  be  formulated  only  after 
an  advisory  panel,  appointed  by  the  Director 
of  Motor  Vehicles,  studied  and  approved  such 
rules.  This  advisory  panel  should  consist  of 
professional  practitioners  in  the  field  of  vi- 
sion. 

The  foregoing  sentence  was  amended  to  read: 

This  advisory  panel  should  consist  of  professional  practi- 
tioners in  the  respective  fields. 


Resolution  19  of  the  1968  House  was  not 
adopted  but  it  w^as  referred  first  to  the  spon- 
sor for  better  wording  and  clarification,  and 
then  to  this  Committee  so  that  its  content 
might  be  studied  and  discussed  with  the  New 
Jersey  Division  of  Motor  Vehicles.  The  core 
concern  of  Resolution  19  was  to  relieve  the 
physician  of  making  any  declaration  as  to  the 
safety  or  competence  of  automobile  drivers 
and  to  assign  this  determination  to  the  motor 
vehicle  authorities. 

In  the  Committee  we  decided  that  the  proper 
course  of  action  would  be  to  discuss  wdth  the 
New  Jersey  Division  of  Motor  Vehicles  the 
entire  area  of  physical  examinations  for  auto- 
mobile operators  and,  in  particular,  the  tvord- 
ing  of  the  reporting  forms  to  be  completed 
by  physicians.  This  effort  will  be  one  of  our 
prime  concerns  in  the  forthcoming  year. 

We  plan  also  to  concern  ourselves  with  the 
problem  of  the  drinking  driver  and  the  leg- 
islative and  enforcement  procedures  that  are 
indicated. 

Approved  as  amended  (page  415) 


Dr.  .\sliton  B.  Morrison  accepting 
,AM.\-F,RF  clieclc  from  President  Ku- 
sirnp  for  Rutgers  >fedical  School. 
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Medical-Surgical  Plan  of  New  Jersey 

Joseph  P,  Donnelly,  M.D.,  President,  Newark 

(Reference  Committee  “C”) 


After  less  than  a year’s  stewardship  of  Medi- 
cal-Surgical Plan,  it  gives  me  considerable 
pleasure  to  report  that  the  year  1968  was 
notable  for  growth  and  progress  on  many 
fronts  of  the  Plan’s  operations,  while  a rela- 
tively stable  financial  condition  was  main- 
tained. 

Membership  registered  an  impressive  gain  of 
187,973  persons,  bringing  the  total  enrollment 
to  a record  3,096,772.  The  3,000,000th  mem- 
ber was  enrolled  half-way  through  the  year, 
with  appropriate  observances  marking  this 
milestone. 

Benefits  paid  on  behalf  of  members  also 
reached  a new  high.  Claims  incurred  during 
1968  amounted  to  over  $58.5  million,  an  in- 
crease of  $5.5  million  over  the  preceding  year. 
At  year’s  end  the  reserves  represented  about 
1.6  months  of  claims  and  operating  expenses. 

The  number  of  Participating  Physicians  in- 
creased during  the  year,  both  in  Basic  pro- 
grams and  the  Prevailing  Fee  Program. 

A new  method  of  billing  patients  was  de- 
veloped and  recommended  to  Participating 
Physicians,  which  greatly  simplifies  the  prob- 
lem of  establishing  the  patient’s  entitlement 
to  service  benefits.  This  method  was  described 
in  the  April  issue  of  the  Journal  of  The  Medi- 
cal Society  of  New  Jersey. 

Coverage  of  usual  and  customary  charges  un- 
der the  Prevailing  Fee  program  gained  con- 
siderable impetus  among  National  Account 
groups,  and  there  is  every  indication  that  Pre- 
vailing Fee  will  become  one  of  the  larger  Blue 
Shield  programs  of  the  future. 

Extended  benefits  for  many  services  in  the 
doctor’s  office  were  incorporated  in  a Rider 
offered  to  Medicare  beneficiaries  enrolled  in 
the  “Blue  Cross  and  Blue  Shield  65”  program. 

The  Plan  campaigned  vigorously,  together 


with  Blue  Cross,  for  designation  as  carrier  for 
the  State’s  Medicaid  Program.  As  of  this  writ- 
ing, the  Blue  Plans  are  leading  contenders  for 
the  role. 

Along  with  other  Blue  Shield  Plans,  Medical- 
Surgical  Plan  undertook  to  make  available  a 
comprehensive  scope  of  benefits  from  which 
National  Accounts  could  fashion  a well- 
rounded  health  care  program. 

The  Plan’s  membership  growth— greatest  in 
over  a decade— adequately  answers  a few 
prophets  of  doom  who  only  recently  foresaw 
the  decline  and  possible  dissolution  of  Blue 
Shield  as  the  result  of  encroaching  govern- 
ment programs  and  increasing  competition  in 
the  market  place  from  both  commercial  and 
non-profit  plans.  The  most  significant  gains 
were  in  the  categories  of  National  Accounts— 
.some  80,000  persons— and  the  addition  of 
Rider  J coverage  by  225,000  members.  .At 
year’s  end  over  1,300,000  persons  held  Rider  J. 

The  moral  here  is  plain,  and  the  path  for  the 
future  well-marked:  (1)  Large  companies  want 
a Blue  Shield  system  flexible  enough  to  pro- 
vide tailor-made  programs  on  a uniform  basis, 
and  (2)  the  entire  market  is  seeking  broader 
coverage,  much  of  which  probably  will  be  on 
a Prevailing  Fee  basis. 

In  response  to  this  demonstrated  trend,  Medi- 
cal-Surgical Plan  joined  with  other  Blue  Shield 
Plans  in  undertaking  to  make  available  a uni- 
form Comprehensive  Benefits  program  that 
could  meet  the  various  individual  require- 
ments of  National  .Account  groups.  The  bene- 
fits to  be  made  available,  beyond  those  already 
offered  by  the  Plan,  will  be  offered  only  to 
those  National  Accounts  desiring  additional 
coverage  and  willing  to  pay  more  for  it. 

In  a related  vein,  gains  were  noted  in  subscrib- 
ers covered  for  usual  and  customary  fee  pay- 
ment under  the  Prevailing  Fee  Program.  Such 
a program  may  be  elected  as  the  payment 
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mechanism  lor  the  national  Comprehensive 
Benefits  Program,  and  all  Blue  Shield  Plans 
now  must  offer  a usual  and  customary  pro- 
gram as  Avell  as  Comprehensive  Benefits.  Medi- 
cal Surgical  Plan,  of  course,  has  had  such  a 
program  in  operation  since  1967.  Now  covered 
under  Prevailing  Fee  are  the  Steel  and  Motors 
Industries,  Uniroyal  Corporation,  Federal  em- 
ployees, dependents  of  servicemen  and  retirees 
of  the  uniformed  services  and  their  depend- 
ents (CHAMPUS)  as  well  as  others.  Predict- 
ably additional  large  accounts  will  seek  this 
type  of  coverage  in  increasing  numbers,  and 
Ave  expect  that  by  the  end  of  1969  about  300,- 
000  persons  Avill  be  covered  under  Prevailing 
Fee.  The  Sales  Department  is  making  continu- 
ous efforts  to  sell  Prevailing  Fee  to  netv  ac- 
counts, as  Avell  as  to  convert  existing  accounts 
from  Basic  to  Prevailing  Fee  coverage.  Be- 
cause of  the  increased  income  of  the  average 
New  Jersey  Avorker,  it  is  estimated  that  less 
than  40%  of  family  subscribers  now  have  in- 
comes (husband  and  wife)  under  $7,500.  It  is 
certainly  in  the  interest  of  the  remainder  of 
the  enrolled  population  to  be  covered  for 
usual  and  customary  charges  under  Prevailing 
Fee.  The  present  philosophy  of  the  Plan  is 
that  the  future  of  Blue  Shield  will  be  in  the 
area  of  Prevailing  Fee,  which  will  afford  better 
coverage  to  subscribers  and  usual  and  ctistom- 
ary  payment  to  physicians.  It  is  not  our  intent 
to  raise  the  current  income  levels  of  the  Basic 
program,  because  Ave  must  continue  to  provide 
service  benefits  to  people  in  this  lower  middle 
income  level,  Avho  Avill  continue  to  be  strong 
advocates  of  the  private  practice  of  medicine, 
so  long  as  such  care  is  available  at  a premium 
they  can  afford  to  pay. 

A significant  boon  to  older  citizens  holding 
Blue  Cross  and  Blue  Shield  65  ” coverage 
complementing  Medicare  was  the  develop- 
ment of  a Rider  covering  many  services  in  the 
doctor  s office  (the  basic  “65”  program  pro- 
vides benefits  only  for  in-hospital  services.) 
Rider  65,  at  a quarterly  premium  of  $2.34,  of- 
fers coverage  for  surgery,  radiology  and  physi- 
cal therapy  in  the  doctor’s  office,  and  path- 
ology in  the  office  or  bioanalytical  laboratory. 
Prior  to  introduction  of  the  Rider,  a “65” 
subscriber  had  to  be  a hospital  inpatient  or 
outpatient  to  have  these  services  covered. 


It  is  gratifying  to  note  that  on  March  7,  1969, 
Governor  Hughes  filed  without  approval  Sen- 
ate Bill  363,  and  issued  a comprehensive  state- 
ment as  to  why  he  did  not  approve  this  Bill, 
which  Avould  have  mandated  the  payment  of 
Blue  Shield  benefits  for  eligible  services  rend- 
ered to  subscribers  and  their  dependents  by 
licensed  chiropractors.  The  Plan  wishes  to 
compliment  Dr.  John  F.  Kustrup,  President 
of  The  Medical  Society  of  New  Jersey,  and 
Dr.  Jesse  McCall,  Chairman  of  the  Society’s 
Council  on  Legislation,  together  with  the 
other  Council  members,  for  the  cogent  argu- 
ments they  presented  against  the  Bill:  we  were 
happy  to  participate  with  them  in  this  action, 
which  was  definitely  in  the  interest  of  the  peo- 
ple of  New  Jersey,  and  in  particular  the 
Plan’s  three  million  members. 

Working  closely  with  our  companion  Blue 
Cross  Plan,  Hospital  Service  Plan  of  New  Jer- 
sey, Medical-Surgical  Plan  actively  and  vigor- 
ously sought  the  role  as  carrier  for  the  State's 
Medicaid  program  (Title  XIX).  It  was  com- 
pletely in  keeping  with  Blue  Shield’s  tradi- 
tional role  that  the  leader  in  medical-surgical 
prepayment  should  offer  its  knowledge,  ex- 
perience and  facilities  to  the  worthy  objective 
of  returning  the  medically  underprivileged 
to  the  mainstream  of  quality  medical  care. 

The  Plan’s  Board  of  Trustees  was  strength- 
ened by  the  election  in  May,  1968,  of  Dr. 
Donald  T.  Akey,  surgeon,  and  Dr.  Henry  J. 
Mineur,  cardiologist,  both  outstanding  prac- 
titioners in  their  fields,  and  Mr.  James  T. 
Crowley,  an  executive  of  Moore-McCormack 
Lines,  Inc.,  a business  leader  with  labor  union 
experience.  The  top  administration  of  the 
Plan  was  augmented  by  the  election  of  Dr. 
Jerome  C.  Rothgesser,  who  had  been  Associ- 
ate Medical  Director,  to  the  posts  of  Vice 
President-Medical  Affairs  and  Medical  Direc- 
tor. 

Financially,  as  in  other  respects,  1968  was  a 
good  year  for  the  Plan.  AV’hile  the  amount  of 
benefits  provided,  number  of  services  paid 
and  claim  incidence  among  our  enrolled  pop- 
ulation all  reached  new  highs,  and  our  oper- 
ating staff  consequently  had  to  be  expanded, 
we  ended  the  year  in  the  black,  with  a small 
contribution  to  reserves. 
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In  closing,  I wisli  to  express  my  appreciation 
of  the  iinalnablc  counsel  and  guidance  1 re- 
ceived from  the  Board  of  Trustees  in  assum- 
ing the  challenging  but  rewarding  post  of 
President,  as  well  as  acknowledging  the  loyal 
and  dedicated  support  of  the  Plan’s  staff.  And 
last,  but  most  important,  my  gratitude  for  the 
understanding  cooperation  of  the  Participat- 


ing Physicians  who  make  Blue  Shield  service 
benefits  possible  for  the  most  deserving  40% 
of  our  enrollment  witliin  the  lower  middle  in- 
come range,  who  can  continue  to  enjoy  excel- 
lent medical  care  and  a satisfying  doctor-pa- 
tient relationship  at  a cost  they  can  afford  be- 
cause of  the  Blue  Shield  coverage  provided 
through  the  voluntary  system. 


Comparative  Balance  Sheet  December  31,  1968 
Assets  1968 

Cash  on  Hand  and  in  Banks 


1967 


(Working  Funds) 

$ 1,062,444 

$ 294,028 

Investments 

22,799,427 

19,550,882 

Accounts  Receivable: 

Subscriptions 

1,514,115 

1,052,176 

National  Account  Program 

1,649,590 

1 ,309,465 

Federal  Employee  Program 

875,465 

700,766 

Hospital  Service  Plan 

486,184 

— 

Other 

71,147 

29,918 

Accrued  Interest  and 

Dividends  Receivable 

306,703 

210,322 

Total  Assets 

$28,765,075 

$23,147,557 

Liabilities 


Claims  Outstanding: 

Reported 13,689,000  $2,751,000 

Unreported 7,858,000  7,356,000 

National  Accounts 891,000  $12,438,000  375,000  $10,482,000 


Unearned  Subscriptions 3,379,692 

Accounts  Payable — 

Hospital  Service  Plan — 

Miscellaneous 1 , 063 , 720 

Reserve  For  Group  Contract 

Settlements 2,139,538 

Deposits  From  Other  Organizations 747,309 


2,946,981 

1 ,949,947 
1 ,085,988 

1 ,365,680 
573,554 


Total  Liabilities 


$19,768,259 


$18,404,150 


Reserves 

Securities  Valuation $ 692,000  $ 593,000 

Special  Contingent 100,000  100,000 

Unassigned 8,204,816  4,050,407 


Total  Reserves $ 8,996,816  $ 4,743,407 


Total  Liabilities  and  Reserves $28,765,075 


$23,147,557 


Annual  Statistics — 1968 


Table  I 


Distribution  of  All  Services  and  Payments 


1968 

Total 

% All 

Payment 

Services 

Services 

Payment 

Percent 

Per  Service 

Surgical 

524,846 

40.9% 

$27,636,730 

50.4% 

$52.66 

Medical 

513,631 

40.0 

16,315,180 

29.8 

31.76 

Obstetrical 

41,143 

3.2 

5,830,815 

10.6 

141.72 

Consultations 

59,541 

4.6 

1,185,899 

2.2 

19.92 

Anesthesia 

144,165 

11.3 

3,852,978 

7.0 

26.73 

Total 

1,283,326 

100.0% 

$54,821 ,602 

100.0% 

$42.72 
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Table  II 


Distribution  oj  Rider  Services  and  Payments 


Total 

% All 

Payment 

Payment 

Services 

Services 

Amount 

Percent 

Per  Service 

Surgical 

. ...  52,201 

15.8% 

$1,065,355 

17.1% 

$20.41 

Medical 

....  5,266 

1.6 

301,383 

4.8 

57.23 

Diagnostic  X-Ray . . . . 

129,373 

39.3 

2,825,624 

45.3 

21.84 

X-Ray  Therapy 

944 

0.3 

149,494 

2.4 

158.36 

Physical  Therapy 

10,489 

3.2 

283,696 

4.5 

27.05 

Pathology 

131,214 

39.8 

1 ,618,422 

25.9 

12.33 

Total 

329,487 

100.0% 

$6,243,974 

100.0% 

$18.95 

Excludes  Federal  Claim  Data. 


Table  III 

Distribution  of  Earned  Subscription  Income 


Earned  Subscription  Income $69,591,590 

Incurred  Claims 58,536,205 

Operating  Expense 7,148,371 

Underwriting  (Gain) 3,907,014 


100.0% 
84.  1 
10.3 
5.6 


42.4 


25.0 


9.0 


10.3 


5.9 


1.8 


5.6 


Surgical  Medical  Obstetrical  Anesthesia  Consultations  Operating  Underwriting 

Expense  Gain 


Federal  Employee  Program 

Following  is  a statement  of  income  and  expense,  along 
with  utilization  statistics  of  the  1968  experience  of  the 
Federal  Employee  Program. 


Income $2,795,325  100.00% 

Claims  incurred 2,591,990* **  92.73 

$ 203,335  7.27 

Operating  Expense 

(Estimate) 174,000  6.22 

Gain $ 29,335  1.05% 


Paid  Basis 


Average  Exposure  (Persons) 119,869 

Services  per  1,000  Persons  Enrolled 348 

Average  Cost  Per  Service $ 57.77 

**Number  of  Services 41,715 

Amount  Paid $2,409,990* 


*NOTE:  Despite  their  similarity,  these  figures  repre- 
sent different  categories:  Claims  Incurred  include  claims 
for  1968  services  that  were  not  paid  until  after  1968; 
Amount  Paid  represents  actual  disbursements  made  in 
1 968,  including  those  for  services  rendered  prior  to  1 968. 

**Due  to  a chtmge  of  processing,  number  of  services 
rather  than  cases  are  being  recorded. 
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Claims  Incurred 


Year  Amount 

1968 $58,536,000 

1967 53,016,000 

1963 40,991,000 

1960 31,516,000 

1957 22,886,000 

1954 13,992,000 

1951 6,527,000 

1948 1,204,000 

1945 208,000 

1942 5,000 


Incidence  Rate  {Cases)  Per  1,000  Persons  Enrolled 


Year  Incidence 

1968 304 

1967 275 

1963 193 

1960 166 

1957 143 

1954 126 

1951 112 

1948 96 

1945 86 

1942 40 


Civilian  Health  and  Medical  Program 
OF  the  Uniformed  Services 


Effective  December  1,  1967,  the  Plan,  with 
the  approval  of  The  Medical  Society  of  New 
Jersey,  was  designated  as  contractor  for  the 
program,  which  on  the  same  date  adopted  a 
usual  and  customary  charges  basis  of  payment, 
replacing  the  fixed  fee  schedule  previously 
utilized. 


Following  is  the  claim  experience  for  1968: 


CLAIMS 

Returned 

Period  Received  Declined  Incomplete 

Total  Claims  1968  28,016  1,240  12,039 

Paid 

Claims  Amount  On  Hand 

15,038  $1,186,207  324 


City  of  Newark  Medical  Plan 

Effective  June  1,  1965,  Medical-Surgical  Plan 
of  New  Jersey  assumed  the  administrative 
functions  of  the  City  of  Newark  Medical  Plan 
on  behalf  of  Medical  Service  Administration 
of  New  Jersey. 

Approved  services  rendered  from  January  1, 
to  December  31,  1968,  as  compared  with 
former  years,  were: 


RELIEF 


Tear 

Number  of  Cases 

Value  of  Services 

1961 

1484 

$6,914 

1962 

1151 

$5,329 

1963 

1149 

$5,339 

1964 

1164 

$5,736.50 

1965 

1128 

$6,287.50 

1966 

682 

$3,770 

1967 

831 

$4,670 

1968 

868 

$4,857.50 

MEDICALLY  INDIGENT 


Year 

Number  of  Cases 

Value  oj  Service 

1961 

1732 

$8,197 

1962 

1252 

$5,999 

1963 

1189 

$5,587 

1964 

862 

$4,420 

1965 

962 

$5,585 

1966 

931 

$5,395 

1967 

482 

$2,707.50 

1968 

361 

$2, 137.50 

Public  Relations  Program 


Early  1938  saw  the  culmination  of  the  Plan’s 
25th  Anniversary  celebration,  which  had  rep- 
resented a major  public  relations  effort  ex- 
tending through  most  of  the  preceding  year. 
The  final  presentation  of  25-year  Participat- 
ing Physician  plaques  was  made  at  a meeting 
of  the  Passaic  County  Medical  Society,  bring- 
ing to  over  900  the  number  of  pioneer  physi- 
cians so  recognized  throughout  the  State’s  21 
counties.  An  illustrated  report  on  the  anni- 
versary program  was  submitted  to  the  Blue 
Shield  Board  of  Trustees,  other  Blue  Shield 
Plans  and  National  Association  of  Blue  Shield 
Plans.  A photo  of  a montage  of  over  150  press 
clippings  on  the  anniversary  observances  was 
published  in  The  Blue  Shield,  NABSP  news- 
paper. 

A display  depicting  highlights  of  the  anni- 
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versary  program,  with  samples  of  the  media 
used  in  publicizing  it,  was  shown  at  the  1968 
Blue  Cross  and  Blue  Shield  National  Adver- 
tising and  Public  Relations  Conference  in 
Los  Angeles. 

Favorable  public  attention  was  again  directed 
to  Medical-Surgical  Plan  in  1968  through  a 
program  celebrating  the  enrollment  of  the 
Plan’s  3,000,000th  member.  The  “milestone 
member’’  was  honored  at  a luncheon  attended 
by  officials  of  his  company.  Blue  Shield  and 
Blue  Cross,  at  w’hich  he  was  pre.sented  with 
an  illuminated  and  engrossed  scroll  by  Dr. 
Joseph  P.  Donnelly,  Plan  President.  News  re- 
leases and  photos  of  the  occasion  were  ac- 
corded good  acceptance  by  the  press,  and  in- 
quiries were  received  from  other  Blue  Shield 
Plans  that  were  planning  similar  observances. 

major  public  relations  endeavor,  under- 
taken in  cooperation  with  Hospital  Service 
Plan  Public  Relations,  was  a program  aimed 
at  building  a receptive  climate  among  the 
various  publics  toward  the  Blue  Plans  as  the 
logical  carriers  for  the  State’s  Medicaid  Pro- 
gram, based  on  their  long-established  ex- 
pertise in  the  health  care  prepayment  field, 
their  cost  control  mechani.sm  and  their  non- 
profit character.  This  was  carried  forth  in  the 
legislative  field  by  the  capable  efforts  of  W. 
Jefferson  Lyon,  Hospital  Service  Plan  Vice 
President-Public  Relations  and  Dr.  Donnelly. 

The  opportunity  to  exchange  ideas  and  tech- 
niques w'hile  working  closely  with  pidilic  re- 
lations executives  of  other  leading  Plans  was 
afforded  the  Public  Relations  Officer  through 
his  election  as  secretary,  and  subsequently 
vice  chairman,  of  the  Blue  Cross  and  Blue 
Shield  Mid-Atlantic  Public  Relations  Confer- 
ence. 

In  conjunction  with  Hospital  Service  Plan 
Marketing  and  Public  Relations,  the  Public 
Relations  Officer  participated  in  behalf  of 
Medical-Surgical  Plan,  in  the  joint  sales  and 
institutional  advertising  campaigns,  and  ad- 
ministered Medical-Surgical  Plan’s  individual 
institutional  advertising  program.  These  ac- 
tivities included  preparation  of  advertise- 
ments for  the  leading  dailies  and  weeklies  of 


the  state,  specialty  publications,  billboards, 
bus  cards,  and  radio  stations. 

A helpful  innovation  during  the  year  was  the 
establishment  of  a well-staffed  Editorial  Serv- 
ices Department  by  Hospital  Service  Plan, 
which  assumed  for  both  Plans  the  functions 
of  physical  preparation  of  informational  and 
educational  materials,  publications  and  other 
printed  matter.  Close  liaison  exists  between 
the  Department  and  the  Medical-Surgical 
Plan  Public  Relations  Officer,  who  maintains 
editorial  authority  over  all  Blue  Shield  mate- 
rial produced  by  the  Department. 

In  other  areas,  the  Public  Relations  Office  as- 
sisted in  the  preparation  of  many  types  of 
communications  to  physicians,  subscribers, 
medical  societies,  other  Blue  Shield  Plans, 
NABSP,  the  Department  of  Banking  and  In- 
surance and  other  governmental  officials.  Such 
assistance  w'as  provided  to  a number  of  Plan 
executives  and  departments  including  the 
President,  Executive  Vice  President,  Vice 
President  for  Medical  Affairs,  Director  of  Op- 
erations, Physician  Relations  Section  and 
Utilization  Review  Section. 

Physician  Relations  Program 

The  Physician  Relations  Section  accom- 
plished its  1968  objective  of  maintaining  liai- 
son and  cooperation  between  the  Plan  and 
thousands  of  doctors  throughout  the  state. 

It  is  noteworthy  that  at  year’s  end  the  number 
of  Participating  Doctors  under  the  Basic  Pro- 
gram stood  at  a new  high  of  7,167,  a gain  over 
1967  of  141,  and  the  upward  trend  continued 
in  1969.  Represented  in  the  total  are  5,900 
Doctors  of  Medicine,  565  Doctors  of  Osteo- 
pathy, 336  Doctors  of  Podiatry,  107  Registered 
Bioanalytical  Laboratories  and  259  Doctors 
of  Dental  Surgery.  These  participants  make  a 
vital  contribution  to  the  citizens  of  New  Jer- 
sey. During  1968  only  eight  resignations  of 
Participating  Doctors  were  recorded,  the  low- 
est numher  in  many  years. 

Although  two  experienced  Eield  Representa- 
tives were  lost  through  promotion  w'ithin  the 
Plan,  four  new  Field  Representatives  were 
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liired  and  trained.  Three  of  these  have  com- 
pleted their  training,  and  substantial  increase 
in  both  the  scope  of  activities  and  the  number 
of  contacts  in  the  Field  Program  is  assured 
for  1969.  It  was  necessary  to  curtail  the  1968 
Field  Program  in  order  to  process  thousands 
of  Participating  Agreements  under  the  Pre- 
vailing Fee  Program  and  handle  numerous  re- 
visions of  individual  Prevailing  Fee  Schedules 
for  Participating  Doctors.  Approximately 
.5,400  doctors  were  enrolled  as  participants 
for  Prevailing  Fee;  such  participation  is  sepa- 
rate and  apart  from  participation  under  the 
Basic  Program. 

Despite  greatly  increased  office  activities  a 
number  of  field  contacts  were  made,  includ- 
ing hospital  staff  meetings,  physician  lounges 
of  hospitals,  visits  to  individual  doctors’  of- 
fices, manning  exhibits  at  several  conventions 
and  other  meetings  including  those  of  spe- 
cialty societies  and  medical  assistants.  The 
Physicians’  Inquiry  Unit  was  strengthened  by 
the  addition  of  two  telephone  clerks,  bringing 
the  total  to  eight.  Every  opportunity  is  taken 
to  remind  doctors  and  their  office  assistants  to 
call  this  unit,—  (201)  662-2201  — for  assistance 
on  any  problems  dealing  with  Plan  payments, 
policies  or  procedures.  Doctors  are  also  urged 
to  obtain  the  name  of  the  clerk  handling  their 
inquiry,  so  that  the  Plan  may  exercise  controls 
that  will  assure  the  best  possible  service. 

With  an  authorized  staff  of  six  Field  Repre- 
sentatives — five  positions  being  filled  at  year’s 
end  — and  an  augmented  Physicians’  Inquiry 
Unit,  we  are  confident  that  a comprehensive 
field  Program  and  good  telephone  service  will 
result  in  1969. 

Enrollment  Report 

The  total  membership  of  Medical-Surgical 
Plan  in  1968  increased  6.5  per  cent.  This  rep- 
resents a net  gain  of  187,973  persons  and 
88,359  contracts.  Total  membership  at  year- 
end  thus  stood  at  3,096,772  persons.  Nation- 
wide statistics  show  the  Plan  has  strengthened 
its  fifth  rank  position  among  all  Blue  Shield 
Plans.  Gains  in  all  major  lines  of  business,  i.e. 
Group,  Left-Group,  Non-Group  and  Com- 
plementary coverage  were  produced  in  1968. 


Group  business  accounts  for  more  tlian  81% 
of  total  membership.  The  2,523,387  persons 
so  covered  can  be  divided  into  four  major 
classes:  Basic  coverage  both  with  and  without 
riders.  Government  lines.  National  Account 
coverages,  and  coverage  complementary  to 
Medicare.  The  Basic  certificate  is  held  by  67% 
of  Group  members  — a drop  of  four  percent 
from  the  1967  level.  The  governmental  cover- 
ages now  account  for  12%  of  total  Group,  re- 
flecting a thirty-three  thousand  member  in- 
crease. National  Accounts  have  shown  the 
largest  growth  — to  a 17%  share  — via  a net 
gain  of  78,688  members.  Complementary  cov- 
erage lost  2,095  net  members  to  hold  a U,, 
share  of  the  Group  line.  The  trend  to  more 
inclusive  and  tailored  benefits  is  still  very 
much  evident.  It  is  indicated  by  the  180,000 
persons  who  added  Rider  J to  their  certificate 
last  year;  in  all  Rider  J gained  225.000  mem- 
bers. 

The  Direct  Payment  Membership  areas  were 
also  advanced  in  1968.  Membership  trans- 
ferred from  former  Group  coverage  was  up 
by  14,768  persons.  Newly  enrolled  member- 
ship gained  30,570  persons.  A net  addition  of 
11,382  subscribers  was  recorded  in  the  BC-B.S 
“65”  program.  Enrollment  for  the  three  sid>- 
categories  stood  at:  Left-Group,  212,308  mem- 
bers; Non-Group,  234,667;  and  BC-BS  “65”, 
126,356.  This  represents  an  overall  increase 
of  11.0%  in  the  Direct  Payment  line  over  the 
year-end  1967  level. 

In  reviewing  areas  of  growth  for  1968,  special 
mention  must  be  made  of  enrollment  under 
the  Prevailing  Fee  Program  for  National  Ac- 
counts. At  year-end,  over  87,000  contracts  rep- 
resenting an  estimated  265,000  members  were 
enrolled  under  this  program.  Current  reports 
from  the  sales  staff  indicates  a grotving  market 
demand  for  this  program. 

Enrollment  Gro\vth 


Year  Enrollment 

1968 3,096,772 

1967 2,908,799 

1963 2,450,755 

I960 2,080,582 

1957 1,711,834 

1954 1.196,804 

1951 669,906 

1945 236,604 

1942 4,131 
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COMPARATIVE  SUMMARY  OF  OPERATIONS 


1968 

Subscriptions  Earned* $69,591 ,590 

Claims  Incurred**. . .$58,536,205 
Operating  Expenses***  7,148,371 

65,684,576 

Gain  from  E^nderwriting 

Operations $ 3,907,014 

Income  on  Investments 1 ,052,259 

Operating  Gain  for  the  Year $ 4,959,273 


100.0% 

84.1 

10.3 

94.4% 


5.6% 


$53,016,326 

5,618,439 


1967 

$60,878,649 


58,634,765 

$ 2,243,884 
695,095 
$ 2,938,979 


100.0% 

87.1 

9.2 

96.3% 


3.7% 


*The  gain  of  $8,712,941  in  subscriptions  earned  reflects  gains  in  enrollment,  which  increased  by  187,973  during 
the  year  and  the  12%  rate  increase  effective  5/1/67. 

**The  rise  of  $5,519,879  in  claims  incurred  is  attributable  to  increased  exposure  from  larger  enrollment,  and  to 
increased  incidence,  which  rose  from  275  per  1,000  persons  to  304. 

***The  increase  of  $1,529,932  in  operating  expenses  is  caused  by  increased  services  rendered  by  Hospital  Service 
Plan  in  the  amount  of  $1,238,770  and  an  increase  of  $291,162  in  Medical-Surgical  Plan  direct  expenses.  Based 
on  subscriptions  earned,  total  operating  expense  increased  by  one  and  one  tenth  percent. 


SUMMARY  OF  RESERVES  FOR  PROTECTION  OF  SUBSCRIBERS 


1968 

1967 

Reserves  at  January  1 

. . . .$4,743,407 

$ 861,587 

Operating  Gain  or  (Loss)  for  the  Year.  . . 

. ...  4,959,273 

2,938,779 

$9,702,680 

$3,800,366 

Plus;  Reserve  .Adjustments 

Non-.Admitted  Assets 

. . ($77,808) 

($164,393) 

Adj.  of  Prior  Year’s  Income 

Unrealized  Capital 

. . 360,000 

Gains 

, ..  150,852 

209,464 

Claim  Reserve 

Distribution  of  Prior 

. . (690,000) 

1,450,000 

Year’s  Income 

Group  Contract 

. . (179,000) 

(354,513) 

Settlement 

. . (269,908) 

(705,864) 

(197,717) 

942,841 

$8,996,816 

$4,743,407 

The  increase  of  $4,253,409  in  reserves  for  the  protection  of  Plan  Subscribers  is  due  to  a net  operating  gain  of 
$4,959,273  and  reserve  adjustments  totaling  ($705,864). 
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1968  BOARD  OF  TRUSTEES 


Chairman  of  the  Board 
Thomas  J.  White,  M.D.,  (1971) 


First  Vice  President 
Jerome  G.  Kaufman,  M.D.  (1970) 

Donald  T.  Akey,  M.D.  (1969) 
Edwin  H.  Albano,  M.D.  (1971) 
Robert  G.  Boyd  (1969) 

Joseph  A.  Cox,  M.D.  (1969) 

James  F.  Crowley  (1971) 

Charles  L.  Cunniff,  M.D.  (1969) 
Andrew  P.  Dedick,  Jr.,  M.D.  (1969) 
tjoseph  P.  Donnelly,  M.D.  (1970) 
Edgar  P.  Eaton,  Jr.  (1970) 

Joseph  I.  Echikson,  M.D.  (1970) 
Lloyd  M.  Felmly  (1971) 

Edwin  T.  Ferren,  D.O.  (1970) 
Mortimer  J.  Fox,  Jr.  (1970) 


Second  Vice  President 

Rudolph  C.  Schretzmann,  M.D.  (1971) 

Joseph  P.  Keating,  M.D.  (1970) 

John  F.  Kustrup,  M.D.  (1969) 

Elton  W.  Lance,  M.D.  (1970) 

Samuel  J.  Lloyd,  M.D.  (1971) 

Theron  L.  Mairsh  (1971) 

Jesse  McCall,  M.D.  (1971) 

Earl  R.  Mellen  (1969) 

Henry  J.  Mineur,  M.D.  (1970) 
James'^R.  Pepper  (1969) 

Warren^H.  Simmons  (1969) 

Sidney  I.  Simon,  Ph.D.  (1969) 

Charles  O.  Tyler,  M.D.  (1971) 

Robert  E.  Verdon,  M.D.  (1969) 


TRUSTEES  EMERITUS 
Appointed 

Edward  W.  Sprague,  M.D.  1966 

John  S.  Thompson  1966 


Term  as  Board  Member 
1942-1966 
1942-1965 


ADVISORS  TO  THE  BOARD  OF  TRUSTEES 


William  F.  Costello,  M.D. 
William  E.  Dodd,  M.D. 


Appointed  Term  as  Board  Member 

1958  1948-1958 

1952  1944-1952 


FORMER  MEMBERS  OF  THE  BOARD  OF  TRUSTEES 


David  B.  Allman,  M.D. 
1945-1945 

*Charles  W.  Barkhorn,  M.D. 
1952-1965 

Irving  P.  Borsher,  M.D. 

1950-1965 

*F.  Clyde  Bowers,  M.D. 
1961-1963 

*Theophilus  H.  Boysen,  M.D. 
1944-1945 

Lewis  W.  Brown,  M.D. 
1949-1954 

*WilliamJ.  Carrington,  M.D. 
1942-1943 

*Harry  N.  Comando,  M.D. 
1942-1958 


*Samuel  A.  Cosgrove,  M.D. 
1944-1953 

*William  K.  Harryman,  M.D. 
1944-1945 

Sigurd  W.  Johnsen,  M.D. 
1942-1948 

* Augustus  S.  Knight,  M.D. 
1942-1948 

*Thomas  K.  Lewis,  M.D. 

1942-1949 
*Arthur  W.  Lunn 

1951-1962 

Paul  Mecray,  Tr.,  M.D. 
1953-1961 

Duane  E.  Minard,  Jr. 
1957-1965 


Glennis  S.  Rickert,  M.D. 
1959-1963 

*Royal  A.  Schaaf,  M.D. 
1942-1964 

*Norman  M.  Scott,  M.D. 
1942-1950 

Reuben  L.  Sharp,  M.D. 
1950-1952 

Tames  I.  Spencer,  M.D. 
1957-1961 

Gustave  E.  Wiedenmayer 

1961- 1966 
*Carl  K.  Withers 

1952-1961 
David  L.  Yunich 

1962- 1963 


tResigned  April  23,  1 968 
"■Deceased 

Approved  (page  413) 
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Nominations  for  Emeritus  Membership 

(Reference  Committee  “H") 


The  following  nominations  for  election  to 
emeritus  membership  at  the  1969  annual 
meeting  have  been  received  from  the  com- 
ponent societies.  Conforming  to  the  provi- 
sions of  Article  IV,  Section  6,  of  the  Constitu- 
tion, all  nominees  are  now  and  have  been 
members  in  good  standing  of  a component 
society  for  at  least  twenty  years,  and  by  reason 
of  age  or  infirmity  have  retired  from  the  ac- 
tive practice  of  medicine.  All  are  emeritus 
members  of  their  respective  component  so- 
cieties. 

Bergen  County 

Canio  Bibbo,  River  Edge;  Age  64 
George  W.  Caldwell,  Tenafly;  Age  70 
Luther  A.  Markley,  4Vestwood;  Age  70 
Norman  V.  Myers,  Red  Bank;  Age  61 

Burlington  County 

Joseph  M.  Kuder,  Mount  Holly;  Age  77 
Milton  M.  Schisler,  Miami,  El,),  (formerly 
Elorence);  Age  70 

S.  Emlen  Stokes,  Moorestown;  A.ge  75 
David  H.  Bartine  Ulmer,  Moorestown;  Age  84 

Essex  County 

Jeremiah  L.  Buckley,  Lavallette;  Age  69 
S.  William  Kalb,  Hillside;  Age  71 
Herbert  L.  Mahood,  Hightstown;  Age  71 
William  J.  Marquis,  East  Orange;  Age  73 
Grace  T.  Newman,  Jamesburg;  Age  68 
Charles  E.  Turner,  Sherman  Oaks,  Calif, 
(formerly  Montclair);  Age  72 

Gloucester  County 

Paul  McD.  Pegau,  Woodbury;  Age  69 
Hudson  County 

Edward  Alpert,  Hollywood,  Ela. 

(formerly  Jersey  City);  Age  70 
Henry  C.  Eattel,  Noi  ih  Bergen;  Age  65 
John  L.  Howeth,  Stockton;  Age  61 


Middlesex  County 

Jack  M.  Kluft,  Perth  Amboy;  Age  56 


Passaic  County 

Alphonse  P.  Del  Mauro,  East  Paterson;  Age  62 
Erank  E.  Jani,  Eort  Lee;  Age  65 
Irving  Okin,  Delray  Beach,  Ela. 

(formerly  Passaic);  Age  70 
H.  Eugene  Reading,  Pompano  Beach,  Ela. 
(formerly  Paterson);  Age  74 

Approved  (page  426) 


Supplemental  Report 

The  following  additional  nominations  for 
election  to  emeritus  membership  have  been 
received: 

Union  County 

Victor  duBusc,  Elizabeth;  Age  76 
Malcolm  S.  Edgar,  Summit;  Age  76 
John  L.  Sly,  Summit;  Age  77 

Approved  (page  426) 
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RESOLUTIONS 


#1 

Assimilation  of  Osteopaths 

From  the  Essex  County  Medical  Society 

(Reference  Committee  “A”) 


Whereas,  the  American  Medical  Association 
Hf)use  of  Delegates  in  December  1968  adopted 
a report  to  pro\ide  avenues  whereby  fully 
licensed  osteopaths  may  be  assimilated  into 
the  mainstream  of  medicine,  and 

Whereas,  this  wa>  done  to  assure  the  provi- 
sion of  the  best  possil^le  health  care  to  the 
American  people  and  make  available  to  osteo- 
pathic students  and  graduates,  education  of 
the  same  high  standards  as  prevail  in  under- 
graduate, graduate,  and  continuing  medical 
education  programs,  and 

Whereas,  the  House  of  Delegates  instructed 
the  AMA  Council  on  Constitution  and  By- 
Laws  to  prepare  “Appropriate  By-Laws 
amendments  so  that  qualified  Doctors  of  Os- 
teopathy may  be  admitted  to  full  active  mem- 
bership” in  the  American  Medical  Associa- 
tion, and 

Wdiereas,  the  AMA  House  of  Delegates  sug- 
gested that  “each  county  and  state  medical 


society  may  accept  qualified  osteopaths  as  ac- 
tive members  and  thereby  provide  for  their 
membership  in  the  American  Medical  Associ- 
ation,” and 

W'hereas,  the  AMA  House  of  Delegates  sug- 
gested that  state  and  county  societies  and 
other  affected  organizations  “May  proceed  to 
make  such  constitution  and  bylaw  changes 
as  are  necessary  to  implement  the  foregoing, 
now  therefore  be  it 

RESOLVED,  that  the  House  of  Delegates  of 
The  Medical  Society  of  New  Jersey  instruct 
the  Committee  on  Revision  of  Constitution 
and  Bylaws  to  prepare  suitable  amendments 
for  their  presentation  of  next  year’s  annual 
convention  to  permit  fully  licensed  doctors  of 
osteopathy  to  become  members. 

Not  adopted.  The  Reference  Committee  recommended  that 
a special  committee  be  established  by  the  Board  of 
Trustees  to  study  this  matter  and  report  to  the  1970  House 
of  Delegates,  (page  410) 


Scientific  Section  in  Session. 
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#2 

Assimilation  of  Osteopaths 

From  the  Hudson  County  Medical  Society 

(Reference  Committee  “A”) 


A\’hereas,  the  December  1968  House  of  Dele- 
gates of  the  American  Medical  Association 
adopted  a report  suggesting  means  whereby 
fully  licensed  osteopathic  physicians  may  be 
assimilated  into  the  mainstream  of  medicine: 
and 

Whereas,  this  was  done  to  make  available  to 
osteopathic  students  and  graduates  education 
of  the  same  high  standards  as  prevail  in  under- 
graduate, graduate,  and  continuing  medical 
educational  programs,  which  will  ultimately 
benefit  the  American  public;  and 

^Vhereas,  the  House  of  Delegates  instructed 
the  AMA  Council  on  Constitution  and  By- 
laws to  prepare  “Appropriate  Bylaws  amend- 
ments so  that  qualified  Doctors  of  Osteo- 
pathy may  be  admitted  to  full  active  mem- 
bership in  the  American  Medical  Asssocia- 
tion,”  and 


Whereas,  many  accredited  hospitals  have  in- 
terns, residents  and  staff  members  who  are  os- 
teopathic trained;  and 

Whereas,  fully  licensed  Osteopathic  physicians 
are  duly  licensed  to  practice  medicine  and 
surgery  in  the  State  of  New  Jersey;  now  there- 
fore be  it 

RESOLVED,  that  the  House  of  Delegates  of 
The  Medical  Society  of  New  Jersey  direct  that 
the  Society  take  whatever  steps  are  necessary 
to  permit  fully  licensed  Doctors  of  Osteopathy 
to  become  members  of  The  Medical  Society  of 
New  Jersey. 


Not  adopted.  The  Reference  Committee  recommended  thot 
a special  committee  be  established  by  the  Board  of  Trustees 
to  study  this  matter  and  report  to  the  1970  House  of  Dele- 
gates. (page  410) 


#3 

Classification  of  Membership 

From  the  Hudson  County  Medical  Society 

(Reference  Committee  “A”) 


\Vhereas,  the  House  of  Delegates  of  the 
American  Medical  Association,  at  the  Clinical 
Meeting  in  Miami  Beach  in  December  1968, 
adopted  Report  J of  the  Board  of  Trustees, 
w'hich  declared:  “.  . . the  Board  believes  that 
State  Medical  Associations  should  be  urged  to 
establish  uniform  classifications,  based  on  the 
AMA  membership  categories  and  urge  their 
county  medical  societies  to  do  likewise”;  and 


AVhereas,  such  a change  in  the  dassification  of 
members  would  permit  other  than  licensed 
doctors  of  medicine  to  hold  membership  in 
The  Medical  Society  of  New  Jersey,  even  lay 
persons;  and 

\Vdiereas,  the  present  classification  of  members 
of  The  Medical  Society  of  New  Jersey  is  both 
orderly  and  satisfactory;  norv  therefore  be  it 
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RESOLVED,  that  The  Medical  Society  of 
New  Jersey  make  no  change  in  its  present 
categories  of  membership. 

STATEMENT 

According  to  the  present  Constitution  and  Bylaws  of 
the  American  Medical  Association,  there  are  two  types 
of  membership; 

ACTIVE  MEMBERS 
SPECIAL  MEMBERS 

1.  ACTIVE  MEMBERS:  Shall  be  Regular  or  Service 

A.  Regular  Members  — Regular  Members  shall  be 
limited  to  physicians  who  are  members  of  their  state 
association  and  eligible  to  both  vote  and  hold  office  in 
their  state  association.  It  includes  dues-paying  and 
dues-exempt  classifications.  Active  members  may  be  ex- 
cused from  the  payment  of  AMA  dues  by  their  state 
association  for  the  following  reasons:  financial  hard- 
ship, illness,  intern  and  resident  training,  retired 
from  active  practice,  temporary  service  in  the  armed 
forces,  or  over  70  years  of  age.  Regular  members  ex- 
cused from  the  payment  of  dues  shall  not  he  entitled 
to  receive  any  publication  of  the  AMA  except  by  sub- 
scription. 

B.  Service  Members  — This  group  includes  all  regular 
commissioned  medical  officers  and  commissioned  medi- 
cal officers  of  the  reserve  components  on  extended  Ac- 
tive Duty  (more  than  2 years)  with  the  U.S.  Air  Force, 
U.S.  Army,  U.S.  Navy,  U.S.  Public  Health  Service;  and 
permanent  medical  officers  of  the  Veterans  Admini- 
stration; and  those  physicians  who  have  been  retired 
in  accordance  with  Federal  Law  and  do  not  engage  in 
any  gainful  employment.  Service  members  shall  have 
the  same  rights  and  privileges  as  regular  members  but 
shall  not  be  required  to  pay  dues  and  shall  not  be 
entitled  to  receive  any  publication  of  the  AMA  except 
by  subscription. 

2.  SPECIAL  MEMBERS:  Special  Members  are  Asso- 
ciate, Affiliate,  and  Honorary 

A.  Associate  Members  — Associate  Membership  shall  be 
limited  to: 

1.  Those  physician  members  of  state  associations  who 
are  ineligible  for  regular  membership  in  the  American 
Medical  Association.  They  are  to  be  certified  for  en- 
rollment by  the  secretary  of  their  state  medical  as- 
sociation. 


2.  Members  of  the  armed  forces  on  temporary  duty 
(2  Years  or  less).  They  are  to  be  certified  for  enroll- 
ment bv  the  Surgeon  General  of  their  respective  serv- 
ice. 

Associate  Members  may  attend  meetings  of  the  scienti- 
fic assemblv,  but  may  not  vote  or  hold  office  in  the 
American  Medical  Association.  They  shall  not  be  re- 
quired to  pay  dues  and  shall  not  be  entitled  to  receive 
any  publication  of  the  AM.A  except  by  subscription. 

B.  Affiliate  Members  — Persons  who  belong  to  one  of 
the  following  classes  may  become  Affiliate  Members, 
upon  nominaton  by  the  Judicial  Council  and  election 
In  the  .\M.\  House  of  Delegates  at  the  annual  con- 
\ ention: 

1 . Physicians  who  are  members  of  National  Medical 
.Societies  of  foreign  countries. 

2.  American  physicians  located  in  foreign  countries 
or  possessions  of  the  U.S.  and  engaged  in  medical 
missionary,  educational  or  philanthropic  labors. 

3.  Dentists  who  hold  the  degree  of  D.D.S.  or  D.M.D. 
and  who  are  members  of  the  American  Dental  Asso- 
ciation and  their  state  and  local  dental  societies. 

4.  Pharmacists  who  are  active  members  of  the  Ameri- 
can Pharmaceutical  Association. 

5.  Teachers  of  medicine  or  of  the  sciences  allied  to 
medicine  who  are  citizens  of  the  U.S.,  and  are  not 
eligible  to  membership  through  state  associations. 

6.  Scientists  in  sciences  allied  to  medicine  and  others 
who  have  attained  distinction  in  their  fields  of  en- 
deavor, who  are  not  otherwise  eligible  to  membership 
through  state  associations. 

.Affiliate  members  may  attend  meetings  of  the  scientific 
assembly,  but  may  not  vote  or  hold  office  in  the  AMA. 
They  shall  not  be  required  to  pay  dues  and  shall  not 
be  entitled  to  any  publication  of  the  AMA  except  by 
subscription. 

C.  Honorary  Members— Physicians  of  foreign  countries 
who  have  risen  to  pre-eminence  in  the  profession  of 
medicine  and  who  attend  an  AM.\  Convention  may  be 
elected  at  that  convention  to  Honorary  Membership 
bv  the  House  of  Delegates  on  nomination  of  the  Board 
of  Trustees.  Honorary  members  may  attend  meetings 
of  the  scientific  assembly,  but  may  not  vote  or  hold 
office  in  the  .\M.A.  They  shall  not  be  required  to  pay 
dues  and  shall  not  be  entitled  to  receive  any  publica- 
tion of  the  .AM.A  except  by  subscription. 

Resolution  to  make  no  change  in  categories  of  MSNJ 
membership  adopted  (page  410) 


Public  Post  Mortems 


Is  it  ethically  proper  to  publish  studies  con- 
cerning the  health  or  illness  of  public  figures 
after  their  death? 

The  AMA  Judicial  Council  states  that  one 
need  not  condemn  those  who,  after  the 


death  of  public  figures,  discuss  their  prior 
medical  conditions.  However,  respect  for  the 
dignity  of  man,  respect  for  the  deceased,  and 
respect  for  the  medical  profession  strongly 
suggest  that  only  some  clear  and  meaningful 
benefit  would  justify  such  discussion. 
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#4 

Relative  Value  Index 

From  the  Board  of  Trustees 

(Reference  Committee  “A”) 


Whereas,  in  1962  the  House  of  Delegates 
tabled  consideration  of  a Relative  Value  In- 
dex for  The  Medical  Society  of  New  Jersey; 
and 

Whereas,  since  that  time  — in  consequence  of 
the  establishment  of  various  governmental 
programs  and  the  adoption  by  organized  med- 
icine of  the  concept  of  payment  for  profes- 
sional services  on  the  basis  of  usual  and  cus- 
tomary fees  — the  determination  of  satisfac- 
tory levels  of  compensation  has  become  in- 
creasingly complex  and  important;  and 

Whereas,  the  existence  of  an  official  Relative 
Value  Index  for  members  of  MSNJ  would 
greatly  simplify  the  process  of  accurately  de- 
termining usual  and  customary  fees;  and 


Whereas,  such  improvement  of  that  process 
would  facilitate  favorable  negotiations  with 
governmental  or  other  agencies;  now  there- 
fore be  it 

RESOLVED,  that  this,  the  1969  House  of 
Delegates,  lift  from  the  table  consideration  of 
a Relative  Value  Index  and  direct  the  Board 
of  Trustees  to  have  prepared  a revised  and 
updated  Relative  Value  Index  to  be  presented 
to  the  House  of  Delegates  for  action. 

Foregoing  paragraph  amended  to  read: 

Resolved,  that  this,  the  1969  House  of  Delegates,  lift  from 
the  table  consideration  of  a Relative  Value  Index  and  di- 
rect the  Board  of  Trustees  to  have  prepared  by  the  Coun- 
cil on  Medical  Services  a revised  and  updated  Relative 
Value  Index  to  be  presented  to  the  House  of  Delegates  for 
action  at  its  next  meeting. 

Adopted  as  amended  by  the  Reference  Committee  (page 
410) 


#5 

Discontinuance  of  AID  Certification 

From  the  MicJdlesex  County  Medical  Society 

(Reference  Committee  “C”) 


Whereas,  hospital  utilization  committees  are 
presently  certifying  the  necessity  for  patient 
stay;  and 

Whereas,  many  utilization  committees  rou- 
tinely use  AID  figures  in  calculating  these 
needs  in  a convenient  way;  and 

Whereas,  AID  certification  is  duplicating,  in 
an  expensive  and  less  effective  way,  the  work 
of  utilization  committees;  now  therefore  be  it 


RESOLVED,  that  utilization  committees  be 
encouraged  to  use  up-to-date  AID  figures  in 
their  work;  and  be  it  further 

RESOLVED,  that  AID  certification  be 
stopped,  to  avoid  duplicating  utilization  com- 
mittee work  and  wasting  money. 

Not  adopted.  The  Reference  Committee  feels  that  this 
procedure  has  greatly  assisted  utilization  committees  in  de- 
termining and  in  assaying  the  average  patient  day.  (page 
414) 
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Amend  Abortion  Laws 

From  the  Essex  County  Medical  Society 

(Reference  Committee  “E”) 


\Vhereas,  there  are  indications  that  the  State 
of  New  Jersey  will,  in  the  future,  modify  and 
liberalize  the  current  abortion  law;  and 

Wdtei  eas.  The  Medical  Society  of  New  Jersey 
already  has  an  established  policy  on  such  re- 
vision which  is  similar  to  the  policy  adopted 
by  the  American  Medical  Association;  and 

\Vhereas,  in  the  recently  enacted  Maryland 
Law  on  Abortion  two  paragraphs  were 
adopted  which  could  be  of  vital  importance 
to  physicians  and  hospitals;  now'  therefore 
be  it 

RESOLVED,  that  The  Medical  Society  of 
New  Jersey  add  to  its  official  position  that 
the  follow'ing  two  paragraphs  from  the  Mary- 
land Law  should  be  a part  of  any  revised  or 
liberalized  New'  Jersey  abortion  law: 

(a)  No  person  shall  be  required  to  perform  or 
participate  in  medical  procedures  which  re- 
sult in  the  termination  of  pregnancy;  and  the 
refusal  of  any  person  to  perform  or  partici- 
pate in  these  medical  procedures  shall  not  be 
a basis  for  civil  liability  to  any  person  nor  a 
basis  for  any  disciplinary  or  any  other  ren  im- 
inatory  action  against  him. 


(b)  No  hospital,  hospital  director  or  govern- 
ing board  shall  be  required  to  permit  the 
termination  of  human  pregnancies  within  its 
institution,  and  the  refusal  to  permit  such  pro- 
cedures shall  not  be  grounds  for  civil  liability 
to  any  person,  hospital,  or  institution  nor  a 
basis  for  atiy  disciplinary  or  other  recrimina- 
tory action  against  it  by  the  state  or  any  per- 
son. 


and,  be  it  further 


RESOLVED,  that  The  Medical  Society  of 
New'  Jersey  present  this  wording  to  all  re- 
sponsible parties  studying  the  revision  of  New 
Jersey  abortion  law's  and  at  all  public  hear- 
ings; and  be  it  further 


RESOLVED,  that  should  a liberalized  abor- 
tion law'  be  adopted  in  New  Jersey  w'hich  does 
not  contain  the  above  provisions,  that  The 
Medical  Society  of  New  Jersey  initiate  legis- 
lation to  incorporate  them  in  the  law. 

Adopted  (page  416) 


#7 

Chiropractic 

From  the  Bergen  County  Medical  Society 

(Reference  Committee  “E”) 

Whereas,  it  is  the  duty  of  a physician  to  pro-  'Whereas,  the  practice  of  Chiropractic  has 
tect,  guard,  and  maintain  the  health  of  all  he  been  labelled  as  an  unscientific  cult  by  all  whe 
serves,  and  have  objectively  evaluated  its  principles,  and 
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Whereas,  the  United  States  Department  oI 
HEW  has  excluded  Chiropractic  from  Medi- 
care because  of  its  lack  of  scientific  basis,  and 

Whereas,  the  National  Council  of  Senior  Citi- 
zens oppose  Chiropractic,  and 

Whereas,  the  United  States  Supreme  Court 
holds  that  a state  has  the  right  to  refuse  licens- 
ing to  chiropractors  unless  they  meet  the 
standards  of  doctors  of  medicine,  and 

\Vhereas,  in  recent  action,  the  State  of  New 
Jersey  has  raised  doubt  as  to  the  legitimacy  of 
Chiropractic;  now  therefore  be  it 

RESOLVED,  that  The  Medical  Society  of 
New  Jersey  is  adamantly  opposed  to  the  prac- 
tice and  licensing  of  Chiropractic;  and  be  it 
further 

RESOLVED  that  The  Medical  Society  of  New 


Jersey  aggressively  petition  the  (.overnoi  and 
Legislature  ol  the  State  ol  New  Jersey  to  lian 
the  practice  of  Chiropractic  in  this  state;  and 
be  it  further 

RESOLVED,  that  this  Resolution  lie  imple- 
mented by  all  means  available  to  The  Medical 
Society  of  New  Jersey  until  such  time  as  its 
intent  is  accomplished. 

Foregoing  resolution  amended  by  deletion  of  the  first  six 
paragraphs  and  changing  the  language  of  the  second 
“Resolved”  — amended  resolutior,  reads: 

RESOLVED,  that  The  Medical  Society  of  New  Jersey  is 
adamantly  opposed  to  the  practice  and  licensing  of  Chiro- 
practic; and  be  it  further 

RESOLVED,  that  The  Medical  Society  of  New  Jersey  ag- 
gressively petition  the  Governor  and  Legislature  of  the 
State  of  New  Jersey  to  eliminate  the  future  licensing  of 
Chiropractic  in  this  state;  and  be  it  further 

RESOLVED,  that  this  resolution  be  implemented  by  all  means 
available  to  The  Medical  Society  of  New  Jersey  until  such 
time  as  its  intent  is  accomplished. 

Adopted  as  amended  by  the  House  (page  4191 


#8 

Elimination  of  Fee  Setting  by  the  State 
In  Workmen's  Compensation  Cases 

From  the  Middlesex  County  Medical  Society 

(Reference  Committee  “E”) 


Whereas,  fees  in  Workme  i Compensation 
Cases  involving  employees  of  the  State  of  New 
Jersey  are,  by  law,  to  be  reasonable  and  based 
on  the  “usual  fees  and  charges”  of  the  com- 
munity; and 

Whereas,  “usual  fees  and  charges”  are  applied 


statewide  by  “Medicare,”  certain  Blue  Shickl 
contracts  and  other  insurance  carriers:  and 

\Vhereas,  the  employees  of  the  State  of  New 
Jersey  are  entitled  to  have  the  widest  possible 
choice  of  physician,  at  no  cost  to  the  em- 
ployee; now  therefore  be  it 
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RESOLVED,  that  the  cut-rate  fee  schedule  of 
the  State  of  New  Jersey  is  unacceptable,  being 
contrary  to  the  best  interests  of  both  the  em- 
ployee and  the  physician,  and  be  it  further 

RESOLVED,  that  the  action  of  the  Board  of 
Trustees  of  The  Medical  Society  of  New 
Jersey,  in  condoning  such  activity  of  the  State 
of  New  Jersey,  is  equally  unacceptable;  and 
be  it  further 

RESOLVED,  that  The  Medical  Society  of 


New  Jersey  demand  that  the  State  of  New 
Jersey  modernize  its  policy  in  this  matter,  so 
that  all  citizens  of  this  sovereign  state  may  be 
treated  with  impartial  fairness  and  that  all 
employees  of  this  state,  regardless  of  income 
level,  will  receive  the  best  medical  treatment 
possible. 

Not  adopted.  A statement  authorized  by  the  Board  of 
Trustees  and  published  in  The  Journal  (Vol.  66,  #1,  Jan- 
uary 1969)  makes  it  clear  that  the  course  of  action  in- 
dicated in  this  resolution  would  be  detrimental  to  the  pa- 
tients concerned  and  to  the  physician  who  at  present  treats 
such  patients,  (page  419) 


#9 

Legislative  Approach  to  Unjustifiable 
Professional  Liability  Suits 

From  the  Essex  County  Metdicol  Society 

(Reference  Committee  “E”) 


Whereas,  there  has  been  a marked  increase  in 
the  number  of  unjustifiable  professional  li- 
ability suits;  and 

Whereas,  a recent  poll  indicated  that  many 
physicians  are  undergoing  a change  in  at- 
titude toward  patient  care  because  of  this; 
and 

Whereas,  to  achieve  the  best  in  patient  care 
it  is  important  that  we  attempt  to  create  a 
more  favorable  legislative  milieu  for  the  prac- 
tice of  medicine;  and 

Whereas,  other  state  medical  societies  inform 
us  that  they  have  placed  specific  bills  to  im- 
prove this  situation  before  their  legislatures 
and  have  had  success  in  passing  some  of  them; 
now  therefore  be  it 

RESOLVED,  that  The  Medical  Society  of 
New  Jersey  give  priority  to  the  formation  of 
a special  committee  to  draft  and  attempt  to 
implement  legislation  in  separate  bills  on  the 
following: 


(1)  Extend  concept  of  privileged  communica- 
tion to  the  proceedings,  and/or  records  of 
medical  review  committees  of  local  medical 
societies  and  staff  committees  in  hospitals. 

(2)  There  shall  be  no  monetary  liability  on 
part  of  and  no  cause  for  action  for  damages 
shall  arise  against  any  member  of  duly  ap- 
pointed committee  of  state  or  local  profes- 
sional society,  or  duly  appointed  member  of 
a committee  of  a medical  staff  of  a licensed 
hospital,  provided  that  they  are  operating 
pursuant  to  written  and  duly  adopted  bylaws. 

(3)  Require  the  court  upon  motion  of  either 
party  to  proceed  to  a separate  trial  of  the  de- 
fense of  the  Statute  of  Limitations  before  any 
other  issue  if  the  case  is  tried,  if  in  an  action 
against  a physician  or  surgeon,  the  answer 
pleads  that  the  action  is  barred  by  the  Statute 
of  Limitations. 

(4)  Require  that  jury  be  instructed  that  plain- 
tiff has  burden  of  proving  defendant’s  negli- 
gence, by  a preponderance  of  evidence,  and 


392 


I HE  JOURN.AL  OF  THE  MEDIC.AL  SOCIETY  OF  NEW  JERSEY 


that  injury  alone  does  not  raise  either  a pre- 
sumption or  inference  of  negligence;  and,  be 
it  further 

RESOLVED,  that  this  Special  Committee  of 
The  Medical  Society  of  New  Jersey  request  to 
meet  w'ith  committees  of  the  State  Legislature 
studying  the  separate  bills  introduced  on  these 


matters  and  be  prepared  to  meet  at  the  con- 
venience of  the  legislators  to  fully  explain 
their  import. 

Not  adopted.  It  was  felt  that  the  objectives  of  this  resolu- 
tion may  best  to  obained  by  referring  the  matter  to  the 
Conference  Committee  with  the  Bench  and  Bar.  (page  419) 


Inaugural  Address,  Dr.  Nicholas  A. 
Bertha. 


#10 

Limitation  of  Use  of  Eye  Medication 
for  Diagnostic  Purposes 

From  S.  Jerome  Greenfield,  M.D.,  Delegate  from  Essex  County 

(Reference  Committee  “E”) 


Whereas,  the  State  Attorney  General’s  Office 
has  permitted  optometrists  to  use  eye  medica- 
tion for  diagnostic  purposes,  and 

Whereas,  it  is  felt  that  the  administration  of 
any  medication  is  not  without  hazard  in  the 
form  of  unwanted  side  effects  and  therefore 
should  be  properly  the  province  only  of 
licensed  physicians,  and 

Whereas,  some  of  these  side  effects— such  as 
allergic  conjunctivitis,  glaucoma,  iritis,  retinal 


detachment,  febrile  reactions  and  skin  rash- 
are  recognizable  and  able  to  be  treated  by 
physicians  rather  than  laity,  now  therefore 
be  it 

RESOLVED,  that  immediate  legal  steps  be 
taken  to  rescind  the  effect  of  the  recent  At- 
torney General’s  ruling. 

Not  adopted,  in  view  of  the  action  taken  by  the  Board  of 
Trustees  on  20  April,  1969  (page  419) 
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#11 

Negligence  Actions 

From  the  Bergen  County  Medical  Society 

(Reference  Committee  “E”) 


^Vhereas,  claims  against  physicians  for  al- 
leged negligent  practice  have  increased  to  a 
degree  where  legal  considerations  adversely  in- 
fluence the  course  of  patient  care,  and 

\Vhereas,  the  cost  of  insurance  against  such 
claims  is  rising  to  an  intolerable  level  and 
many  carriers  refuse  to  accept  physicians  for 
negligence  insurance  coverage,  and 

Whereas,  many  such  claims  are  unjustified 
and  some  are  settled  in  order  to  avoid  the 
costs  of  defense,  and 

^Vhereas,  The  American  Bar  Association  has 
denounced  the  practice  of  initiating  negli- 
gence actions  on  a contingency  fee  basis  ex- 
cept in  cases  of  hardship,  and 

Whereas,  juries  are  generally  uncjualified  1)y 
experience  and  scientific  training  to  evaluate 
the  intricacies  of  medical  problems,  making 


it  impossible  to  obtain  a hearing  before  “one’s 
peers”;  now  therefore  be  it 

RESOLVED,  that  The  Medical  Society  of 
New  Jersey  shall  take  appropriate  steps  lead- 
ing to  legislation  which  will  haL  this  erosion 
of  medical  practice  and  further  the  cause  of 
justice  through  the  following: 

(a)  Prohibition  of  “contingency  fees”  except 
in  cases  of  proven  hardship. 

(b)  Provide  for  arbitration  of  malpractice 
claims  by  an  impartial  board  of  medical  and 
legal  experts. 

(c)  Stipulation  of  limits  upon  amounts  pay- 
able to  plaintiffs  in  settlement  of  medical 
negligence  claims. 

Not  adopted.  It  was  felt  that  the  aims  expressed  in  this 
resolution  would  best  be  served  by  referring  this  matter  to 
the  Conference  Committee  with  the  Bench  and  Bar.  (page 
4201 


#12 

Provision  of  Comprehensive  Health  Care 

From  the  Essex  County  Medical  Society 

(Reference  Committee  “E”) 


\\’liereas,  it  is  recognized  that  in  some  areas 
comprehensive  health  care  is  not  available  to 
all;  and 

Whereas,  neighborhood  health  centers  are  be- 
ing proposed  through  government-assisted 
programs  under  O.E.O.,  H.E.A\’.,  and  Heart, 
Cancer  and  Stroke  projects,  and 


Whereas,  applications  for  such  neighborhood 
health  centers  are  open  to  any  and  all,  with- 
out adequate  coordinated  planning;  and 

\Vliereas,  the  Essex  County  Medical  Society 
believes  that  physicians  and  other  health  pro- 
fessionals must  work  together  with  consumer 
groups  in  seeing  that  the  best  health  care  is 
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provided  with  dignity  in  disadvantaged  areas; 
now  tlierelore  be  it 

RESOLVED,  that  The  Medical  Society  ol 
\ew  Jersey  support  the  development  ot  co- 
ordinated comprehensive  health  care  centers 
in  ilisadvantaged  areas  based  on  the  following 
principles: 

(1)  That  component  county  medical  societies 
be  represented  at  both  the  planning  and  ad- 
ministrative levels  by  two  or  more  members 
recommended  by  their  society;  and 


(2)  That  21  hour  patient  service  be  availal)le, 
seven  days  a week;  and 

(3)  That  free  choice  of  center  physicians  ob- 
tain, with  referral  to  family  physician  where 
indicated  or  ujion  request  of  patient;  and 

(4)  That  emphasis  be  placed  on  supplement- 
ing rather  than  supplanting  current  hnal 
health  facilities. 

Adopted  (page  420) 


#13 

Revision  of  Medical  Practice  Act 

From  the  Bergen  County  Medical  Society 

(Reference  Committee  “E”) 


Whereas,  the  Medical  Practice  Act  is  in  need 
of  major  revision  to  clearly  organize  the  many 
accrued  amendments,  deletions,  and  annota- 
tions and  to  modernize  its  scope  and  provi- 
sions and 

Whereas,  it  is  the  responsibility  of  The  Medi- 
cal Society  of  New  Jersey  to  encourage  the 
framing  of  a new  Act  and  to  accept  the  duty 
of  seeing  that  its  provisions  are  consonant  with 
the  health  needs  and  welfare  of  the  people  of 
our  State,  and 

Whereas,  the  existent  Act  has  been  studied  in 
detail  by  many  of  our  component  medical  so- 
cieties and  recommendations  have  been  sub- 
mitted to  The  Medical  Society  of  New  Jersey’s 
Special  Committee  to  Review  Statutes  Related 
to  the  Practice  of  Medicine  and  Surgery  in 
New  Jersey;  now  therefore  be  it 

RESOIAT'D,  that  The  Medical  Society  of 


New  Jersey,  through  the  Special  Committee  to 
Review  Statutes  Related  to  the  Practice  of 
Medicine  and  Surgery  in  New  Jersey,  the 
Legislative  Analyst,  the  Council  on  Legisla- 
tion, and  whatsoever  other  pertinent  avenue, 
do  everything  in  its  power  to  encourage  the 
framing  and  par.sing  into  law  of  a new  Medi- 
cal Practice  .\ct  consonant  with  the  princijjles 
of  the  best  in  modern  health  care  for  the 
people  of  our  state  and  providing  adecpiate 
and  effective  means  for  enforcing  its  provi- 
sions. 

Foreging  “Resolved"  amended  to  read: 

Resolved,  that  The  Medical  Society  of  New  Jersey,  through 
the  Special  Committee  to  Review  Statutes  Related  to  the 
Practice  of  Medicine  and  Surgery  in  New  Jersey,  the  Legis- 
lative Analyst,  the  Council  on  Legislation,  and  whatsoever 
other  pertinent  avenue,  do  everything  in  its  power  to  en- 
courage the  framing  and  passing  into  law  of  needed  revi- 
sions to  the  Medical  Practice  Act  consonant  with  the  prin- 
ciples of  the  best  in  modern  health  care  for  the  people  of 
our  state  and  providing  adequate  end  effective  means  for 
enforcing  its  provisions. 

Adopted  as  amended  by  the  Reference  Committee  (page 
416) 
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#14 

Revision  Of  Medical  Practice  Act 

From  the  Passaic  County  Medical  Society 

(Reference  Committee  “E”) 


Whereas,  many  and  basic  changes  in  the  prac- 
tice of  medicine  in  New  Jersey  have  brought 
about  an  acute  need  for  revision  and  modern- 
ization of  the  State  Medical  Practice  Act;  and 

Whereas,  it  is  of  vital  importance  that  these 
revisions  adequately  meet  the  needs  of  mod- 
ern medical  practice  and  of  the  public  it 
serves;  and 

Whereas,  at  the  1967  meeting  of  the  House  of 
Delegates  a resolution  was  passed  to  proceed 
with  the  revision  of  the  Medical  Practice  Act; 
now  therefore  be  it 

RESOLVED,  that  the  Passaic  County  Medical 
Society  go  on  record  in  support  of  legislative 
efforts  to  revise  the  Medical  Practice  Act  and 
to  categorize  all  paramedical  modalities  as 


they  relate  to  the  ethical  practice  of  medicine; 
and  be  it  further 

RESOLVED,  that  the  Council  on  Legislation 
of  The  Medical  Society  of  New  Jersey  par- 
ticipate fully  and  actively  in  all  phases  of  the 
deliberations  and  activities  of  the  Commission 
on  Senate  Joint  Resolution  #10;  and  be  it 
further 

RESOLVED,  that  all  specialty  groups  of  The 
Medical  Society  of  New  Jersey  scrutinize  all 
pertinent  sections  of  the  final  draft  to  be 
given  to  the  commission,  with  provision  for 
insertion  of  appropriate  alternatives  where  a 
specialty  society  or  societies  deems  them  ad- 
visable. 

Not  adopted  because  its  major  substantive  provisions  are 
included  in  Resolution  #13  as  amended  (page  417) 


#15 

Temporary  Licensure  for  Approved  Internship  and 
Residency  Programs 

From  the  Middlesex  County  Medical  Society 

(Reference  Committee  “E”) 


Whereas,  interns  and  residents  training  in  ap- 
proved programs  within  hospitals  in  New  Jer- 
sey have  provided  and  continue  to  provide 
significant  medical  service  to  the  practicing 
physicians,  their  private  patients,  and  the 
community;  and 


Whereas,  existing  law  and  practice  make  it 
impossible  for  house  officers  to  prescribe  for 
patients,  sign  death  certificates,  and  perform 
other  routine  functions  in  the  hospital  set- 
ting, due  to  present  restrictive  licensure  laws; 
now  therefore  be  it 
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RESOLVED,  that  The  Medical  Society  of 
New  Jersey  urge  re-examination  of  the  licens- 
ure status  of  interns  and  residents  obtaining 
training  in  AMA-approved  hospital  training 
programs  within  the  state  with  a view  toward 
a mechanism  for  temporary  licensure  on  joint 


application  from  the  institution  and  the  house 
officer,  not  to  exceed  one  year,  and  renewable 
annually. 

Not  adopted.  The  Reference  Committee  recommended  that 
the  President  of  The  Medical  Society  of  New  Jersey,  after 
consultation  with  the  Board  of  Trustees,  appoint  a com- 
mittee to  study  this  problem,  (page  420) 


#16 

Uniform  Anatomical  Gift  Act 

Arthur  Winter,  M.D.,  Delegate  from  Essex  County 

(Reference  Committee  “E”) 


Whereas,  the  Uniform  Anatomical  Gift  Act 
passed  the  New  Jersey  Assembly  on  24  March 
1969  as  bill  A-137;  and 

Whereas,  the  Council  on  Legislation  of  The 
Medical  Society  of  New  Jersey  has  already 
approved  bill  A-137;  and 

Whereas,  this  bill,  to  authorize  gifts  of  all  or 
part  of  a human  body  after  death  for  advance- 
ment of  medical  science  or  replacement  or 
rehabilitation  of  diseased  or  worn  out  parts  of 
organs,  is  of  vital  importance  to  the  physicians 
of  New  Jersey;  now  therefore  be  it 

RESOLVED,  that  The  Medical  Society  of 
New  Jersey  give  bill  A-137  active  support  to 
assure  its  passage  in  the  Senate  and  its  being 
signed  into  law;  and  be  it  further 

RESOLVED,  that  The  Medical  Society  of 


New  Jersey  contact  personally  each  and  every 
Senator,  and  the  Governor,  explaining  our  all- 
out  support  for,  and  the  tremendous  im- 
portance of,  this  measure  for  the  advancement 
of  medical  science. 

The  following  substitute  resolution  was  adopted  for  Re- 
solution #16: 

Whereas,  the  Uniform  Anatomical  Gift  Act  passed  the  New 
Jersey  Assembly  on  24  March  1969  as  bill  A-137;  and 

Whereas,  The  Council  on  Legislation  of  The  Medical  So- 
ciety of  New  Jersey  has  already  approved  bill  A-137;  and 

Whereas,  this  bill  — to  authorize  gifts  of  all  or  part  of  a 
human  body  after  death  for  advancement  of  medical 
science,  or  replacement  or  rehabilitation  of  diseased  or 
worn  out  parts  of  organs  — is  of  vital  importance  to  the 
physicians  of  New  Jersey;  now  therefore  be  it 

RESOLVED,  that  The  Medical  Society  of  New  Jersey  give 
bill  A-137  active  support  to  further  its  passage  in  the 
Senate  and  its  being  signed  into  law. 

Adopted  as  amended  by  the  House  (page  420) 
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#17 

School  Bus  Safety 

Sheldon  N.  Feinberg,  M.D.,  Delegation  from  Bergen  County 

(Reference  Committee  “G”) 


Whereas,  the  School  Child  Health  Committee 
of  the  Bergen  County  Medical  Society,  having 
considered  at  length  the  matter  of  school  bus 
safety,  has  arrived  at  specific  recommenda- 
tions approved  by  the  Bergen  County  Medical 
Society  and  attached  hereto;  now  therefore  be 
it 

RESOLVED,  that  The  Medical  Society  of 
New  Jersey  give  due  consideration  to  said 
recommendations  and  take  those  steps,  in- 
cluding instigation  and  pursuit  of  proper 
legislation,  necessary  to  implement  said  rec- 
ommendations. 

Foregoing  paragraph  amended  to  read: 

RESOLVED,  that  The  Medical  Society  of  New  Jersey  give 
due  consideration  to  said  recommendations  and  take  those 
steps,  including  instigation  and  pursuit  of  proper  legisla- 
tion, as  necessary  to  implement  the  principles  of  said  rec- 
ommendations. (page  425) 


STATEMENT 

Itiis  Safety  Recommendations  of  the  Committee  on 
School  and  Child  Health  of  the  Bergen  County 
Medical  Society 

1.  The  use  of  trained  student  or  adult  monitors  ...  At 
least  one  (preferably  two)  older  children,  or  adults  are 
suggested.  These  individuals  would  assist  in  the 
evacuation  of  children  through  emergency  doors. 
Driver  injury  or  fire  in  the  bus  would  otherwise  leave 
children  unattended,  liable  to  panic,  likely  to  perish. 

2.  Ihts  evacuation  drills  . . . These  should  be  monitor 
assisted  and  conducted  each  month.  Each  child  should 
be  required  to  open  the  emergency  door  — without  as- 
sistance — twice  each  year. 

.S.  Road-crossing  drills  to  and  from  the  stopped  bus 
. . . These  should  be  conducted  at  least  twice  a year. 
fJiildren  must  be  taught  to  look  carefully,  and  to 
thereafter  cross  the  street  rapidly. 

4.  Stand-off  guard  foi  front  of  bus  . . . Children  cross 
the  street  in  front  of  the  school  bus.  Unless  children 
cross  well  in  front,  they  may  not  be  observed  by  tbe 
driver.  A child  who  stoops  momentarily  may  be  run 
over.  It  is  recommended  that  a simple,  suitable  guard 
be  designed  to  protect  against  this  hazard.  Details  of 
construction  may  be  discussed  with  members  of  this 
(ommittee. 


5.  Side  gate  which  swings  down  from  the  bus  to  pro- 
tect children  who  cross  the  street  ...  It  is  recom- 
mended that  a six  to  eight  foot,  red  and  white,  strobe 
lighted  side  gate  be  employed  to  close  off  the  oncoming 
traffic  lane.  The  use  of  a concomitant  warning  bell  is 
also  recommended.  Details  of  construction  may  be  dis- 
cussed with  members  of  this  committee. 

6.  Emergency  exists  — at  least  four  full  size  exits  are 
recommended  for  all  new  school  buses  . . . Emergenev 
doors  should  lock  automatically  during  movement  of 
the  bus  and  should  unlock  automatically  when  the  bus 
'■«  stopped.  Steps,  one  or  two,  are  recommended,  as  the 
height  (2i/2  to  3 feet)  to  ground  is  a hazard  for  small 
children. 

7.  Bus  interiors: 

a.  Recommend  that  existing  buses  have  seat  bars  and 
other  dangerous  protrusions  properly  padded  (at  least 
1/2  inch  of  cushioning  material). 

b.  Recommend  the  rece.ssing  of  knobs,  handles,  hooks 
and  other  protrusions  on  all  new  buses. 

c.  Recommend  a seat  height  of  at  least  28  inches  on 
all  new  buses.  Also  recommend  that  this  seat  back  be 
well  padded. 

d.  Recommend  padded  28  inch  high  barrier  between 
the  first  passenger  seat  and  the  front  of  all  new  buses  — 
to  prevent  hurling  of  first  seat  passengers  against  win- 
dows, front  door  bar,  dashboard  instruments,  etc. 

8.  Non-rupturing  gas  tanks  on  all  buses  . . . To  piecent 
ever  present  danger  of  fire. 

0.  Light  vehicles  used  for  pupil  transportation  . . . 
This  type  of  vehicle  presents  additional  hazards  not 
present  in  the  larger,  sturdier  school  buses.  .Specifically, 
it  is  recommended  that  there  be  protection  against 
pupil  ejection  and  against  vehicle  roll-over  hazards. 
For  these  reasons,  seal  belts  and  a vehicle  roll  bar  are 
recommended  for  light  vehicles. 

10.  Inspection  of  Buses  . . . Bi-annual  inspection  of 
school  buses  at  inspection  stations  is  not  deemed  suf- 
ficient. It  is  recommended  that  detailed  spot  checks 
be  conducted  without  advanced  notice.  These  examina- 
tions should  be  performed  in  the  bus  yard. 

1 1 . Bus  Drivers: 

a.  Psychological  tests  arc  already  prescribed.  copy  of 
results  should  be  presented  to  the  school  psychologist 
or  psychiatrist  so  that  he  can  attest  to  the  emotional 
competency  of  drivers  within  his  own  school  district. 
It  should  be  noted  that  the  local  Board  of  Education 
has  clear  responsibility  and  liability  in  this  rc?gard.  It 
is  further  recommended  that  the  Board  of  Education 
should  therefore  receive  written  endorsement  by  the 
school  psychologist  or  psychiatrist  of  each  hus  driver 
who  is  to  receive  a pcniiancnt  license. 

1).  Driver  age  limit  — age  lit)  years  — since  reaction  time 
decreases  with  age. 
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c.  No  tlri\er  wilti  a liisiory  of  .signilicani  motor  or 
mental  handicap  or  with  clironic  debilitating  disease 
should  be  permitted  a bus  rlriver’s  license.  .Specifically, 
licenses  should  not  he  granted  to  those  candidates  who 
have  a history  of  cardiac  disease,  chronic  respiratory 
disease  (asthma,  emphysema,  etc.),  stroke,  epilepsy  or 


other  debilitating  neurological  disorder. 

d.  Driver  must  use  seat  belt  when  vehicle  is  in  o[)cia 
tion. 

Resolution  adopted  os  amended  by  the  House  (page  4251 


#18 

Solicitation  and  Commercial  Advertising  of  a 
Medical  Specialty  by  Lay  Corporations  in  AMA  Publications 

From  the  Mididlesex  County  Medical  Society 

(Reference  Committee  “A”) 


Whereas,  the  AMA  hoard  of  Trustees  voted 
last  fall  to  open  ail  AM.\  publications  to 
solicitations  and  commercial  advertising  of  a 
medical  specialty  (pathology)  by  lay  corpora- 
tions; and 

W'hereas,  pnysicians,  oy  tong  tratlition,  are 
forbidden  any  activities  characterized  by  self- 
laudation and  solicitation,  both  of  which  are 
essential  to  commercial  advertising;  and 

AN’hereas,  this  Trustee  policy  encourages  the 
practice  of  medicine  by  lay  corporations,  and 
promotes  solicitation,  in  violation  of  all  codes 
of  medical  ethics;  and 

W'hereas,  this  Trustee  policy,  adopted  with- 
out consulting  the  House  of  Delegates,  will 
set  a precedent  for  regional,  state  and  other 
medical  journals,  will  spread  to  other  fields  of 


medicine  and  will  low’er  standards  of  patient 
care;  now  therefore  be  it 

RESOLVED,  that  The  Metlical  Society  of 
New  Jersey 

(1)  realfirms  medicine’s  traditional  opposition 
to  the  practice  of  medicine  by  lay  corpora- 
tions, to  solicitation  of  patients,  and  to  com- 
mercial advertising  of  the  practice  of  medi- 
cine, and 

(2)  requests  New  Jersey’s  .\M,\  Delegates  to 
oppose  this  new  AMA  Trustee  policy  vigor- 
ously at  the  AMA  Convention  in  New  ^'ork 
City  in  July,  1969. 

Not  adopted.  The  Reference  Committee  recommended  that 
this  resolution  be  referred  to  the  Judicial  Council  for  opinion 
and  that  a copy  of  the  resolution  and  opinion  be  sup- 
plied the  Chairman  of  the  New  Jersey  Delegation  to  the 
AMA  meeting  in  July,  (page  4101 
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#19 

MSP-HSP  Coverage  for  Psychiatric  Patients 

From  the  Morris  County  Medical  Society 

(Reference  Committee  “C”) 


Whereas,  it  is  generally  conceded  that  it  is 
desirable  for  psychiatric  care  to  be  rendered 
as  part  of  total  patient  care;  and 

W'hereas,  psychiatric  disorders  by  their  very 
nature  are  prolonged  over  an  extended  period 
of  time;  and 

\Vhereas,  psychiatric  therapeutic  procedures 
have  become  more  frequent  in  general  hospi- 
tal practice;  and 

Whereas,  the  Hospital  Service  Plan  of  New 
Jersey  and  the  Medical-Surgical  Plan  of  New 
Jersey  have  not  provided  for  such  extended 
treatment;  and 

Whereas,  the  usual  time  limitations  imposed 
by  these  plans  are  most  often  too  brief;  and 


^Vhereas,  these  plans  have  questioned  pay- 
ment during  therapeutic  brief  leaves  from 
hospitals;  now  therefore  be  it 

RESOLVED,  that  The  Medical  Society  of 
New  Jersey  engage  in  discussion  with  the 
Hospital  Service  Plan  of  New  Jersey  and  the 
Medical-Surgical  Plan  of  New  Jersey  with  a 
view  to  provide  adequate  insurance  coverage 
for  patients  with  psychiatric  diagnoses. 

Foregoing  paragraph  amended  to  read; 

RESOLVED,  that  The  Medical  Society  of  New  Jersey  engage 
in  discussion  with  the  Hospital  Service  Plan  of  New  Jer- 
sey and  the  Medical-Surgical  Plan  of  New  Jersey  with  a 
view  to  provide  adequate  insurance  coverage  for  patients 
with  psychiatric  diagnoses  while  under  the  care  of  a 
physician. 

Adopted  as  amended  by  the  Reference  Committee  (page 
414) 


#20 

Standardized  College  Health  Report  Form 

From  the  Camden  County  Medical  Society 

(Reference  Committee  “G”) 


Whereas,  ever  increasing  demands  are  placed 
on  the  physician  for  filling  out  forms;  and 

Wdiereas,  colleges  are  now  demanding  phy- 
sical examinations  concurrent  with  receipt  of 
applications  for  admission;  and 

Whereas,  a review  of  the  forms  used  by  the 
many  colleges  vary  in  such  degree  that  it 
creates  an  extremely  burdensome  task  on  the 
examining  physician;  and 

Whereas,  all  pertinent  data  could  be  obtained 
by  a single  standardized  form  for  all  colleges; 


now  therefore  be  it 

RESOLVED,  that  the  House  of  Delegates  of 
The  Medical  Society  of  New  Jersey  instruct 
its  delegates  to  the  American  Medical  Associa- 
tion, at  the  meeting  in  New  York  in  July 
1969,  to  endorse  a resolution  urging  that  the 
American  Medical  Association,  in  conjunc- 
tion with  the  American  College  Health  Asso- 
ciation, set  up  a single  standardized  form  and 
instruct  all  colleges  that  this  is  the  form  to  be 
used. 

Adopted  (page  425) 
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#21 

Governor's  Study  Group  Regarding 
the  State  Mental  Health  Program 

From  J,  Lloyd  Morrow,  M.D.,  Delegate  from  Passaic  County 
Avrohm  Jacobson,  M.D.,  Delegate  from  Monmouth  County 
From  Eugene  V.  Resnick,  M.D.,  Delegate  from  Bergen  County 

(Reference  Committee  “F”) 


Whereas,  precipitate  action  by  the  Board  of 
Control  and  the  Commissioner  of  Institutions 
and  Agencies  does  not  produce  constructive 
changes;  and 

Whereas,  in  the  past  few  weeks  newspaper  re- 
ports, political  activity  and  official  actions  of 
the  representatives  of  State  government  have 
acted  to  discredit  certain  professionals  in  the 
field  of  mental  health;  and 

Whereas,  some  of  these  actions  may  be  partly 
politically  motivated  rather  than  entirely 
based  on  the  true  need  to  further  the  care  of 
our  unfortunate  citizens  who  by  reason  of  ill- 
ness have  become  recipients  of  care  in  mental 
institutions;  and 

Whereas,  it  is  the  opinion  of  this  group  that 
the  present  bureaucratic  organization  does  not 
lend  itself  to  the  most  efficient  and  most 
beneficial  care  of  these  patients;  and 

Whereas,  it  has  been  the  experience  of  other 
states  that  a more  adequate  program  is  avail- 
able and  operable;  and 

Whereas,  a study  group  appointed  by  the 
Governor  to  make  specific  recommendations 
in  this  critical  community  problem  would  be 
more  able  to  submit  a definite  program;  now 
therefore  be  it 

RESOLVED,  that  in  the  interest  of  providing 
continuing  care  and  a proper  orderly  transi- 


tion, any  action  presently  under  consideration 
be  held  in  abeyance;  and  be  it  further 

RESOLVED,  that  The  Medical  Society  of 
New  Jersey  petition  the  Governor  to  appoint 
a group  of  medical  consultants,  named  with 
the  advice  and  concurrence  of  the  Society’s 
Board  of  Trustees,  to  propose  a new  structure 
for  mental  health  care  in  New  Tersev. 

The  foregoing  resolution  was  amended  by  changing  the 
language  of  the  first  paragraph;  deleting  the  third  para- 
graph; and  changing  the  language  of  the  fourth  para- 
graph to  read: 

Whereas,  past  action  by  the  Board  of  Control  and  the 
Commissioner  of  Institutions  and  Agencies  did  not  produce 
constructive  changes  for  the  Department  of  Mental  Health; 
and 

Whereas,  in  the  past  few  weeks  newspaper  reports,  politi- 
cal activity  and  official  actions  of  the  representatives  of 
State  government  have  acted  to  discredit  certain  profes- 
sionals in  the  field  of  mental  health;  and; 

Whereas,  it  is  our  opinion  of  this  group  that  the  present 
organization  does  not  lend  itself  to  the  most  efficient  and 
most  beneficial  care  of  these  patients;  and 

Whereas,  it  has  been  the  experience  of  other  states  that  a 
more  adequate  program  is  available  and  operable;  and 

Whereas,  a study  group  appointed  by  the  Governor  to 
make  specific  recommendations  in  this  critical  community 
problem  would  be  more  able  to  submit  a definite  pro- 
gram; now  therefore  be  it 

RESOLVED,  that  in  the  interest  of  providing  continuing  care 
and  a proper  orderly  transition,  any  action  presently  under 
consideration  be  held  in  abeyance,  and  be  it  further 

RESOLVED,  that  The  Medical  Society  of  New  Jersey  peti- 
tion the  Governor  to  appoint  a group  of  medical  con- 
sultants, named  with  the  advice  and  concurrence  of  the 
Society's  Board  of  Trustees,  to  propose  a new  structure  for 
mental  health  care  in  New  Jersey, 

Adopted  as  amended  (page  423) 
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#22 

Assignment  of  MSP  Payment  for  Medical  Surgical  Care 

From  F,  C.  Dresdale,  M.D.,  Delegate  from  Union  County 

(Reference  Committee  “C”) 


Whereas,  the  basic  concept  of  health  insurance 
is  to  pay  the  providers  of  health  care  to  meet 
the  medical  needs  of  the  patient;  and 

Whereas,  the  House  of  Delegates  of  The 
Medical  Society  of  New  Jersey  adopted  a res- 
olution in  May,  1968  calling  upon  The  Medi- 
cal Society  of  New  Jersey  to  recommend  to  all 
commercial  insurance  carriers  writing  health 
insurance  in  New  Jersey  to  make  available  the 
assignment  of  payment  for  medical  and  surgi- 
cal care;  and 

Whereas,  the  Blue  Shield  Plan  of  New  Jersey 
is  competing  with  these  insurance  carriers  and 
offering  payment  for  the  services  of  all  phy- 


sicians in  New  Jersey  at  a prescribed  and  set 
amount;  and 

\\'hereas,  it  is  no  longer  realistic  that  the  con- 
tinuation of  the  Blue  Shield  Plan  of  New 
Jersey  depends  on  the  membership  of  the  phy- 
sicians of  New  Jersey;  now  therefore  be  it 

RESOLVED,  that  The  Medical  Society  of 
New  Jersey  recommend  that  the  Blue  Shield 
Plan  of  New'  Jersey  make  available  the  as- 
asignment  of  payment  for  medical  and  surgi- 
cal care  and  that  space  be  included  for  such  as- 
signment on  its  insurance  forms. 

Not  adopted  (page  414) 


House  ot  Delegates  — I liinl  Session 
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#23 

House  Staff  Prescriptions  for  Welfare  Recipients 

From  Alexander  D.  Kovacs,  M.D.,  Delegate  from  Union  County 

(Reference  Committee  “E”) 


Whereas,  the  Department  of  Law  and  Public 
Safety,  Division  of  Professional  Boards,  Board 
of  Pharmacy,  Section  45-14-14  of  Pharmacy 
Laws  and  Regulations  states  that  doctors  of 
medicine,  without  exception,  must  have  a 
license  to  prescribe  drugs;  and 

4Vhereas,  county  welfare  recipients  and  other 
indigent  and  medically  indigent  hospital  pa- 
tients are  given  written  prescriptions  by  mem- 
bers of  the  hospital  house  staff,  these  prescrip- 
tions being  written  on  hospital  prescription 
blanks  and  presented  to  local  pharmacies;  and 

Whereas,  the  local  pharmacies  are  unable  to 
accept  these  prescriptions  because  they  are  not 
signed  by  a licensed  physician;  and 

Whereas,  these  county  welfare  recipients  and 
other  indigent  and  medically  indigent  pa- 
tients are  forced  to  return  to  the  hospital  in 
order  that  a licensed  physician  can  counter- 
sign the  prescription;  and 

Whereas,  the  members  of  the  medical  staff  of 
hospitals  are  frequently  requested  by  the 
house  staff  to  sign  or  countersign  these  pre- 
scriptions, in  most  instances  they  being  un- 
familiar with  the  patient  or  his  course  of  ill- 
ness; and 

Whereas,  the  hospital  physicians  give  unsel- 
fishly of  their  time  and  effort  to  the  hospital 
and  its  educational  programs,  and,  further. 


the  requirement  to  countersign  these  prescrip- 
tions is  an  unnecessary  burden;  and 

Whereas,  the  members  of  the  house  staff  of 
the  hospitals  are  engaged  in  medical  educa- 
tion programs  approved  by  the  Council  on 
Medical  Education  and  the  respective  Resi- 
dency Review  Boards  of  the  American  Medi- 
cal Association,  and  therefore  meet  the  high 
professional  standards  set  forth  by  the  Ameri- 
can Medical  Association;  and 

'W'hereas,  the  ordering  of  drugs  and  the  writ- 
ing of  prescriptions  is  a fundamental  and  in- 
tegral facet  of  the  practice  of  medicine;  now 
therefore  be  it 

RESOLVED,  that  The  Medical  Society  of 
New’  Jersey  forthwith  sponsor  legislation  to 
effect  recognition  and  establishment  of 
limited  licensure  for  house  officers  in  hospital 
educational  programs  approved  by  the  Ameri- 
can Medical  Association,  thereby  granting 
authorization  for  these  house  officers  to  sign 
prescriptions  wdiich  shall  be  recognized  and 
accepted  by  pharmacies  in  the  State  of  New 
Jersey. 

Not  adopted.  The  Reference  Committee  recommended  that 
the  President  of  The  Medical  Sociey  of  New  Jersey,  after 
consultation  with  the  Board  of  Trustees,  appoint  a com- 
mittee to  study  this  problem,  (page  420) 
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#24 

Distribution  of  Perinatal  Study  Guide  to  Hospitals 

From  the  Essex  County  Medical  Society 

(Reference  Committee  “G”) 


Whereas,  perinatal  mortality  and  morbidity 
remain  a formidable  challenge  to  society  and 
the  medical  profession;  and 

AVhereas,  the  reduction  of  this  tragic  toll  of 
life,  suffering,  and  cost  to  society  can  only  be 
accomplished  by  the  study  and  correction  of 
the  causative  factors  responsible  for  this  hu- 
man wastage;  and 

Whereas,  hospital  perinatal  conferences  have 
been  recommended  by  the  Committee  on 
Maternal  and  Child  Care  of  the  AMA  and 
other  related  medical  organizations  as  an  im- 
portant instrument  of  study;  and 

'Whereas,  the  Committee  on  Child  Health  and 
the  Committee  on  Maternal  and  Infant  Wel- 
fare of  The  Medical  Society  of  New  Jersey 
has  jointly  designed  a practical  and  workable 
“Suggested  Guide  for  the  Hospital  Perinatal 
Study  Conference”  which  has  been  effectively 


used  in  hospitals  in  Essex  County,  as  well  as 
to  initiate  a county-wide  program;  now  there- 
fore be  it 

RESOLVED,  that  The  Medical  Society  of 
New  Jersey  distribute  and  recommend  for  use 
the  “Suggested  Guide  for  the  Hospital  Peri- 
natal Study  Conference”  to  all  hospitals  in 
New  Jersey. 

The  Reference  Committee  recommended  ap- 
proval of  Resolution  #24  until  the  last  para- 
graph amended  to  read: 

RESOLVED,  that  The  Medical  Society  of  New 
Jersey  distribute  and  strongly  recommend  to 
all  hospitals  in  Neio  Jersey  the  use  in  udiole  or 
in  part  of  the  “Suggested  Guide  for  the  Hos- 
pital Perinatal  Study  Conference.”  (page  425) 

Tabled  (page  425) 


#25 

Medicare  Director  to  Have  Clinical  Experience 

From  the  Essex  County  Medical  Society 

(Reference  Committee  “E”) 


Whereas,  the  Office  of  the  Medical  Director 
for  the  fiscal  intermediary  for  Part  B Medi- 
care has  functioned  more  effectively  through 
a knowledge  of  the  private  physician’s  role; 
and 

Whereas,  such  knowledge  is  best  obtained 
from  personal  experience  in  the  private  prac- 
tice of  medicine;  and 

Whereas,  we  understand  that  the  present 


Medical  Director  for  the  fiscal  intermediary 
for  Part  B Medicare  will  shortly  retire;  now 
therefore  be  it 

RESOLVED,  that  The  Medical  Society  of 
New  Jersey  urge  the  fiscal  intermediary  for 
Part  B Medicare  to  select  as  Medical  Director 
one  from  The  Medical  Society  of  New  Jersey 
who  has  had  active  clinical  experience  in  the 
private  practice  of  medicine. 

Adopted  (page  421) 
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#26 

Solicitation  and  Commercial  Advertising  of  a Medical 
Specialty  by  Lay  Corporations  in  AMA  Publications 

From  the  Essex  County  Medical  Society 

(Reference  Committee  “A”) 


^V^hereas,  the  AMA  Board  of  Trustees  voted 
last  fall  to  open  all  AMA  publications  to 
solicitation  and  commercial  advertising  of  a 
medical  specialty  (pathology)  by  lay  corpora- 
tions; and 

Whereas,  physicians,  by  long  tradition,  are 
forbidden  any  activities  characterized  by  self- 
laudation and  solicitation,  both  of  which  are 
essential  to  commercial  advertising;  and 

Wdiereas,  this  Trustee  policy  encourages  the 
practice  of  medicine  by  lay  corporations,  and 
promotes  solicitation,  in  violation  of  all  codes 
of  medical  ethics;  and 

"UTereas,  this  Trustee  policy,  adopted  without 
consulting  the  House  of  Delegates,  will  set  a 
precedent  for  regional,  state,  and  other  medi- 
cal journals,  will  spread  to  other  fields  of 
medicine  and  will  lower  standards  of  patient 
care;  now  therefore  be  it 

RESOLVED,  that  the  Essex  County  Medical 
Society: 


(1)  Reaffirms  medicine’s  traditional  opposi- 
tion to  the  practice  of  medicine  by  lay  cor- 
porations, and  to  solicitation,  and  to  com- 
mercial advertising  of  the  practice  of  medi- 
cine; and 


(2)  Requests  The  Medical  Society  of  New 
Jersey  delegates  to  oppose  this  new  AMA 
Trustee  policy  vigorously  at  the  MSNJ  con- 
vention in  Atlantic  City  in  May  1969;  and 


(3)  Requests  these  delegates  to  call  on  the 
New  Jersey  delegation  to  AMA  to  reverse  this 
Trustee  policy  at  the  July  AMA  convention 
in  New  York  City. 

Not  adopted.  The  Reference  Committee  recommended  that 
this  resolution  be  referred  to  the  Judicial  Council  for 
opinion  and  that  a copy  of  the  resolution  and  opinion  be 
supplied  to  the  Chairman  of  the  New  Jersey  Delegation  to 
the  AMA  meeting  in  July,  (page  410) 


#27 

Legislation  Concerning  Air  Pollution  Control 

From  the  Bergen  County  Medical  Society 

(Reference  Committee  “E”) 

Whereas,  the  Division  of  Clean  Air  and  Wa-  mulgating  and  implementing  codes  designed 
ter  established  in  1967  in  the  State  Depart-  to  abate  air  pollution  and  thereby  improve 
ment  of  Health  has  been  effectively  pro-  the  quality  of  ambient  air;  and 
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W'hereas,  the  goals  of  the  Division  clearly  aim 
at  unremitting  progress  in  solving  with 
celerity  the  problems  of  environmental  pollu- 
tion through  the  utilization  of  the  most  ad- 
vanced technology;  and 

Whereas,  the  performance  and  accomplish- 
ment of  the  Division  attest  to  the  efficacy  of 
the  existing  program;  now  therefore  be  it 


RESOLVED  that  The  Medical  Society  of  New 
Jersey  disapprove  any  interference  with  the 
continuance  of  the  tempo  and  quality  of  the 
existing  program  and  in  consequence  urge  the 
defeat  of  the  proposed  legislation.  Senate 
Bills  f)42,  fi43  and  646. 

Not  adopted,  since  MSNJ  has  already  taken  a position  on 
these  bills;  S-642  APPROVED;  S-643  and  S-646  DISAP- 
PROVED. (panes  350  and  421) 


#28 

Acceptance  of  Commercial  Advertising 

From  the  Burlington  County  Medical  Society 

(Reference  Committee  “A”) 


Whereas,  a new  commercial  organization 
named  Medi  Card,  Inc.  has  been  established 
to  provide  patients  with  a credit  card  for  use 
in  paying  physicians’  fees  for  services;  and 

Whereas,  the  organization  Medi  Card,  Inc. 
receives  (a)  6 per  cent  of  the  physician’s  fee 
paid  by  the  physician  for  the  guarantee  of  re- 
ceiving prompt  payment  of  fees,  and  (b)  a 
monthly  carrying  charge  on  the  patient’s  un- 
paid balance  paid  by  the  patient;  and 

Whereas,  such  a business  arrangement  tends 
to  place  a stigma  of  commercialism  on  the 
medical  profession  and,  therefore,  promotes 
deterioration  of  the  traditional  doctor-patient 
relationship;  and 

Whereas,  the  use  of  such  a medical  credit 
card  basically  increases  the  effective  cost  of 
medical  care  to  the  patient;  and 

Whereas,  the  current  acceptance  of  advertis- 
ing of  Medi  Card,  Inc.  in  THE  JOURNAL 
of  The  Medical  Society  of  New  Jersey  implies 
endorsement  by  The  Medical  Society  of  New 
Jersey;  and 

Whereas,  the  Judicial  Council  of  the  Ameri- 
can Medical  Association  has  stated,  “The  use 


of  bank  cards  in  financing  medical  fees  must, 
however,  be  vietved  with  reserve  at  the  pres- 
ent stage  of  their  development.  'While  jja- 
tients  may  not  be  denied  the  right  to  deter- 
mine matters  of  their  personal  budgeting, 
physicians  must  not  encourage  the  use  of  this 
financing  method  if  in  operation  it  might 
compromise  the  ideals  of  the  medical  profes- 
sion or  add  to  the  financial  burdens  of  pa- 
tients;” now  therefore  be  it 

RESOLVED,  that  the  House  of  Delegate.-)  of 
The  Medical  Society  of  New  Jersey  go  on 
record  opposing  the  endorsement  and  en- 
couragement of  such  commercial  enterprises 
as  Medi  Card,  Inc.  at  the  present  time;  and  be 
it  further 

RESOLVED,  that  permission  for  advertising 
by  Medi  Card,  Inc.,  and  similar  enterprises  in 
THE  JOURNAL  of  The  Medical  Society  of 
New  Jersey  and  the  journals  of  the  component 
county  medical  societies  not  be  granted;  and 
be  it  further 

RESOIA’ED,  that  an  appropriate  committee 
of  The  Medical  Society  of  New  Jersey  study 
this  problem  and  report  its  findings  to  the 
House  of  Delegates  next  year. 


KHi 
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The  foregoing  resolution  was  amended  by  the  Reference 
Committee  by  changing  the  title;  the  language  of  para- 
graphs 5,  7,  and  8;  inserting  a new  “Resolved”  between 
paragraphs  7 and  8;  and  replacing  paragraph  9 — to  read: 

THE  USE  OF  MEDICAL  CREDIT  CARDS 

From  the  Burlington  County  Medical  Society 
(Reference  Committee  “A”) 

Whereas,  a new  commercial  organization  named  Medi 
Card,  Inc.  has  been  established  to  provide  patients  with  a 
credit  card  for  use  in  paying  physicians’  fees  for  services; 
and 

Whereas,  the  organization  Medi  Card,  Inc.  receives  (a) 
6 per  cent  of  the  physician’s  fee  paid  by  the  physician  for 
the  guarantee  of  receiving  prompt  payment  of  fees,  and 
(b)  a monthly  tavrying  charge  on  the  patient’s  unpaid 
balance  paid  by  the  patient;  and 

Whereas,  such  a business  arrangement  tends  to  place  a 
stigma  of  commercialism  on  the  medical  profession  and, 
therefore,  promotes  deterioration  of  the  traditional  doctor- 
patient  relationship;  and 

Whereas,  the  use  of  such  a medical  credit  card  basically 
increases  the  effective  cost  of  medical  care  to  the  patient; 
and 

Whereas,  the  current  acceptance  of  advertising  of  Medi 
Card,  Inc.  in  THE  JOURNAL  of  The  Medical  Society  of 


New  Jersey  may  suggest  to  the  reader  endorsement  Dy 
The  Medical  Society  of  New  Jersey;  and 

Whereas,  the  Judicial  Council  of  the  American  Medical  As- 
sociation has  stated,  “The  use  of  bank  cards  in  financing 
medical  fees  must,  however,  be  viewed  with  reserve  at  the 
present  stage  of  their  development.  While  patients  may 
not  be  denied  the  right  to  determine  matters  of  their  per- 
sonal budgeting,  physicians  must  not  encourage  the  use  of 
this  financing  method  if  in  operation  it  might  compromise 
the  ideals  of  the  medical  profession  or  add  to  the  finan- 
cial burdens  of  patients;”  now  therefore  be  it 

RESOLVED,  that  the  House  of  Delegates  of  The  Medical  So- 
ciety of  New  Jersey  go  on  record  opposing  the  use  of  pay- 
ment devices  such  as  Medi  Card,  Inc.;  and  be  it  further 

RESOLVED,  that  this  decision  be  communicated  by  individ- 
ual letter  to  the  members  of  The  Medical  Society  of  New 
Jersey  as  soon  as  possible;  and  be  it  further 

RESOLVED,  that  permission  for  advertising  by  Medi  Card, 
Inc.,  and  similar  enterprises  in  THE  JOURNAL  of  The  Medi- 
cal Society  of  New  Jersey  and  the  journals  of  the  com- 
ponent county  medical  societies  in  the  future  not  be 
granted;  and  be  it  further 

RESOLVED,  that  any  doubtful  proposal  of  this  character  be 
referred  to  the  Judicial  Council  for  study  and  recommenda- 
tion. 

Adopted  as  amended  by  the  Reference  Committee  (page 
410) 


#29 

Packaged  Disaster  Hospital 

From  Frank  R.  Schell,  M.D.,  Delegate  from  Passaic  County 

(Reference  Committee  “D”) 


Whereas,  the  State  of  New  Jersey  is  particu- 
larly vulnerable  to  an  initial  atomic  on- 
slaught; and 

Whereas,  the  packaged  disaster  hospital  stands 
as  the  first  line  of  medical  defense  in  the 
immediate  post-attack;  and 

Whereas,  the  Government  considers  attacks 
sufficiently  possible  to  advocate  .$5  billion  as 
an  initial  investment  in  an  anti-ballistic  mis- 
sile system;  now  therefore  be  it 

RESOLVED,  that  The  Medical  Society  of  New 
Jersey  go  on  record  as  being  opposed  to  the 


jjroposed  budgetary  cut  which  will  place  the 
citizenry  of  this  State  and  the  rest  of  the  n;i- 
tion  in  the  position  of  unjustifiable  jeopardy, 
and  that  our  representatives  in  congress  be  so 
informed. 

Foregoing  paragraph  amended  by  the  Reference  Committee 
to  read; 

RESOLVED,  that  The  Medical  Society  of  New  Jersey  go  on 
record  as  being  opposed  to  the  proposed  budgetary  cut  in 
the  Emergency  Health  Service  Program  because  it  would 
reduce  the  effectiveness  of  the  hospital  reserve  disaster  in- 
ventory program,  thus  placing  the  citizenry  of  this  State 
and  the  rest  of  the  nation  in  the  position  of  unjustifiable 
jeopardy,  and  that  our  representatives  in  Congress  be  so 
informed. 

Adopted  as  amended  by  the  Reference  Committee  (page 
415) 
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#30 

Abortion 

From  John  Winslow,  M.D.,  Delegate  from  Essex  County 

(Reference  Committee  “A”) 


W'liereas,  there  is  a governor’s  study  commis- 
sion on  abortion,  which  has  the  aim  of  sug- 
gesting methods  of  liberalizing  the  laws  on 
abortion;  and 

Whereas,  it  is  hoped  that  the  New  Jersey 
State  Legislature  will  pass  some  liberalizing 
legislation;  and 

Whereas,  there  is  a resolution  now  before  The 
Medical  Society  of  New  Jersey  urging  the  in- 
corporation in  any  state  legislation  of  a rule 
which  would  absolve  any  physician  or  hospital 
from  being  required  to  perform  an  abortion 
or  al)ortions;  and 

Whereas,  the  real  problem  about  abortions  is 
not  studied  nor  even  considered  w'ith  all  ol 
the  commissions  and  legislation,  and  that 
problem  is  the  one  of  illegal  abortions  done 
on  healthy  married  women  who  just  do  not 
want  a pregnancy  (it  is  estimated  that  80  per 
cent  of  all  illegal  abortions  are  in  this  cate- 
gory); now  therefore  be  it 

RESOLVED: 

a)  That  any  future  abortion  commissions 


have  an  equal  number  of  women  as  men  (the 
women  are  the  consumers,  so  to  speak)  and 
that  said  women  be  representative  of  all  reli- 
gious and  ethical  as  well  as  states  of  matri- 
mony factions;  and 

b)  T hat  it  be  made  a rule  that  all  physicians 
and  hospitals  caring  for  pregnant  w’omen  be 
required  to  inform,  perhaps  in  writing  with 
signature  of  the  patient  being  obtained,  all 
pregnant  w'omen  w'ho  might  well  be  running  a 
risk  of  their  own  health  or  might  be  bearing 
an  injured  child  from  the  known  high-fre- 
quency causes  for  such  injury  of  her  right  to 
have  an  abortion  and  her  possible  need  for 
such,  even  though  the  particular  physician 
and  particular  hospital  would  not  be  re- 
cpiired  to  actually  perform  said  needed  abor- 
tion. The  physician  and  hospital  would  be  re- 
quired, however,  to  aid  said  pregnant  woman 
in  making  arrangements  for  an  abortion  if 
she  shoidd  so  desire. 


Not  adopted,  because  it  is  so  widely  at  variance  with  the 
Society’s  recently  established  official  position  and  policy. 
( page  411) 


#31 

Medicaid  Fiscal  Intermediary 

From  John  Winslow,  M.D.,  Delegate  from  Essex  County 

(Reference  Committee  “E”) 


Resolution  #31  was  withdrawn  by  the  sponsor  (page  421) 
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REFERENCE  COMMITTEES 


Reference  Committee  "A" 

Harold  L.  Colburn,  Jr.,  M.D.,  Chairman 


Reference  Committee  “A”  met  on  Sunday  18 
May  1969,  with  all  members  present:  Doctors 
Robert  C.  Anderson,  C.  Spencer  Davison, 
Philip  J.  Kunderman,  Daniel  J.  O’Regan,  and 
the  chairman.  Approximately  37  delegates  and 
members  were  present  to  discuss  the  various 
items  under  consideration. 

1.  President  (page  293) 

The  Committee  recommends  that  the  report 
be  approved. 

Adopted 

2.  Board  of  Trustees  — Items  (page  304) 

The  introductory  portion  of  this  report,  cover- 
ing the  general  activities  of  the  Board,  was 
reviewed  and  approved. 

The  Committee  recominends  that  the  report 
be  approved. 

Adopted 

a.  Implementation  of  Constitutional  Amend- 
ment Affecting  Membership  of  Elected 
Trustees  on  the  Board  (page  304) 

The  Committee  recommends  that  the  report 
be  approved. 

Adopted 

b.  Joint  Conference  with  Presidents  of  Com- 
ponent Societies  (page  306) 

The  Committee  recommends  that  the  report 
be  approved. 

Adopted 


c.  Professional  Liability  Panel  (page  306) 

The  Committee  recommends  that  the  report 
be  approved. 

Adopted 

3.  Secretary  (page  296) 

The  Committee  recommends  that  tlie  report 
be  approved. 

Adopted 

4.  Judicial  Council  (page  315) 

The  Committee  recommends  that  the  report 
be  approved. 

Adopted 

5.  Executive  Director  (page  318) 

The  Committee  recommends  that  the  report 
be  approved. 

Adopted 

6.  Credentials  (page  323) 

The  Committee  recommends  that  the  report 
be  approved. 

Adopted 

The  Reference  Committee  thanks  all  the  of- 
ficers and  committees  for  the  great  deal  of 
hard  work  which  has  gone  into  the  prepara- 
tion of  their  reports. 

7.  Resolutions: 

a.  Assimilation  of  Osteopaths  — Resolution 
#1  (page  386) 
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b.  Assimilation  of  Osteopaths  — Resolution 
#2  (page  387) 

I hese  resolutions  were  exhaustively  discussed 
by  some  15  to  20  members  in  regular  meeting 
as  well  as  by  your  Committee  in  executive  ses- 
sion. This  Committee  favors  the  principle 
that  osteopaths  be  made  eligible  for  member- 
ship in  this  Society.  It  is  the  considered 
opinion  of  this  Committee,  however,  that 
legislative  and  other  action  necessary  to  ac- 
complish this  objective  should  not  be  initiated 
until  such  time  as  it  appears  that  there  is 
measurable  evidence  of  interest  and  willing- 
ness on  the  part  of  a substantial  number  of 
osteopaths  to  join  The  Medical  Society  of 
New  Jersey.  This  matter  is  obviously  of  such 
significance  that  it  should  be  investigated 
thoroughly  over  such  period  of  time  as  would 
j)ro\  ide  assurance  that  all  asjiects  of  the  jnob- 
1cm  are  evaluated. 

For  the  above  rea.sons,  your  Committee  recom- 
mends that  Resolutions  #1  and  #2  be  not 
adopted  at  this  time,  and  further  re'’ommends 
that  a special  committee  be  established  by  the 
Board  of  Trustees  to  study  this  matter  in 
depth  and  detail  and  to  submit  its  report  and 
recommendations  to  the  1970  House  of  Dele- 
gates. 

Adopted 

c.  Classification  of  Membership  — Resolui ion 
#3  (page  387) 

d'hc  Reference  Committee  sees  no  advantage 
to  be  gained  by  changing  the  classification  of 
membership  in  The  Medical  Society  of  \cw 
Jersey  and  therefore  recommends  apjnoval  of 
Resolution  #3  (page  388) 

Adopted 

d.  Relative  Value  Index  — Resolui  ion  #4 
(page  389) 

The  Reference  Committee  recommends  ap- 
proval of  Resolution  #1  with  the  following 
amendment  (indicated  by  italics)  to  the  last 
paragraph; 


RESOLVED,  tnat  this,  the  1969  House  of 
Delegates,  lift  from  the  table  consideration  of 
a Relative  Value  Index  and  direct  the  Board 
of  Trustees  to  have  prepared  by  the  Council 
on  Medical  Services  a revised  and  updatect 
Relative  Value  Index  to  be  presented  to  the 
House  of  Delegates  for  action  at  its  next  an- 
nual meeting. 

Adopted 

e.  Solicitation  and  Commercial  Advertising  of 
a Medical  Specialty  by  Lay  Corporations  in 
AMA  Publications  — Resolution  #18  (page 
399) 

f.  Solicitation  and  Commercial  Advertising  of 
a Medical  Specialty  by  Lay  Corporations  in 
AMA  Publications  — Resolution  #26  (page 
405) 

Resolutions  #18  and  #26  were  considered 
together  because  of  their  practical  identity  of 
substance  and  purptose.  Study  of  them  de- 
veloped the  realization,  pointed  out  by  the 
Chairman  of  the  Judicial  Council,  that  their 
adoption  by  the  House  would  involve  the 
House  in  the  formulation  of  opinions  in  the 
area  of  ethics  and  profe-ssional  conduct,  which 
area,  under  MSNJ’s  Constitution  and  Bylaws, 
is  exclusively  assigned  to  the  Judicial  Council. 

.Accordingly,  your  Committee  recommends 
that  these  resolutions  be  not  adopted  but  be 
referred  to  the  Judicial  Council  with  a re- 
quest for  early  consideration  and  opinion  con- 
cerning the  ethical  points  involved.  It  further 
recotmnends  that  copies  of  the  resolutions  be 
supplied  to  the  Chairman  of  New  Jersey’s 
Delegation  to  the  .AM.A  to  be  used,  in  con- 
junction with  such  opinion  as  our  Judicial 
Council  may  render,  in  their  caucus  at  the 
.\M.\  meeting  in  New  A'ork  City  next  July. 

Adopted 

g.  Acceptance  of  Commercial  Advertising  — 
Resolution  #28  (page  406) 

This  resolution  was  amended  (indicated  by 
italic.s)  as  follows,  with  the  consent  of  its 
sponsor: 


IKI 
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I'hat  the  title  be  changed  to  read: 

"The  Use  of  Medical  Credit  Cards” 

d'he  resolution  from  the  5th  “Whereas”  on 
has  been  amended  to  read  as  follows: 

\Vhereas,  the  current  acceptance  of  advertis- 
ing of  Medi  Card  Inc.,  in  THE  JOURNAL 
of  The  Medical  Society  of  New  Jersey  may 
suggest  to  the  reader  endorsement  bv  The 
Medical  Society  of  New  Jersey;  and 

Whereas,  the  Judicial  Council  of  the  Ameri- 
can Medical  Association  has  stated,  “The  use 
of  bank  cards  in  financing  medical  fees  must, 
however,  be  viewed  with  reserve  at  the  present 
stage  of  their  development.  While  patients 
may  not  be  denied  the  right  to  determine 
matters  of  their  personal  budgeting,  phy- 
sicians must  not  encourage  the  use  of  this  fi- 
nancing method  if  in  operation  it  might  com- 
promise the  ideals  of  the  medical  profession 
or  add  to  the  financial  burdens  of  patients;” 
therefore  be  it 

RESOLVED,  that  the  House  of  Delegates  of 
The  Medical  Society  of  New  Jersey  go  on 
record  opposing  the  use  of  payment  devices 
such  as  ^^edi  Card  Inc.;  and  be  it  further 

RESOLJ’ED,  that  this  decision  he  communi- 
cated by  individual  letter  to  the  meinbers  of 
The  Medical  Society  of  New  Jersey  as  soon  as 
possible;  and  be  it  further, 

RESOLVED,  that  permission  for  advertising 
by  Medi  Card,  Inc.,  and  similar  enterprises  in 
1 HE  JOURNAL  of  The  Medical  Society  of 
New  Jersey  and  the  journals  of  the  com- 
ponent county  medical  .societies  in  the  future 
not  be  granted;  and  b'"  it  further 

RESOLVED . that  any  doubtful  proposal  of 
this  character  be  referred  to  the  Judicial 
Council  for  study  and  recommendation. 

The  Committee  recommends  that  the  resolu- 
tion, as  amended,  be  approved. 

Adopted 


h.  .\l)ortion  — Resolution  #"M)  (page  108) 

Resolution  #30  was  painstakingly  consiilered. 
Its  sponsor  deleted  the  first  two  paragraphs  of 
the  “Resolved”  during  his  appearance  before 
the  Committee. 

The  “Resolved”  section  now  reads; 

a)  That  any  future  abortion  commissions 
have  an  equal  number  of  women  as  men  (the 
women  are  the  consumers,  so  to  speak)  and 
that  said  women  be  representative  of  all  reli- 
gious and  ethical  as  well  as  states  of  matri- 
mony factions;  and 

b)  That  it  be  made  a rule  that  all  physicians 
and  hospitals  caring  for  pregnant  women  be 
required  to  inform,  perhaps  in  writing  with 
signature  of  the  patient  being  obtaitied,  all 
pregnant  women  who  might  well  be  runnitig 
a risk  of  their  own  health  or  might  be  bear- 
ing an  injured  child  from  the  known  high- 
frequency  causes  for  such  injury  of  her  right 
to  have  an  abortion  and  her  possible  need  lor 
such,  even  though  the  particular  physician 
and  particular  hospital  would  not  be  required 
to  actually  perform  said  needed  abortion.  I'hc 
physician  and  hospital  would  be  required, 
however,  to  aid  said  pregnant  woman  in  mak- 
ing arrangements  for  abortion  if  she  should 
.so  desire. 

Your  Committee  discussed  this  resolution  ex- 
tensively in  executive  session.  It  concluded 
that  this  re.solution  basically  contravenes  the 
policy  position  taken  by  the  1968  House  of 
Delegates  after  protracted  preparation  and 
deliberation.  That  position  has  been  officially 
promulgated  and  has  been  given  to  the  Leg- 
islative Commission  presently  studying  the 
Abortion  Statutes  of  New  Jersey. 

Your  Committee  also  points  out  that  Resolu- 
tion #30  is  diametrically  opposed  to  the  fol- 
lowing two  statements  supplied  by  the  Board 
of  Trustees  to  the  Legislative  Commission  in 
further  delineation  of  the  Society’s  policy 
position: 

(1)  No  person  shall  be  required  to  perform 
or  participate  in  medical  procedures  which 
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result  in  the  termination  of  pregnancy;  and 
the  refusal  of  any  person  to  perform  or  par- 
ticipate in  these  medical  procedures  shall  not 
be  a basis  for  civil  liability  to  any  person  nor 
a basis  for  any  disciplinary  or  any  other  re- 
criminatory action  against  him;  and 

(2)  No  hospital,  hospital  director  or  govern- 
ing board  shall  be  required  to  permit  the 
termination  of  human  pregnancies  within  its 
institution,  and  the  refusal  to  permit  such 
procedures  shall  not  be  grounds  for  civil 
liability  to  any  person,  hospital,  or  institution 


nor  a basis  for  any  disciplinary  or  other  re- 
criminatory action  against  it  by  the  state  or 
any  person; 

In  the  light  of  the  foregoing,  your  Committee 
has  concluded  that  Resolution  #30  should  not 
be  considered  at  this  time  because  it  is  so 
widely  at  variance  with  the  Society’s  recently 
established  official  position  and  policy.  It 
therefore  recommends  that  Resolution  #30  be 
disapproved. 

Adopted 


Reference  Committee  "B" 

Charles  Cunningham,  M.D,,  Chairman 


Reference  Committee  “B”  met  on  Sunday,  18 
May  1969,  with  all  members  present:  Doctors 
Frederick  W.  Durham,  John  A.  Kinczel,  Emil 
A.  Kratzman,  Henry  O.  vonDeilen,  and  the 
chairman.  Approximately  10  delegates  and 
members  were  present  to  discuss  the  various 
items  under  consideration. 

1.  Board  of  Trustees  — Items 

a.  Academy  of  Medicine  of  New  Jersey  (sup- 
plement #1  page  311) 

The  Committee  recommends  approval  of  the 
report  as  submitted.  The  Committee  also 
recommends  that  the  Academy  be  compli- 
mented on  its  work  on  the  roving  symposia 
and  section  meetings  and  hopes  that  the  good 
work  will  be  continued. 

Adopted 

b.  Health  Facilities  Planning  Council  for 
New  Jersey  (page  307) 

The  Committee  recommends  approval  of  the 
report  as  submitted.  It  is  the  opinion  of  the 
Reference  Committee  that  the  $5,000  con- 
tribution authorized  for  the  fiscal  year  1969-70 


should  be  only  on  an  annual  basis  and  that 
each  year  the  work  of  the  Health  Facilities 
Planning  Council  be  reviewed  before  any 
further  contributions  are  made. 

Adopted 

2.  Treasurer  (page  297) 

The  Committee  recommends  approval  of  the 
report  as  submitted  and  commends  the  Treas- 
urer on  his  detailed  report,  especially  the  last 
page  which  included  the  investments  and  in- 
come earned.  It  was  noted  that  there  is  a 
marked  increase  in  the  per  cent  of  return  over 
previous  years. 

Adopted 

3.  Finance  and  Budget  (page  324) 

The  Committee  recommends  approval  of  the 
report  as  submitted.  The  Chairman  of  the 
Committee  on  Finance  and  Budget,  Treas- 
urer, and  Business  Manager  were  present  to 
answer  the  many  inquiries.  It  was  noted  that 
the  dues  for  the  next  fiscal  year  will  be  $55. 
The  Reference  Committee  appreciated  the 
receipt  of  copies  of  the  budget  prior  to  the 
meeting  and  recommends  that  this  procedure 
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be  continued  and  that  copies  be  supplied  to 
members  of  Reference  Committee  “B”  at  least 
10  days  in  advance  of  the  annual  meeting. 

Adopted 

4.  Medical  Student  Loan  Fund  (page  335) 

The  Committee  recommends  approval  of  the 
report  as  submitted.  The  Committee  also 
recommends  that  the  loans  be  continued  for 
those  eligible  students  who  require  them. 

Adopted 


5.  Publication  (page  338) 

The  Committee  recommends  approval  of  the 
report  as  submitted. 

Adopted 

6.  Project  Hope/Vietnam  (page  372) 

The  Committee  recommends  approval  of  the 
report  as  submitted. 

Adopted 


Reference  Committee  "C'' 

John  J.  McGuire,  M.D.,  Chairman 


Reference  Committee  “C”  met  on  Sunday,  18 
May  1969,  with  all  members  present:  Doctors 
James  S.  D.  Eisenhower,  Jr.,  Dorothy  K. 
Rlughaupt,  Blackwell  Sawyer,  Dorsett  L. 
Spurgeon,  and  the  chairman.  Approximately 
43  delegates  and  members  were  present  to  dis- 
cuss the  various  items  under  consideration. 

1.  Board  of  Trustees  — Items 

a.  AID  Program  (supplement  #1,  page  312) 

The  Committee  recommends  approval  of  this 
report. 

Adopted 

b.  Health  Insurance  for  Pregnancy  (page  307) 

The  Committee  recommends  approval  of  this 
report. 

Adopted 

c.  MSP  Board  of  Trustees  — Nominations 
(page  305) 


The  Committee  recommends  approval  of  this 
report. 

Adopted 

d.  Standardized  Insurance  Forms  (page  308) 

Since  the  House  of  Delegates  of  the  AMA  in 
Resolution  #72  of  1968  conformed  with  our 
Resolution  of  1968,  this  report  was  inter- 
preted as  informative. 

The  Committee  recommends  approval  of  this 
report. 

Adopted 

2.  Medical-Surgical  Plan  of  New  Jersey  (page 
375) 

The  Annual  Statement  of  the  Medical-Sur- 
gical Plan  of  New  Jersey  was  reviewed  and 
accepted  as  informative. 

The  Committee  recommends  approval  of  this 
report. 

Adopted 
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3.  Medical  Defense  and  Insurance  (page  327) 

Reference  Committee  “C”  noted  that  Fred  A. 
Mettler,  M.D.,  Chairman  of  the  Committee  on 
Medical  Defense  and  Insurance  and  Ernest  C. 
Hillman,  Jr.,  M.D.,  Vice-Chairman  are  retir- 
ing. These  gentlemen  should  be  especially 
commended  for  the  work  of  their  Committee 
and  for  the  completeness  of  their  final  report. 

File  Committee  recommends  approval  of  this 
report. 

Adopted 

4.  Retirement  Plan  for  Physicians  (page  373) 

.Several  retirement  plans  were  discussed  and 
one  was  presented  in  great  detail. 

Fhe  Committee  recommends  approval  of  this 
report. 

Adopted 

5.  Resolutions: 

a.  Discontinuance  of  AID  Certification  — Res- 
olution #5  (page  389) 

4'he  Committee  feels  that  this  procedure  has 
greatly  assisteil  utilization  committees  in  de- 
termining and  in  assaying  the  average  patient 
ilay. 

Fhe  Committee  recommends  disapproval  of 
this  Resolution. 

Adopted 


b.  MSP-HSP  Coverage  for  Psychiatric  Patients 
— Resolution  #19  (page  400) 

Reference  Committee  “C”  amended  (indicated 
by  italics)  the  “RESOLVED”  portion  of  Res- 
olution #19  to  read: 

“RESOLVED,  that  The  Medical  Society  of 
New  Jersey  engage  in  discussion  with  the 
Hospital  Service  Plan  of  New  Jersey  and  the 
Medical-Surgical  Plan  of  New  Jersey  with  a 
view  to  provide  adequate  insurance  coverage 
for  patients  with  psychiatric  diagnoses  while 
under  the  care  of  a physician.” 

The  Committee  recommends  approval  of  the 
amended  Resolution  #19. 

Adopted 

c.  Assignment  of  MSP  Payment  for  Medical 
Surgical  Care  — Resolution  #22  (page  402) 

Your  Committee  feels  approval  of  this  Resolu- 
tion could  endanger  the  life  span  of  MSP. 
Furthermore,  MSP  is  an  enabling  plan  Avith 
77  per  cent  of  the  physicians  in  New  Jersey 
participating.  Forty  per  cent  of  the  sub- 
scribers have  a total  income  of  less  than  $7,500 
where  husband  and  wife  are  employed. 

The  Committee  recommends  disapproval  of 
Resolution  #22. 

Adopted 


Bibliography  On  Tissue  Transplantation 

Fhe  Public  Health  Service  has  just  released  a 


5H-page  brochure  describing  works  on  the 
emotional  and  social  aspects  of  tissue  trans- 
plantation. It  lists  176  articles  on  the  subject, 
and  after  each  listing  is  a comjtact  summary  of 
the  work.  .As  long  as  the  free  supply  lasts,  a 


doctor  may  obtain  a copy  gratis  from  the 
NLMH  Clearing  House  at  Chevy  Chase,  Mary- 
land 20203.  Copies  are  also  available  at  40 
cents  each  from  the  U.S.  Government  Print- 
ing Office,  4Vashington,  D.C.  20402.  .Ask  tor 
Public  Health  Service  Publication  #1838. 


Ill 
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Reference  Committee  "D" 

Paul  J.  Kreutz,  M.D.,  Chairman 


Rclcrcnce  Committee  “D”  met  on  Sunday,  18 
May  1969,  with  all  members  present:  Doctors 
George  L.  Benz,  Vincent  H.  Gillson,  Elmer 
L.  Grimes,  John  A.  Sakson,  and  the  chairman. 
Approximately  25  delegates  and  members 
were  present  to  discuss  the  various  items  un- 
der consideration. 

1.  Board  of  Trustees  — Items 

a.  Hospital  Chaplaincy  Program  (page  308) 

The  Committee  recommends  approval  of  the 
Board’s  report  of  this  item. 

Adopted 

2.  Medical  Education  (page  334) 

Reference  Committee  “D”  recommends  that 
approval  be  given  to  the  report  of  the  Com- 
mittee on  Medical  Education,  and  further 
recommends  that: 

The  Chairman  of  the  Committee  on  Medical 
Education  extend  an  invitation  through  the 
deans  of  the  two  New  Jersey  medical  col- 
leges to  the  medical  students  to  attend  the  An- 
nual Meeting  in  1970  of  The  Medical  Society 
of  New  Jersey  and  to  visit  the  exhibits  and 
scientific  sessions.  It  is  suggested  that  there  be 
a special  student  registration  with  a distinc- 
tive student  badge. 

Adopted 

3.  Emergency  Medical  Care  (page  370) 

Reference  Committee  “D”  recommends  ap- 
proval of  the  report  of  the  Committee  on 
Emergency  Medical  Care,  and  further  recom- 
mends that  The  Medical  Society  of  New  Jer- 
sey continue  to  support  the  program  of  train- 
ing emergency  room  physicians  and  paramedi- 
cal personnel. 

Adopted 


4.  Medicine  and  Religion  (page  371) 

Reference  Committee  “D”  discussed  ihc  re- 
port of  the  Committee  on  Medicine  and  Reli- 
gion and  recommends  that  it  be  approved  as 
submitted. 

Attention  is  directed  to  the  last  paragraph  of 
the  report  wherein  hope  is  expressed  that  at 
the  Eall  1969  Conference  of  Presidents  of 
component  societies  and  the  Board  of 
Trustees  of  MSNJ,  time  be  allotted  to  include 
discussion  of  the  subject  of  medicine  and 
religion. 

Adopted 

5.  Traffic  Safety  (page  374) 

The  report  of  the  Committee  on  Idalfic  Safety 
was  discussed,  and  Reference  Committee  “D” 
recommends  that  the  report  be  approved  witli 
the  following  modification  (in  italics): 

The  last  sentence  in  paragraph  three  of  the 
report  be  revised  to  read  as  follows:  “This  ad- 
visory panel  should  consist  of  professional 
practitioners  in  the  respective  fields.” 

Adopted 

6.  Resolutions: 

a.  Packaged  Disaster  Hospital  — Resolution 
#29  (page  407  ) 

The  Committee  recommends  approval  of  Re- 
solution #29  submitted  to  the  House  of  Dele- 
gates by  Dr.  Frank  R.  Schell  of  Passait 
County,  with  the  following  changes  (indicated 
by  italics)  in  the  “Resolved”  portion  of  the  re- 
solution — which  was  made  only  for  purposes 
of  clarification;  namely: 

RESOLVED,  that  The  Medical  Society  of  New 
Jersey  go  on  record  as  being  opposed  to  the 
proposed  budgetary  cut  in  the  Emergency 
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Health  Service  Program  because  it  zvoiild 
reduce  the  effectiveness  of  the  hospital  reserve 
disaster  inventory  program,  thus  placing  the 
tilizenry  of  this  State  and  the  rest  of  the  na- 


tion in  the  position  of  unjustifiable  jeopardy, 
and  that  our  representatives  in  Congress  be 
so  informed. 

Adopted 


Reference  Committee  "E" 

Elbert  H.  Pogue,  M.D.,  Chairman 


Reference  Committee  “E”  met  on  Sunday,  18 
May  19(')9,  with  the  following  members  pres- 
ent: Doctors  Isaac  N.  Patterson,  Leopold  E. 
riiron,  Eugene  J.  Tyrrell,  and  the  chairman. 
Approximately  61  delegates  and  members 
were  present  to  discuss  the  various  items  un- 
der consideration.  Doctor  William  Chase 
acted  as  sergeant-at-arms.  Also  present  were 
Mr.  E.  Powers  Mincher,  acting  legal  counsel 
of  The  Medical  Society  of  New  Jersey  and 
Mr.  Vincent  A.  Maressa  the  Executive  .As- 
sistant to  the  Executive  Director. 

1.  Board  of  Trustees  — Items 

a.  Commission  to  Study  Abortion  Statutes 

(page  308) 

Resolution  #6  (page  390)  was  considered  at 
the  same  time  as  it  treats  the  same  matter.  The 
major  provisions  of  Resolution  #6  were 
covered  by  the  action  of  the  Board  of  Trustees 
on  27  November  1968  as  more  particularly 
described  in  the  Boards’  annual  report  to  this 
H ouse  of  Delegates  (page  308).  It  is  recom- 
mended that  tlie  Trustees’  report  be  approved. 
However,  it  is  further  recommended  that  Re- 
solution #6  be  approved  because  it  is  more  in- 
clusive in  suggesting  guidelines  for  possible 
further  relevant  action. 

Adopted 

Reference  Committee  “E”  wishes  to  emphasize 
to  the  House  of  Delegates  that  paragraph  one 


in  the  Board  of  Trustees’  report  and  in  Res- 
olution #6  specify  persons  involved  directly 
(physicians)  and  that  paragraph  two  in  the 
Trustees’  report  and  in  Resolution  #6  specify 
the  hospital,  hospital  directors,  and  hospital 
governing  bodies  involved. 

d'he  Committee  recommends  approval  of  this 
report. 

Adopted 

b.  Mandatory  Inclusion  of  Physicians  As 
Members  of  Hospital  Governing  Bodies  (page 
309) 

7'he  Reference  Committee  recommends  ap- 
proval of  this  report  as  submitted. 

Adopted 

c.  Review  of  Medical  Practice  Statutes  (page 
309) 

Tliis  report  from  the  Board  of  Trustees  was 
considered  with  Resolution  #13  (page  395) 
from  the  Bergen  County  Medical  Society  and 
Resolution  #11  (page  396)  from  the  Passaic 
County  Medical  Society.  It  was  pointed  out  in 
tlie  discussion  that  a committee  appointed  by 
the  President  of  The  Medical  Society  of  New 
Jersey  in  May  1967  at  the  direction  of  the 
1967  House  of  Delegates  had  made  available 
to  all  component  societies  an  updated  version 
of  the  Medical  Practice  .Act.  .At  so  doing  a 
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requcsl  was  made  of  the  component  societies 
that  they  enumerate  the  areas  of  concern  and 
transmit  their  suggestions  to  the  committee  by 
January  1968.  Thus  far  replies  have  been  re- 
ceived from  only  three  component  societies. 
Through  the  efforts  of  the  Council  on  Legisla- 
tion and  with  the  approval  of  the  Board, 
several  of  the  revisions  incorporated  in  the 
three  replies  have  already  been  introduced 
and  enacted  into  law.  They  are: 

1)  privileged  communications, 

2)  x-ray  technicians  law, 

3)  licensing  of  foreign  physicians  who  upon 
declaration  of  intent  to  become  citizens  have 
been  duly  admitted  to  and  passed  the  New 
Jersey  Medical  Licensure  Examination. 

Therefore,  Reference  Committee  “E”  recom- 
mends that  the  Trustees’  report  be  approved 
and  that  Resolution  #13  be  approved  with 
the  last  paragraph  amended  (indicated  by 
italics)  to  read: 

RESOLVED,  that  The  Medical  Society  of 
New  Jersey  through  the  Special  Committee  to 
Review  Statutes  Related  to  the  Practice  of 
Medicine  and  Surgery  in  New  Jersey,  the 
Legislative  Analyst,  the  Council  on  Legisla- 
tion and  whatsoever  other  pertinent  avenue, 
do  everything  in  its  power  to  encourage  the 
framing  and  passing  into  law  of  needed  re- 
visions to  the  Medical  Practice  .A,ct  consonant 
with  the  principles  of  the  best  in  modern 
health  care  for  the  people  of  our  state  and 
providing  adequate  and  effective  means  for 
enforcing  its  provisions. 

This  amendment  was  agreed  to  by  the  spon- 
sors of  this  resolution.  The  Reference  Com- 
mittee recommends  the  adoption  of  this  por- 
tion of  the  report. 

Adopted 

The  Committee  recommends  disapproval  of 
Resolution  #14  because  its  major  substantive 
provisions  are  included  in  Resolution  #13  as 
amended. 

Adopted 


d.  Concerning  Welfare  Recipient  (page  310) 
and  Resolutions  #7  and  #8  of  the  1968  House 
— Supplemental  #2  (page  313) 

Resolution  #7,  adopted  by  the  1968  House, 
urged  that  the  Medical  Society  of  New  Jersey 
petition  the  State  Department  of  Institutions 
and  Agencies  to  establish  the  principle 
throughout  New  Jersey  that  diagnostic,  lab- 
oratory, and  medical  specialty  services  be  al- 
lowed when  found  necessary  by  the  treating 
physician,  and  that  payment  for  such  services 
be  on  a realistic,  reasonable,  and  customary 
fee  basis. 

Resolution  #8,  adopted  by  the  1968  House,- 
directed  that  The  Medical  Society  of  New 
Jersey  petition  the  New’  Jersey  State  Depart- 
ment of  Institutions  and  Agencies  to  bring  the 
physicians’  fees  for  services  paid  by  all  w'elfare 
boards  in  the  state  up  to  a realistic  level  on  a 
reasonable  and  customary  fee  basis. 

Both  resolutions  further  resolved  that  the  So- 
ciety deal  directly  w'ith  the  Department  of  In- 
stitutions and  Agencies  to  embody  these  prin- 
ciples in  their  present  and  future  plans, 
“.  . . so  that  there  w’ill  be  no  mistake  of  our 
intent  or  resolve  and  so  that  these  tenets  be 
effected  by  May  1969.” 

The  Society  has  through  the  year  emphasized 
and  urged  the  effectuation  of  these  resolutions 
W’ith  the  Department  of  Institutions  and 
Agencies.  The  most  recent  utterance  by  the 
Department  in  this  connection  was  contained 
in  a letter  dated  14  May  1969,  addressed  to 
the  Secretary  of  The  Medical  Society  of  New 
Jersey’s  Board  of  Trustees  by  Lloyd  W.  Mc- 
Corkle,  Commissioner  of  Institutions  and 
Agencies. 

Commissioner  McCorkle  states: 

“.  . . the  major  development  which  has  oc- 
curred during  the  last  year,  that  is  relevant  to 
Resolutions  #7  and  #8  of  your  Society,  was 
the  enactment  of  Chapter  413  of  the  Laws  of 
1968,  generally  referred  to  as  ‘Medicaid,’ 
w'hich  will  become  operational  1 January 
1970. 
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Under  this  law,  the  County  ^V■el^are  Boards, 
and  the  State  Division  of  Public  Welfare  as 
well,  will  be  relieved  of  authority  and  re- 
sponsibility for  regulating  the  amount,  kind, 
and  rates  of  allowances  for  all  elements  of 
medical  and  paramedical  care  furnished  to 
welfare  recipients  by  any  facility  or  practi- 
tioner. The  new  program  will  be  administered 
on  a uniform  statewide  basis  by  a new  Divi- 
sion of  Medical  Assistance  and  Health  Serv- 
ices established  within  this  Department. 

The  specific  recommendations  contained  in 
the  resolutions  referred  to,  as  well  as  many 
others  of  similar  concern  to  your  Society,  will 
be  deliberated  in  the  course  of  the  next  few 
months  by  the  Medical  Advisory  Council  and 
the  various  subsidiary  technical  Advisory 
Committees  which  are  now  in  the  process  of 
being  created  as  part  of  the  organizational 
structure  for  implementing  the  Medicaid  pro- 
gram.” 

The  Committee  recommends  approval  of  this 
portion  of  the  report. 

Adopted 

2.  Legislation  (page  342)  and  supplemental 
# 1 (page  350) 

The  Committee  calls  to  the  attention  of  the 
House  of  Delegates  that  the  Council  on 
Legislation  under  the  leadership  of  its  Chair- 
man Doctor  Jesse  McCall,  has  reviewed  and 
acted  on  an  almost  unbelievable  number  of 
bills  in  the  past  year.  The  Committee  con- 
gratulates and  thanks  Doctor  McCall  and  his 
Council  and  our  legislative  analyst  for  a job 
well  done.  One  has  but  to  read  the  Council’s 
report  to  get  an  idea  of  the  volume  of  work 
done  and  the  many  problems  faced  during  the 
past  year. 

The  Committee  recoinmends  the  adoption  of 
this  report. 

Adopted 

3.  Medical  Services  (page  353) 

There  was  no  discussion  of  this  report  at  the 


general  meeting  of  Reference  Committee  “E”. 
However,  in  considering  the  report,  the  mem- 
bers of  the  reference  committee  call  to  the  at- 
tention of  the  House  of  Delegates  that  por- 
tion of  Doctor  Collins’  report  entitled  “Uti- 
lization of  Physicians’  Services  Under  Part  B 
of  Medicare,”  and  I quote  in  part  from  the 
annual  report: 

“The  fiscal  intermediary  appeared  before  the 
Council  and  requested  their  endorsement  of 
certain  utilization  guidelines.  After  studying 
this  entire  area  in  minute  detail  it  was  the 
considered  opinion  of  the  Council  that  to 
state  that  a man  has  seen  a patient  more  often 
than  is  necessary  and  has  billed  accordingly  is, 
in  fact,  to  question  his  ethical  deportment 
and  the  propriety  of  his  bill.  We  therefore 
recommended,  and  the  Board  of  Trustees  ap- 
proved, that: 

1)  When  the  Medicare  carrier,  after  the  due 
consultation  with  its  medical  advisors,  feels 
that  a question  of  professional  conduct  or 
ethical  deportment  is  at  issue,  it  be  advised  to 
process  its  complaint  through  the  judicial 
mechanism  as  the  proper  agency  under  the 
Bylaws  of  MSNJ  (Chapter  \^1I). 

2)  MSXJ  not  endorse  Prudential’s  prepara- 
tion of  guidelines,  nor  encourage  Prudential 
to  prepare  them  unilaterally. 

In  .sjjite  of  the  recommendations  of  the  Coun- 
cil as  expressed  concerning  preparation  of 
guidelines  in  a unilateral  matter,  it  appears 
that  Prudential  has  acted  otherwise. 

The  Committee  recommends  that  a special 
committee  be  appointed  by  the  President  of 
The  Medical  Society  of  New  Jersey  to  in- 
vestigate this  matter  after  a suitable  sampling 
of  cases  is  secured  from  the  utilization  review 
committees  of  component  societies.  It  is  em- 
phasized that  such  cases  are  not  to  include 
those  in  which  the  fiscal  intermediary  has 
fded  a complaint  with  the  judicial  committee 
of  a component  society. 

Adopted 
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4.  Occupational  Health,  Workmen’s  Compen- 
sation, and  Rehabilitation  (page  355) 

This  report  was  discussed  in  detail.  Tlie  Com- 
mittee recommends  approval  ol  this  report. 

Adopted 

5.  Resolutions: 

a.  Chiropractic  — Resolution  #7  (page  390) 

I'he  Committee  cognizant  of  the  fact  that  (1) 
future  licensure  of  chiropractors  may  legally 
be  banned  by  legislative  action,  but  not  the 
practice  of  presently  licensed  chiropractors, 
and  that  (2)  two  commissions  have  been  pro- 
posed, one  by  the  Governor  and  one  by  the 
Legislature  to  study,  evaluate  and  make  rec- 
ommendations concerning  the  effectiveness  of 
existing  laws,  rules  and  regulations  relating  to 
those  licensed  to  render  services  to  the  ill  and 
infirm  and  their  relevance  to  contemporary 
needs  and  conditions,  and  that  (3)  ample  op 
portunity  will  be  afforded  this  Society  to  pre- 
sent its  position  in  public  hearings,  recom- 
mends that  this  resolution  be  disapproved. 

The  Committee  is  in  unanimous  accord  with 
the  intent  of  Resolution  #7,  but  feels  that  the 
goals  and  aims  of  The  Medical  Society  of  New 
Jersey  would  best  be  served  by  the  course  of 
action  recommended  above. 

The  Committee  recommends  approval  of  tliis 
report. 

Not  adopted 

Resolution  ^7  amended  by  the  House  to  read: 

RESOLVED,  that  The  Medical  Society  of  New  Jersey  is 
adamantly  opposed  to  the  practice  and  licensing  of  Chiro- 
practic; and  be  it  further 

RESOLVED,  that  The  Medical  Society  of  New  Jersey  aggres- 
sively petition  the  Governor  and  Legislature  of  the  State 
of  New  Jersey  to  eliminate  the  future  licensing  of  Chiro- 
practic in  this  state;  and  be  it  further 

RESOLVED,  thot  this  resolution  be  implemented  by  all 
means  available  to  The  Medical  Society  of  New  Jersey 
until  such  time  as  its  intent  is  accomplished. 

Adopted  as  amended  by  the  House 

b.  Elimination  of  Fee  Setting  by  the  State  in 
Workmen’s  Compensation  Cases  — Resolution 
#8  (page  391) 


The  Committee  recommends  that  this  resolu- 
tion be  disapproved 

The  Committee  feels  that  approval  of  this 
resolution  would  result  in  lessening  of  the 
opportunity  for  the  patient  concerned  to  have 
free  choice  of  physician. 

The  statement  authorized  by  the  Board  of 
Trustees  and  subsequently  published  in  The 
Journal — Volume  66,  No.  1,  January  1969  — 
makes  it  clear  that  the  course  of  action  in- 
dicated in  Resolution  #8  would  be  detri- 
mental to  the  patients  concerned  and  to  the 
physician  who  at  present  treats  such  patients. 

Adopted 

c.  Legislative  Approach  to  Unjustifiable  Pro- 
fessional Liability  Suits— Resolution  #9  (page 

392) 

The  Committee  is  in  accord  with  the  objec- 
lives  of  this  resolution,  but  feels  that  they 
may  best  be  attained  by  referring  this  matter 
to  the  Conference  Committee  with  the  Bench 
and  Bar,  and  so  recommends.  The  Committee 
therefore  recommends  that  this  resolution  be 
disapproved. 

Adopted 

d.  Limitation  of  Use  of  Eye  Medication  for 
Diagnostic  Purpo.ses  — Resolution  #10  (page 

393) 

This  resolution  was  discussed  and  its  auihor 
S.  Jerome  Greenfield,  M.D.  spoke  in  its  favor. 
It  was  pointed  out  that  the  Board  of  Trustees 
of  The  Medical  Society  of  New  Jersey  on  20 
.\pril  1969  had  directed  “.  . . that  MSNJ  go  on 
record  as  supporting  the  aims  and  objectives 
of  the  New  Jersey  .A,cademy  of  Ophthalmol- 
ogy and  Otolaryngology  regarding  the  use  of 
medication  in  the  eyes  wdth  whatever  means 
are  necessary  to  prohibit  the  use  of  drugs  by 
optometrists  in  their  examinations  for  sision 
defects  of  their  patients. 

In  an  effort  to  implement  the  foregoing,  the 
Board  also  directed  that  a committee  be  set  up 
composed  of  the  following:  Chairman  and 


^’OI,.  (ir.-NUMRKR  7-Jl'I.Y,  1969 


419 


\'ice  Chairman  of  the  Council  on  Legislation, 
two  representatives  of  the  Committee  on  the 
Conservation  of  Vision,  a representative  of  the 
Board  of  Trustees  to  serve  as  Chairman, 
(Samuel  J.  Lloyd,  M.D.),  Acting  Legal  Coun- 
sel, the  Executive  Director,  the  Assistant  to 
the  Executive  Director,  and  representatives  of 
the  New  Jersey  Academy  of  Ophthalmology 
and  Otolaryngology.” 

In  view  of  the  action  already  taken  by  the 
Board  of  Trustees,  it  is  felt  by  the  Committee 
that  no  further  action  is  indicated  at  this 
time.  Although  it  approves  in  principle  of  the 
content  of  the  resolution,  the  Committee  rcc- 
ormnnids  that  it  be  not  adopted. 

The  Committee  recommends  adoption  of  this 
portion  of  its  report. 

Adopted 

e.  Negligence  Actions— Resolution  #11  (page 
394) 

This  resolution  was  discussed  in  detail  and  it  is 
felt  that  the  aim  expressed  in  this  resolution 
will  best  be  served  by  referring  this  matter  to 
the  Conference  Committee  with  the  Bench 
and  Bar  and  Reference  Committee  “E”  so 
recommends. 

I he  Committee  therefore  recomonends  that 
this  resolution  be  disapproved. 

Adopted 

f.  Provision  of  Comprehensive  Health  Care  — 
Resolution  #12  (page  394) 

I he  (Committee  recommends  approval  of  this 
resolution. 

Adopted 

Temporary  Licensure  for  Approved  Intern- 
■ship  and  Residency  Programs  — Resolution 
#15  (page  396)  and  Hou.se  Staff  Prescriptions 
for  Welfare  Recipients  - Resolution  #23 
(page  403) 

I hese  two  resolutions  were  considered  to- 
gether since  they  both  deal  with  limited  and 


temporary  licensure  of  interns  and  residents. 
The  Committee  recommends  that  these  two 
resolutions  be  disapproved.  However,  the 
Committee  believes  that  it  may  be  possible  to 
solve  the  problems  illustrated  within  existing 
statutes  and  to  that  end  the  Committee  rec- 
cmimends  that  the  President  of  The  Medical 
Society  of  New  Jersey,  after  consultation  with 
the  Board  of  Trustees,  appoint  a committee 
to  study  this  problem  and  to  confer  with  rep- 
resentatives of  the  Department  of  Law  and 
Public  Safety,  Division  of  Professional  Boards, 
having  jurisdiction  in  these  matters  in  order 
to  effect  a possible  solution  to  problems  relat- 
ing to  signing  of  prescriptions  and  other 
necessary  documents  by  interns  and  residents 
in  hospitals  with  approved  training  programs. 

Adopted 

h.  Uniform  Anatomical  Gift  Act  — Resolu- 
tion #16  (page  397) 

^Vith  the  approval  of  the  sponsor  of  Resolu- 
tion #16,  the  Committee  recommends  adop- 
tion of  the  following  amended  resolution 
(italics): 

AVdiereas  the  Uniform  Anatomical  Gift  Act 
passed  the  New  Jersey  Assembly  on  24  March 
1969  as  bill  A-137;  and 

4Vhereas,  the  Council  on  Legislation  of  The 
Medical  Society  of  New  Jersey  has  already  ap- 
proved bill  A-137:  and 

\\'hereas  this  bill  — to  authorize  gifts  of  all  or 
part  of  a human  body  after  death  for  advance- 
ment of  medical  science,  or  replacement  or 
rehabilitation  of  diseased  or  worn-out  parts  of 
organs  — is  of  vital  importance  to  the  phy- 
sicians of  New  Jersey;  now  therefore  be  it 

RESOIATD,  that  the  Medical  Society  of  New 
Jersey  give  bill  A-137  active  support  to  further 
its  passage  in  the  Senate  and  its  being  signed 
into  law,  and  be  it  further 

RKSOLJ’ED,  that  efforts  be  made  by  the 
Council  on  Legislation  to  have  A-137 
amended  or  new  legislation  introduced  that 
will  tnclude  the  following: 
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A'o  organ  or  part  of  any  organ  be  removed 
for  transplantation  unless  the  following  cri- 
teria have  been  confirmed  by  three  impartial 
physicians  who  serve  independently  of  the 
transplant  team: 

1.  No  signs  of  reflexes  or  muscular  activity  of 
any  kind. 

2.  No  change  in  heart  rate  on  eyeball  and 
carotid  pressure. 

5.  No  pupillary  reflexes  and  the  pupils  re- 
main fixed,  dilated  and  do  not  react  to  light 
stimuli. 

•i.  No  spontaneous  respiration. 

5.  Flat  electroencephalogram  without  rhyth- 
mic response  in  any  lead  or  channel  for  at 
least  2 hours  and  not  due  to  hypothermia  or 
drug  intoxication. 

6.  No  electroencephalographic  response  to 
loud  noise,  pinch,  or  electrical  stimulation  at 
full  gain. 

1.  These  tests  should  be  repeated  and  un- 
changed at  the  end  of  two  hours. 

The  foregoing  resolution  was  amended  by  the  House  by 
tabling  the  last  Resolved,  including  the  listed  criteria,  and 
reads: 

Whereas,  the  Uniform  Anatomical  Gift  Act  passed  the  New 
Jersey  Assembly  on  24  March  1969  as  bill  A-137;  and 

Whereas,  the  Council  on  Legislation  of  The  Medical  Society 
of  New  Jersey  has  already  approved  bill  A-137;  and 


Whereas,  this  bill — to  authorize  gifts  of  all  or  part  of  a 
human  body  after  death  for  advancement  of  medical  sci- 
ence, or  replacement  or  rehabilitation  of  diseased  or  worn- 
out  parts  of  organs — is  of  vital  importance  to  the  physi- 
cians of  New  Jersey;  now  therefore  be  it 

RESOLVED,  that  the  Medical  Society  of  New  Jersey  give 
bill  A-137  active  support  to  further  its  passage  in  the 
Senate  and  its  being  signed  into  law. 

Adopted  as  amended  by  the  House 

i.  Medicare  Director  to  Have  Clinical  Ex- 
perience-Resolution #25  (page  404) 

The  Committee  recommends  approval  ol  this 
resolution. 

Adopted 

j.  Legislation  Concerning  Air  Pollution  Con- 
trol-Resolution #27  (page  405) 

The  Committee  brings  to  the  attention  ol  the 
House  of  Delegates  the  fact  that  the  Medical 
Society  of  New  Jersey,  on  the  recommenda- 
tion of  the  Council  on  Legislation,  has  al- 
ready taken  a position  on  Senate  Bills  642, 
643  and  646.  S-642  is  approved  and  S-643  and 
S-646  are  disapproved.  In  view  of  the  official 
positions  already  taken  by  The  Medical  So- 
ciety of  New  Jersey,  the  Committee  recom- 
mends that  this  resolution  be  disapproved. 

The  Committee  recommends  adoption  of  this 
report. 

Adopted 

k.  Medicaid  Fiscal  Intermediary  — Resolution 
#31  (page  408) 

This  resolution  was  withdrawn  by  its  sponsor,  John  Wins- 
low, M.D.  of  Essex  County. 


New  Drug  Abuse  Pamphlets 


Because  of  the  rising  incidence  of  drug  abuse 
in  the  United  States,  especially  among  young 
people,  the  American  Medical  Association 
has  published  five  related  pamphlets,  “Am- 
phetamines," “Barbiturates,”  “Marihuana,” 
“LSD,”  and  “Glue  Sniffing.”  These  one-page 
pamphlets  answer  many  of  the  questions  fre- 
quently asked  about  this  problem.  In  addi- 
tion to  describing  tbe  effects  of  these  danger- 


ous substances  on  the  body,  each  pamphlet 
stresses  the  hazards  of  experimentation,  the 
psychologic  effects  on  the  users  and  the  legal 
controls. 

Copies  are  available  from  the  AM.A’s  Depart- 
ment of  Health  Education.  (Order  Handling) 
at  15  cents  each;  50  to  99  copies,  at  14  cents 
each. 
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Reference  Committee  "F" 

Nathan  J.  Plavin,  M.D.,  Chairman 


Relcience  Committee  “F”  met  on  Sunday,  18 
May  1969,  with  all  members  present:  Doctors 
Francis  M.  Brower,  III,  Charles  P.  Campbell. 
Xic  holas  G.  Demy,  John  P.  Kengeter,  and  the 
chairman.  Approximately  29  delegates  and 
members  were  present  to  discuss  the  various 
items  under  consideration. 

1.  Board  of  Trustees  — Items 

a.  Community  Health  Week  in  the  Spring 

(page  310) 

Fhe  Committee  recommends  approval  ol  this 
item. 

Adopted 

2.  Mental  Health  (page  356) 

Fhe  Committee  recominends  approval  ol  this 
report. 

Adopted,  after  deletion  of  paragraphs  a and  b on  page 

356. 

3.  Alcoholism  (page  357) 

The  Committee  recommends  approval  of  this 
report. 

Adopted 

4.  Drug  Al)use  (page  358) 

The  Committee  commends  Doctor  Henry  A. 
Davidson  for  his  excellent  report  and  recorn- 
)iiends  approval  of  this  report. 

Adopted 

5.  Emotional  Disorders  of  Cliildhood  and 
Adolescence  (page  357) 

The  Committee  amended  this  report  (in- 
dicated by  italics)  with  the  following  addition 
which  was  inadvertently  left  out  ol  the  report 
as  printed: 


It  investigated  the  problem  of  ‘Dyslexia’  and 
prepared  a concise  position  statement  on  this 
subject  as  follows: 

Dyslexia  is  a reading  disability  ivhich  may 
have  ?nany  difjerent  and  possibly  overlapping 
etiologies.  The  etiology  is  obscure  and  com- 
plex. Some  of  the  children  with  this  disability 
may  be  suffering  primarily  from  ocular  mal- 
function, and  their  reading  symptom  may  re- 
spond to  treatment  directed  toward  this  mal- 
function. Others  may  be  suffering  from  diffuse 
brain  damage  or  dysfunction,  or  from  various 
mental  and  emotional  disorders  covering  a 

o 

u'ide  range  of  diagnostic  categories. 

Because  of  the  poorly  understood  nature  of 
the  entire  field  of  reading  disability  and  its 
complexity,  it  is  felt  that  children  with  this 
symptom  should  have  the  benefit  of  a com- 
prehensive diagnostic  study,  under  medical 
direction.  This  study  would  include  the  con- 
tributions of  all  appropriate  disciplines  and 
•would  include  the  pediatric,  neurologic,  psy- 
chiatric, and  ophthalmologic  evaluation  of  the 
child. 

Children  ivho  are  examined  and  treated  only 
from  the  standpoint  of  optometric  disorders 
may  suffer  from  the  lack  of  understanding  of 
other  factors  contributing  to  their  reading 
disability  and  from  lack  of  treatment  mea.s- 
ures  directed  toward  those  other  factors.  One 
needs  to  look  with  caution  on  all  forms  of 
therapy,  since  there  is  indication  that  certain 
therapies  ?nay  seem  to  give  good  results  by 
their  placebo  effect  or  as  a consequence  of  the 
natural  maturation  of  the  child’s  nervous 
system. 

Fhe  Committee  recommends  approval  of  this 
report  as  amended. 

Adopted 
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6.  Mental  Retardation  (page  359) 

The  Committee  recommends  approval  of  this 
report. 

Adopted 

7.  Seizures  (page  360) 

The  Committee  wishes  to  commend  Doctor 
J.  Lloyd  Morrow  and  his  Committee  for  the 
excellent  work  they  have  done. 

The  Committee  reconnnends  approval  of  this 
report. 

Adopted 

8.  Public  Relations  (page  369) 

The  Committee  recommends  approval  of  this 
report. 

Adopted 

9.  Resolutions; 

a.  Governor’s  Study  Group  Regarding  the 
State  Mental  Health  Program  — Resolution 
#21  (page  401) 

Resolution  #21  has  been  amended  as  follows: 

Paragraph  3 has  been  deleted  and  paragraphs 
1 and  4 have  been  amended  (indicated  by 
italics)  to  read: 

Whereas,  past  action  by  the  Board  of  Control 
and  the  Commissioner  of  Institutions  and 
Agencies  did  not  produce  constructive  changes 
for  the  Department  of  Mental  Health;  and 

Whereas,  it  is  our  opinion  of  this  group  that 
the  present  bureaucratic  organization  does  not 
lend  itself  to  the  most  efficient  and  most  bene- 
ficial care  of  these  patients;  and 

Foregoing  paragraph  amended  by  the  House  by  deletion 
of  the  word  “bureaucratic",  to  read: 

Whereos,  it  is  our  opinion  of  this  group  that  the  present 
orgonization  does  not  lend  itself  to  the  most  efficient  and 
most  beneficial  care  of  these  patients;  and 


The  Committee  recommends  approval  of  the 
resolution  as  amended. 

Adopted  as  amended  by  the  House 

The  Reference  Committee  listened  with  at- 
tention and  interest  to  Doctor  Kenneth  Gard- 
ner’s remarks  on  the  acute  need  for  estab- 
lishment of  local  psychiatric  diagnostic  centers 
to  assist  individuals  toward  the  proper  sec- 
ondary treatment  facilities  available  among 
the  diversity  of  such  agencies.  He  also  pointed 
out  that  aid  for  this  must  come  from  local 
psychiatric  communities  and  the  appropriate 
State  agencies  both  for  personnel  and  finances. 
In  response,  the  Committee  felt  that  other  re- 
ports and  resolutions  submitted  move  toward 
this  end. 


l)r.  Riilon  tv.  Raw.son.  Dean,  New  |er- 
se}  College  of  Meciidiie  and  Dentistry, 
accei^tiiig  .VM.\  KRF  check  fioni  I’lesi- 
(lent  Kiistiii|). 
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Reference  Committee 

Josiah  C.  McCracken,  Jr.,  M.D.,  Chairman 


Retereiice  Committee  “G”  met  on  Sunday,  18 
May  1969,  with  all  members  present:  Doctors 
Charles  L.  Cunnili,  William  A.  Dwyer,  Jr., 
Edward  Foord,  Raymond  A.  McCormack,  Jr., 
and  the  chairman.  Approximately  24  dele- 
gates and  members  w'ere  present  to  discuss  the 
various  items  under  consideration. 

1.  Public  Health  (page  361) 

4’here  was  considerable  discussion  especially 
concerning  the  paragraph  on  the  “Guide  for 
Hospital  Perinatal  Mortality  Study  Con- 
ferences” with  special  concern  over  the  action 
of  the  Board  of  Trustees  toward  the  subject; 
however  the  Reference  Committee’s  discus- 
sion will  be  summarized  in  the  report  con- 
cerning Resolution  #24. 

I'he  Reference  Committee  recommends  ap- 
proval of  the  report  of  the  Council  on  Public 
Health. 

Adopted 

2.  .\ir  Pollution  Control  (page  362) 

4'he  Reference  Committee  commends  the 
Committee  on  Air  Pollution  Control  for  its 
active  participation  and  recommends  that  the 
report  be  approved  as  submitted. 

Adopted 

3.  Ciancer  Control  (page  363) 

I'he  Reference  Committee  recommends  that 
the  report  be  approved  as  submitted. 

Adopted 

4.  Child  Health  (page  363) 

Reference  Committee  “G”  wishes  to  give  spe- 
cial cftmmendation  to  4\'illiam  J.  Farley, 
.M.D.,  the  chairman  of  the  Committee  on 
Child  Health,  and  the  mendters  of  the  com- 


mittee, for  long  hours  of  service  and  the  ex- 
cellent standards  and  energetic  aims  of  the 
committee. 

The  Reference  Committee  heard  discussion  of 
all  aspects  of  the  report,  recommends  approval, 
and  wishes  to  make  the  following  comment 
concerning  Paragraph  #5  on  Sex  Education: 

The  Reference  Committee  agrees  whole- 
heartedly with  the  recommendation  of  the 
Committee  on  Child  Health  that  the  “Guide- 
lines for  Developing  School  Programs  in  Sex 
Education”  compiled  by  the  State  Department 
of  Education  should  be  utilized  by  teachers 
because  it  promotes  a sensible,  balanced  ap- 
jjroach  to  this  problem. 

I'he  jjaragraph  concerning  Perinatal  Mor- 
bidity and  Mortality  (page  365)  was  discussed 
in  conjunction  with  Resolution  #24  and  will 
be  recorded  later  in  this  report. 

Adopted 

5.  Conservation  of  Vision  (page  366) 

The  Reference  Committee  recommends  that 
the  report  of  the  Committee  on  the  Conserva- 
tion of  Vision  be  approved  as  submitted,  and 
further  recommends  that  special  emphasis  be 
placed  on  the  provision  that  the  Eye  Health 
Screening  Programs  for  the  general  public  be 
conducted  only  in  hospitals,  as  well  as  the 
recommendation  that  the  Board  of  Trustees 
continue  to  take  whatever  steps  are  neces.sary 
in  the  protection  of  the  public  to  insure  that 
only  licensed  medical  practitioners  and  their 
legally  authorized  assistants  be  permitted  to 
use  drugs  in  eye  examinations. 

Foregoing  paragraph  amended  by  fhe  House  to  read; 

The  Reference  Committee  recommends  that  the  report  of  the 
Committee  on  Conservation  of  Vision  be  approved  as  sub- 
mitted, and  further  recommends  that  the  Board  of  Trustees 
continue  to  take  whatever  steps  ore  necessary  in  the  pro- 
tection of  the  public  to  insure  that  only  licensed  medical 
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practitioners  and  their  legally  authorized  assistants  be  per- 
mitted to  use  drugs  in  eye  examinations,  under  the  direc- 
tion of  physicians. 

Adopted  as  amended  by  the  House 

6.  Maternal  and  Infant  Welfare  (page  368) 

The  Reference  Committee  reviewed  and  dis- 
cussed the  report  of  the  Committee  on  Mater- 
nal and  Infant  Welfare  and  recommends  ap- 
proval of  the  report  as  submitted. 

Adopted 

7.  Resolutions: 

a.  School  Bus  Safety  — Resolution  #17  (page 
398) 

The  Reference  Committee  was  pleased  with 
the  interest  in  this  resolution  and  recom- 
mends its  approval  with  the  following  revi- 
sion (indicated  by  italics)  in  the  “RE- 
SOLVED” section  of  the  resolution: 

“RESOLVED,  that  The  Medical  Society  f>f 
New  Jersey  give  due  consideration  to  said  rec- 
ommendations and  take  those  steps,  including 
instigation  and  pursuit  of  proper  legislation, 
as  necessary  to  implement  the  principles  of 
said  recommendations.” 

Adopted 


b.  Standardized  College  Health  Report  Forms 
— Resolution  #20  (page  400) 

The  Reference  Committee  recommends  a{j- 
proval  of  Resolution  #20  (page  400) 

Adopted 

c.  Distribution  of  Perinatal  Study  Guide  to 
Hospitals  — Resolution  #24  (page  404) 

I’here  w'as  considerable  discussion  and  com- 
ment on  Resolution  #24.  It  was  noted  in  the 
report  of  the  Council  on  Public  Health  that 
“the  Board  of  Trustees  at  its  February  meet- 
ing — disapproved  the  “Guide”  (“The  Guide 
for  Hospital  Perinatal  Mortality  Study  Con- 
ferences”) as  being  too  detailed  and  imprac- 
tical of  implementation.”  In  the  discussion  in 
the  reference  committee  meeting,  it  was  re- 
ported by  a member  of  the  Board  that  the 
Board  of  Trustees  did  not  disapprove  of  the 
principle  of  such  a guide.  Therefore,  Ref- 
erence Committee  “G”  recommends  that  Res- 
olution #24  be  approved  by  amending  the 
“RESOLVED”  (indicated  by  italics): 

“RESOLVED,  that  The  Medical  Society  of 
New  Jersey  distribute  and  strongly  recom- 
mend to  all  hospitals  in  New  Jersey  the  use  in 
whole  or  in  part  of  the  “Suggested  Guide  for 
the  Hospital  Perinatal  Study  Conference.” 

Tabled 


Reception  for  President-Elect  Bertiui. 
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Reference  Committee  "H" 

Roy  A.  Morrow,  M.D.,  Chairman 


Reierence  Committee  “H”  met  on  Sunday,  18 
May  1969,  with  all  members  present:  Doctors 
VVinton  H.  Johnston,  George  J.  Kohut,  Frank 
W.  Konzelmann,  I.  Edward  Ornaf,  and  the 
chairman.  Approximately  5 delegates  and 
members  were  present  to  discuss  the  various 
items  under  consideration. 

1.  Board  of  Trustees  — Items 

a.  Relief  of  Widows  and  Orphans  of  Medical 
men  (supplemental  #2,  page  .S13) 

Reference  Committee  “H”  discussed  the  con- 
tinued need  in  this  area  in  spite  of  our  pre- 
vailing “affluent  society’’  and  noted  the  three- 
fold increase  of  the  death  benefits  over  an 
eight  year  period  of  time.  Although  member- 
ship is  at  a new  high,  the  desirability  of  en- 
couraging new  and  young  physicians  to  join 
the  Society  was  agreed  upon. 

The  Committee  commends  the  oflicers  of  the 
Society  for  their  dedicated  services. 

The  Committee  recommends  ap]jro\al  of  this 
item. 

Adopted 

b.  Revision  of  FA  A Medical  Examination 
Form  for  Pilot  Certification  (page  310) 

1 he  (.ommittee  suggests  a lolloiv  up  to  in- 
sure passage  of  the  retjuired  legislation  to 
render  phy.sicians  immune  from  suits  for  ic- 
porting  disqualifying  conditions  in  airmen  to 
the  FA.A.  The  Committee  recommends  au- 
jiroval  of  this  report. 

Adopted 

2.  .Vnnual  Meeting  (page  320) 

The  bulk  of  the  di.scussion  on  this  rcpoi  t 
centered  around  the  problem  of  the  decreas- 
ing attendance  of  physicians  and  exhibitors  at 


our  annual  meetings,  and  the  quality  and 
composition  of  the  scientific  sessions.  A sug- 
gestion was  made  to  have  separate  Legislative 
and  .Scientific  meetings.  A proposal  was  made 
to  encourage  the  specialty  groups  throughout 
the  State,  to  combine  all  their  .separate  annual 
meetings  at  one  time  under  the  aegis  of  the 
Scientific  Session  of  The  Medical  Society  of 
New  Jersey,  and  for  each  specialty  to  formu- 
late its  program  to  stimulate  maximum  at- 
tendance by  its  membership. 

I'he  Committee  suggests  that  the  aforemen- 
tioned be  referred  by  the  Flouse  to  the  Board 
of  Trustees. 

The  Committee  recommends  approval  of  this 
report. 

Adopted 

3.  Honorary  Membership  (page  323) 

I'he  Committee  recommends  approval  of  this 
report. 

Adopted 

1.  ^Voman’s  Auxiliary  .\dvisory  (page  341) 

The  Committee  recommends  approval  of  this 
report. 

Adopted 

!).  Nominations  for  Emeritus  Membershij) 
(page  385)  and  supplemental  (page  385) 

The  Committee  recommends  approval  of  this 
report. 

Adopted 

The  chairman  thanked  the  physicians  who 
participated  in  the  discussion  and  Committee 
members  for  their  support  and  assistance  in 
formulating  this  report. 
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Reference  Committee  On  Constitution  And  Bylaws 


Karl  T.  Franzoni,  M.D.,  Chairman 


Relereiue  Commiuee  on  Constitution  and 
Bylaws  met  on  Sunday,  18  May  1969,  with  all 
members  present:  Doctors  Harry  R.  Brindle, 
Irving  R.  Hayman,  Peter  H.  Marvel,  Adolph 
R.  Wichman,  and  the  diairman.  Approxi- 
mately 10  delegates  and  members  w'ere  pre- 
sent to  discuss  the  various  items  under  con- 
sideration. 

1.  Revision  of  Constitution  and  Bylaws  ({Xige 
339) 

The  Reference  Committee  recomtnnuls  ap- 
proval of  the  recommendations  of  the  Stand- 
ing (Committee  on  Revision  of  Constitution 
and  Bylaws  with  regard  to  the  following  res- 
olutions not  adopted  by  but  referred  for  con- 
sideration by  that  Committee  as  a result  of 
actions  taken  by  the  1968  House  of  Delegates. 

a.  Resolution  #26  — Constitutional  Amend- 
ment to  Effect  More  Proportionate  Repre- 
sentation on  the  Board  of  Trustees 

That  a mortatorium  of  at  least  three  years 
prevail  to  ascertain  the  effectiveness  and  ade- 
quacy of  the  new  constitutional  provision  on 
this  matter. 

Tabled 

b.  Resolution  #27  — Establishment  of  an  .Vd 
Hoc  Committee  to  Redistrict  the  State  to  Pro- 
vide Proportionate  Representation  on  the 
Board  of  Trustees 

That  no  action  be  taken  in  this  area  at  tlie 
present  time  because  the  recently  adopted 
constitutional  amendment  (1968)  has  not  been 
in  existence  long  enough  to  support  proper 
evaluation. 

Adopted 


c.  Resolution  #35  — Osteopathy 

The  Reference  Committee  agrees  that  any 
constitutional  provisions  providing  for  the 
assimilation  of  doctors  of  osteopathy  into  The 
Medical  Society  of  New  Jersey  must  be  pre- 
ceded by  an  affirmative  decision  rendered  by 
the  House  of  Delegates.  In  the  latter  circum- 
stance, the  Standing  Committee  on  Constitu- 
tion and  Bylaws  would  prepare  an  appro- 
priate amendment  for  presentation  at  the 
next  annual  meeting. 

Adopted 

2.  Classification  of  Membership 

I'he  reference  Committee  approves  the  policy 
that  any  constitutional  alteration  in  tliis  re- 
gard must  similarly  depend  upon  a major 
policy  determination  by  the  House  of  Dele- 
gates. (page  340) 

Adopted 

3.  Revision  of  Bylaws  Pertaining  to  Citizen- 
ship Requirements 

The  Reference  Committee  recommends  the 
approval  of  the  proposed  change  in  the  By- 
law's relevant  to  qualifications  of  members  as 
submitted  by  the  Standing  Committee  on 
Constitution  and  Bylaws  (page  340). 

Adopted 

The  Reference  Committee  would  like  to  com- 
pliment and  commend  the  Standing  Commit- 
tee on  Constitution  and  Bylaws  for  its  diligent 
work  throughout  the  year. 
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Report  of  Nominating 


Committee  and  Election— May  18,  1969 


Louis  K.  Collins,  M.D.,  Chairman 


OFFICE 


TERM 


NOMINEE 


President-Elect  1 year 

1st  \’ice-President  1 year 

2nd  Vice-President  1 yeard 

Secretary  1 year 

Freasiirer  . 1 year 

Trustees: 

1st  District  3 years 

3 years 

2nd  District  3 years 

3 years 

3rd  District  3 years 

3 years 

4th  District  3 years 

Judicial  Councilors: 

1st  District  3 years 

4tli  District  3 years 

AMA  Delegates:  2 years 

2 years 
2 years 

TMA  Alternate  Delegates:  2 years 

2 years 

~ 2 years 

Delegates  and  Alternate  Delegates  to  Other  States: 

New  York:  ’ 1 

Delegate  1 year 

Alternate  1 year 

Connecticut: 

Delegate 1 year 

Alternate 1 year 

Administrative  Councils: 

I.egislation: 

5th  District  3 years 

6th  Member  3 years 

Medical  Services: 

5th  District  3 years 

6th  Member  3 years 

Mental  Health: 

3rd  District  3 years 

6th  Member  3 years 

Pidtlic  Health: 

1st  District  2 years** 

3rd  District  1 year* 

5th  District  3 years 

6th  Member  .3  years 

Ptiblic  Relations: 

2nd  District  . 3 years 

5th  District  3 years 

Standing  Committees: 

Annual  Meeting  3 years 

Finance  and  Budget  3 years 

Medical  Defense  and  Insurance  3 years 

Medical  Education  3 years 

Puhlicatioti  3 years 

AVoman’s  Auxiliary  Advisory  3 years 


Emanuel  M.  Satulsky,  M.D.,  Wharton 
E.  Vernon  Davis,  M.D.,  Moorestown 
Richard  R.  Chamberlain,  M.D.,  Maplewood 
Charles  L.  Cunniff,  M.D.,  Jersey  City 
Samuel  J.  Lloyd,  M.D.,  Trenton 

Edward  G.  Bourns,  M.D.,  AVestfield 
Robert  Anderson,  M.D.,  Newark 
Matthew  E.  Boylan,  M.D.,  Jersey  City 
James  A.  Rogers,  M.D.,  Paterson 
George  E.  Barbour,  M.D.,  Somerville 
David  Eckstein,  M.D.,  Trenton 
I,  Edward  Ornaf,  M.D.,  Camden 

Fhonias  S.  P.  Fitch,  M.D.,  Plainfield 
Frederick  W.  Durham,  M.D.,  Haddonfield 
Joseph  P.  Donnelly,  M.D.,  Jersey  City 
Jesse  McCall,  M.D.,  Newton 
Isaac  N.  Patterson,  M.D.,  AVestville 
Joseph  R.  Jehl,  M.D.,  Clifton 
Robert  E.  Vertlon,  M.D.,  Cliffside  Park 
Emanuel  M.  Satulsky,  M.D.,  Elizabeth 


Albert  F.  Moriconi,  M.D.,  Trenton 
Josiah  C.  McCracken,  Jr.,  M.D.,  Ventnor 

Lloyd  A.  Hamilton,  M.D.,  Lanibertville 
Peter  H.  Marvel,  M.D.,  Northfield 


John  S.  Madara,  M.D.,  Salem 
Winton  H.  Johnson,  M.D.,  Hackensack 

David  R.  Brewer,  Jr..  M.D.,  Woodburv 
David  Flinker,  M.D.. 

Robert  S.  Garber,  M.D.,  Belle  Mead 
Evelyn  P.  Ivey,  M.D.,  Farmingdale 

George  L.  Erdmaii,  M.D.,  Summit 
Fhomas  F.  McLaughlin,  M.D.,  Metuchen 
Robert  G.  Salasin,  M.D.,  Wildwood 
Francis  E.  Rieman,  M.D.,  Jersey  City 

Francis  I.  Tomlins,  M.D.,  Ridgewood 
Josiah  C.  McCracken,  Jr.,  M.D.,  Ventnor 

Robert  E.  A'erdon.  M.D.,  Cliffside  Park 
Louis  G.  Mc.Afoos.  Jr.,  M.D.,  Cherry  Hill 
Paul  J.  Kreutz,  M.D.,  Elizabeth 
Edward  H,  AVeiser,  M.D.,  Sussex 
George  B.  Sharbatigh,  M.D.,  Trenton 
AA’illiam  J.  Roe.  M.D.,  Englewood 


* Elected  to  fill  unexpired  term 


i William  J.  D'Elia,  M.D.  of  Monmouth  County  (Neptune  City)  was  nominated  from  the  floor — and 
elected  by  the  House — as  2nd  Afice  President 

**  George  L.  Erdman,  M.D.,  of  Union  County  was  nominated  from  the  floor — and  elected  by  the  House 
— to  fill  the  unexpired  term  (1st  District)  of  Edward  G.  Bourns,  M.D.,  who  resigned  in  view  of  his 
election  to  membership  on  the  Board  of  Trustees 


Adopted  as  amended  by  the  House 
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GENERAL 
SESSION 

Sunday  Afternoon,  May  18,  1969 

The  General  Session  was  convened  at  •}:()()  p.ni.,  John 
F.  Kustrup,  M.D.,  President,  presiding. 

Dr.  Kustrup:  ^Ve  will  now  call  the  General 
Session  to  order.  Will  you  please  be  seated? 

At  the  termination  of  Dr.  McCorkle’s  pre- 
sentation we  will  have  a question  and  answer 
period.  We  will  distribute  cards  which  will 
be  picked  up  and  answered  after  they  are 
received  at  the  head  table. 

We  will  now  open  the  General  Session  of  The 
Medical  Society  of  New  Jersey.  We  are  pri- 
vileged to  hear  from  Lloyd  \\\  McCorkle, 
Ph.D.,  Commissioner  of  the  New  Jersey  De- 
partment of  Institutions  and  Agencies.  His 
subject  is  the  New  Jersey  Medicaid  Program. 
Dr.  McCorkle. 

(.Applause) 

Dr.  Lloyd  TL.  McCorkle:  Mr.  President,  Dele- 
gates and  Friends  of  the  Department  of  In- 
stitutions and  Agencies:  I was  thinking,  when 
Dr.  Kustrup  was  trying  to  get  everybody  to 
order,  of  an  experience  that  occurred  to  me 
when  I was  a graduate  student  at  the  Univer- 
sity of  Chicago.  I was  there  when  war  was 
declared.  If  you  recall,  the  President  of  the 
University  of  Chicago  at  that  time  was  Dr. 
Hutchins  and  he  was  not  for  involvement  in 
the  war;  in  fact  I think  he  was  opposed.  So 
everybody  was  quite  anxious  to  find  out  what 
Dr.  Hutchins  was  going  to  say. 

Right  after  the  Japanese  struck  at  Pearl  Har- 
bor the  University  of  Chicago  was  on  a quar- 
ter system.  It  went  on  vacation  and  President 
Hutchins  did  not  have  anything  to  say  until 
after  the  first  of  the  year,  and  he  decided  that 
he  would  make  a public  statement  in  Mendel 
Hall  at  the  University  after  the  first  of  the 
year.  Everybody  gathered.  There  were  so 


many  students  but  there  were  so  many  news- 
men and  so  on  present  that  there  was  not 
loo  much  room  for  the  students,  but  some 
got  into  the  hall,  and,  for  whatever  reason, 
the  girls  tended  to  congregate  to  the  lelt  and 
the  boys  to  the  right  in  the  hall.  So  we  waited 
and  waited  and  finally  President  Hutchins 
showed  up.  And  instead  of  coming  forward  to 
speak,  he  just  took  a seat.  He  stayed  there  and 
things  were  very  quiet.  Everybody  waited  and 
about  five  or  ten  minutes  went  by  and  finally 
the  girls  started  to  push  their  feet  back  and 
forth  on  the  floor.  This  noise  picked  up  and 
up  and  then  the  boys  started  to  do  it.  .\nd 
finally  President  Hutchins  got  up.  He  walked 
over.  He  looked  out  over  the  group  and 
everybody,  of  course,  was  still  shuffling  their 
feet,  and  he  said:  “When  the  foolish  virgins 
and  their  male  counterparts  cease,  I will  be- 
gin.” So  now  I can  begin  to  talk  about  Title 
19. 

I was  pleased  to  come  down  here  to  talk  to 
you  a bit  about  Title  19.  In  fact  I rather  sus- 
pect that  Dr.  Hughes,  who  has  been  so  active 
both  in  your  Society  and  so  influential  in  the 
affairs  of  our  Department,  may  in  measure  be 
responsible  for  my  being  here  because  he  and 
I have  talked  many  times  about  how  your 
Society  and  our  Department  is  going  to  have 
to  collaborate  to  make  the  Title  19  program 
in  New  Jersey  work.  It  is  important  to  you  as 
an  influential  group  of  profe.ssionals  that  this 
work  receives  as  little  criticism  as  possible, 
and  that  it  receives  broad  acceptance  and  sup- 
port. Needless  to  say,  for  the  State  Board  of 
Control  — of  which  Dr.  Hughes  is  a member 
and  of  which  I am  the  chief  executive  officer 
— it  is  very  important  that  it  function,  and 
that  it  function  well,  that  it  promote  con- 
fidence, and  that  we  have  the  kind  of  pro- 
gram that  you  want  and  which  our  Depart- 
ment wants  under  this  important  amendment. 

Now,  to  do  this,  this  Society  is  going  to  be 
very,  very  important.  ^Ve  are  going  to  need 
your  collaboration  in  the  months  immediately 
ahead  and  very  importantly  after  January 
1970.  We  are  going  to  need  to  work  together. 
You  are  going  to  have  to  help  us  in  our 
recruitment  drives  to  get  physicians  in  local 


VOL.  f)6-NUMBER  7-JUI.A^  1969 


429 


communities  to  function  with  us  to  control 
this  program.  If  you  don’t,  we  can  end  up  in 
the  soup  as  it  were.  So  it’s  with  that  kind  of 
thought  in  mind  that  it  was,  in  one  measure, 
almost  politic  to  get  down  here  to  talk  to  you 
today. 

Now,  the  Title  19  Medical  Aid  Program  or 
Medical  Assistance  is  a grant-in-aid  program 
in  which  the  federal  government  offers  to 
share  with  state  governments  on  a varied  per- 
centage basis  — fifty  per  cent  in  New  Jersey, 
more  elsewhere,  not  less  anywhere  else  — the 
cost  of  high  quality  medical  care  for  jieople 
with  no  income  or  low  income.  The  ultimate 
goal  expressed  in  federal  law  is  that  by  1975 
these  health  care  services  will  be  readily 
available  to  all  persons  unable  to  pay  for 
them.  New  Jersey  must,  between  1970  and 
1975,  Iiarring  changes  in  the  legislation,  esca- 
late its  progniin  upward  to  include  all  these 
groups. 

In  the  origitial  interpretation  Congiessional 
intent  was  to  do  away  with  the  welfare  stigma 
in  the  provision  and  payment  for  medical 
service  and  to  eliminate  any  suggestion  of  a 
two-class  system  of  health  care.  The  federal 
government  placed  no  limitation  initially  on 
the  scope  of  the  services  or  funds  expended 
by  a state  in  meeting  program  goals.  States 
were  encouraged  to  establish  high  standards 
to  insure  quality  care,  to  develop  procedures 
and  policies  *o  achieve  the  standards,  and  to 
make  appropriate  arrangements  to  help  eligi- 
ble persons  get  the  care  and  services  needed. 
The  state  agency  and  its  local  units  were  en- 
couraged to  provide  social  services  to  help 
people  recognize  the  need  for  medical  care, 
to  establish  procedures  to  assure  that  needed 
and  essential  care  is  readily  available  and  ac- 
cessible, to  foster  continuity  of  care,  and  to 
a.ssist  persons  in  the  resolution  of  social  prob- 
lems related  to  medical  conditions. 

The  state  administrative  agency  is  res])oiisible 
to  establish  or  to  arrange  for  the  use  of  fiscal 
agents  whereby  payments  for  authoii/ed  care 
and  services  furnished  to  eligible  persoits  are 
promptly  a])proved  and  made  to  tlie  ])i()viders 
of  service. 


Due  to  the  rapid  escalation  in  the  cost  of 
health  care  over  the  past  few  years  and  the 
excessive  expenditures  over  estimates  in  many 
states  especially  in  New  York,  more  recently 
in  New  Mexico,  Maryland.  Oklahoma  and 
Tennessee,  Congress  has  placed  a ceiling  on 
the  financial  eligibility  standards  in  order  to 
limit  federal  participation. 

The  mark-up  value  required  by  New  York 
State  to  meet  this  change  in  the  federal  law 
is  well  known  and  has  been  dramatically  head- 
lined in  the  newspapers  during  the  past  year. 
New  York  State,  adjacent  to  us,  has  had  a 
great  deal,  first  of  criticism,  then  of  other 
problems,  finally  a cut-back,  and  again  the 
inevitable  critici.sm  of  people  who  felt  they 
were  phased  out  of  the  program. 

The  New  Jersey  program,  which  will  start  in 
January  1970  and  to  which  I want  to  refer  in 
just  a moment  to  try  to  bring  you  up  to  tiate— 
at  least  tell  you  as  much  as  I know— is  referred 
to  and  has  been  referred  to  as  a mini-medicaid 
program.  However,  it  is  comprehensive  and 
offers  a broad  scope  of  services.  Our  Depart- 
ment insisted  on  this  and  it  got  written  into 
the  law.  But  the  mini  character  comes  in  the 
restricted  segment  of  the  needv  population 
eligible. 

Essentially  the  New  Jersey  program  is  limited 
to  those  persons  receiving  public  assistance 
through  the  county  welfare  boards,  persons 
eligible  to  receive  this  assistance  if  they  ap- 
plied for  it,  and  children  in  foster  care.  These 
are  the  categories  covered  by  the  New  Jersey 
program. 

It  does  not,  however,  cover  persons  receiving 
financial  assistance  from  municipal  depart- 
ments of  welfare.  It  does  not  cover  families 
with  handicajrped  children  whose  income  ex- 
ceeds public  assistance  standards  but  who 
have  major  medical  expenditures  which  could 
very  well  pauperize  the  family.  Many  other 
examples  of  limited  coverage  could  be  cited 
but  they  need  not  be  enumerated  to  a group 
of  physicians. 

The  Department  of  Institutions  and  .Vgencies 
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is  aware  of  the  position  of  The  Medical  So- 
ciety of  New  Jersey  relative  to  usual  and  cus- 
tomary fees.  However,  there  has  been  no  de- 
cision that  the  New  Jersey  Medicaid  Program 
will  be  jxiying  providers  on  this  basis. 

It  is  increasingly  apparent  that  the  federal 
government  may  not  approve  a fee  structure 
based  on  payment  to  providers  of  usual  and 
( ustomary  charges  since  there  are  indications 
of  intent  to  limit  drastically  the  federal  ex- 
penditures for  Medicaid.  Although  the  states 
have  not  received  federal  guidelines  relating 
to  limitations  on  provider  reimbursement 
schedules  our  information,  mostly  derived  by 
reading  the  same  publications  available  to  all 
of  you,  indicates  that  we  may  very  well  antici- 
pate some  type  of  fixed  fee  schedule  mandated 
by  the  federal  government. 

The  Division  of  Medical  Assistance  and 
Health  Services,  created  by  the  New  Jersey 
Legislature  and  established  by  the  State  Board 
of  Control  to  administer  the  Medicaid  Pro- 
gram, will  make  use  of  a medical  advisory 
committee  and  a number  of  technical  ad- 
visory committees  covering  the  various  health 
services  spedified  under  the  scope  of  the  pro- 
gram. 

We  welcome  the  expertise  available  from  the 
various  disciplines  or  specialities  within  medi- 
c ine  and  the  allied  health  professions  and  will 
be  seeking  within  the  very  near  future  the 
assistance  of  all  specialty  groups  to  assist  our 
planning  staff.  We  are  working  on  draft 
material  which  will  be  presented  to  the  vari- 
ous technical  advisory  committees  for  their 
consideration  and  comment.  We  do  not  plan 
to  come  up  with  an  operating  program  estab- 
lished by  a few  bureaucrats.  We  need  and  will 
seek  the  advice  and  counsel  of  the  Medical 
Society,  not  just  in  relation  to  fee  structure, 
but  we  are  going  to  seek  your  advice  and 
counsel  in  order  that  the  total  program  may 
be  realistic  in  purpose  and  process,  which  to 
some  extent  I would  submit  to  you  is  the  most 
important  thing  both  from  your  Society’s 
point  of  view  and  our  point  of  view  as  ad- 
ministrators of  the  program. 


Utilization,  both  uiuler-use  and  over-use,  is  of 
great  concern  in  the  operation  and  admin- 
istration of  a program  which  will,  within  the 
next  few  years,  be  spending  hundreds  ol  mil- 
lions of  taxpayers’  funds  in  New  Jersey.  These 
are  your  funds  and  my  funds,  and  you  and  1 
have  an  interest  and  concern  in  how  this 
money  is  spent. 

We  need  your  help  and  counsel,  lor  instance, 
on  the  appropriateness  of  a single  piovidei  of 
non-surgical  medical  care  receiving  ovei 
.$500,000  in  an  18-month  period  under  the 
Medicare  Program.  This  occurred.  Is  this  rea- 
sonable? 

^\’e  have  been  asked  this  week,  for  instance  — 
by  the  way,  the  instance  cited  by  the  federal 
government  about  the  person  involved  hap- 
pens to  be  from  New  Jersey.  We  have  this 
week  been  asked  to  look  into  the  case  of  a 
physician  who  has  billed  for  his  welfare  pa- 
tients alone,  based  on  a $5.00  per  visit  fee, 
$7,000  for  services  rendered  during  a three- 
week  period.  A quick  mathematical  calcula- 
tion reveals  that  this  physician  must  render 
a service  to  70  welfare  recipients  daily,  seven 
days  a week,  and  this  physician’s  practice  is 
by  no  means  limited  to  welfare  recipients. 

Guidance  w'as  sought  from  the  county  medical 
society,  I presume  the  judicial  committee,  by 
our  Department.  But  neither  the  welfare  di- 
rector of  the  county  nor  his  medical  con- 
sultant, who  incidentally  was  a past-president 
of  the  county  medical  society,  received  any 
constructive  help. 

WTen  fraud  is  discovered,  such  as  duplicate 
billing,  the  help  of  the  local  medical  society 
is  not  required.  In  such  instances  the  res])onsi- 
ble  agency  uses  the  legal  department. 

I would  certainly  make  a plea  tliat  the  .Medi- 
cal Society,  if  it  is  to  play  a meaningful  role 
in  the  on-going  operation  of  the  Medicaid 
Program,  give  careful  consideration  to  the 
establishment  of  utilization  review  committees 
in  each  county  or  restructuring  the  judicial 
committee  of  each  local  society  to  handle  all 
questionable  practices  referred  by  the  local 
medical  assistance  units.  The  peer  review  thus 
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;diorclecl  would  be  of  invaluable  assistance  in 
the  administration  of  the  Medicaid  Program.  I 
say  this  because  New  Jersey  will  have  the 
same  problems  as  encountered  in  all  the  other 
states  and  we  would  certainly  prefer  that  the 
county  medical  society  or  the  State  Society 
handles  the  problem,  good  or  bad,  which  will 
arise  tvhen  the  programs  become  operative. 
W e want  to  involve  the  local  medical  societies 
and  the  State  Society.  Here  is  where  we  be- 
lieve the  review'  should  take  place  — not 
ignored  there  and  then  ultimately  have  some- 
body in  Trenton  doing  it.  I think  you  and 
1 both  recognize  that  this  wmuld  be  a most  un- 
desirable way  to  resolve  the  problems. 

The  Department  will  establish  and  hopefully 
maintain  open  channels  of  communication 
with  the  organized  professional  societies.  This 
should  be  a two-way  street  and  hopefully  no 
credibility  gap  will  arise  in  either  direction. 
Other  states  have  proven  that  the  program 
has  problems.  ^Ve  believe  it  can  also  have  pro- 
mise if  this  is  a goal  tve  share  together. 

Thank  you  very  much.  Thank  you,  Mr.  Presi- 
dent. 

(.\l)plau.se) 

Dr.  Kustrup:  Thank  you.  Dr.  McCorkle. 

XoAv,  I’m  sure  there  are  questions  about 
Medicaid.  If  you  wdll  pass  them  up  to  the 
front,  we’ll  have  Dr.  McCorkle  answer  them 
for  yon. 

While  we  are  collecting  the  cards.  I’m  certain 
that  everyone  here  agrees  with  me  that  the 
Medical  Society,  both  local,  on  the  county 
basis,  and  on  the  State  basis,  is  not  anxious  to 
protect  anyone  who  is  abusing  Medicare  or 
.Medicaid  in  any  way.  If  the  carrier  w’otild 
protest  officially  about  the  actions  of  such 
physicians,  they  will  be  placed  before  the 
Judicial  Committee  and  acted  upon  in  the 
proper  manner. 

Dr.  McCorkle:  I have  a number  of  questions 
here,  ^\’ho  are  the  members  of  the  Board  of 
Control?  How  did  they  get  there?  And  how 
long  have  they  been  there? 


New  Jersey  has  a very  interesting  statute.  It 
was  passed  and  signed  into  law  in  1918.  It 
established  the  Board  of  Control  and  it  states, 
among  other  things,  that  the  State  Board  of 
Control  is  the  supreme  and  final  authority. 
This  always  comes  as  something  of  a surprise 
to  theologians.  But  that’s  what  the  law  states. 

The  State  Board  of  Control  consists  of  nine 
members  tvlio  serve  terms  of  eight  years;  one 
leaves  each  year.  And  by  the  w'ay.  The  Medi- 
cal Society  of  New'  Jersey  has  always  had  a 
member  on  the  State  Board  of  Control  since 
the  inception  of  the  Department  in  1918. 
Your  present  Society  member  — well,  you  have 
many  Society  members  involved  in  our  De- 
partment, but  the  Society  member  who  is  on 
the  State  Board  of  Control  is  Dr.  Hughes,  tvho 
has  been  on  the  State  Board  of  Control  I 
w'ould  estimate,  calculating  quickly,  about 
twelve  years.  I’m  right.  And  when  you  get  that 
from  the  supreme  and  final  authority  you 
don’t  have  to  w'orry  anymore. 

The  President  of  the  State  Board  of  Control 
is  Mr.  Lloyd  Wescott  w'ho  is  active  in  a whole 
range  of  welfare,  health,  and  charitable  affairs. 
He  is  a dairy  farmer  in  Hunterdon  County 
and  is  widely  respected  throughout  the  United 
States  for  his  contributions  to  agriculture,  the 
dairy  industry,  and  also  for  his  recognized 
eminence  as  a voluntary  citizen  in  the  area 
of  health  and  w'elfare. 

The  Board  generally,  I would  say,  represents 
a broad  cross-section  of  public  opinion  in  New' 
Jersey.  I happen  to  be  the  chief  executive  of- 
ficer of  the  Board  — am  appointed  by  the 
Board  with  the  approval  of  the  Ciovernor. 
T he  Board  is  appointed  with  the  advice  and 
approval  of  the  Senate. 

How'  did  they  get  there?  I’m  afraid  the  per- 
son who  asked  that  w'ill  have  to  ask  Dr. 
Hughes.  I’m  not  on  it  and  I don’t  know'  the 
process  on  how  you  get  there. 

Is  it  foreseen  that  there  w'ill  ever  be  need  for 
on-site  scrutiny  of  the  records  of  physicians,  as 
has  been  true  in  New'  York  under  Medicaid? 
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I don’t  know.  I can’t  predict  the  future.  1 
would  hope  not.  I would  hope  that  Dr.  Bern- 
stein and  Dr.  Kaplan  will  be  going  to  all  the 
local  medical  .societies  trying  to  recruit.  And 
we  recognize  that  we  have  problems  with 
salaries  and  what  we  can  pay  people,  but  1 
think  to  some  extent  you  are  going  to  have 
to  .see  some  of  this  not  so  much  in  terms 
of  what  the  salary  schedules  in  the  State  are, 
and  they  are  admittedly  inadequate  as  far  as 
I’m  concerned,  particularly  as  it  relates  to 
unique  professional  skills  like  medicine,  but 
you  are  going  to  have  to  look  at  it  in  terms 
of  a joint  responsibility  to  keep  this  program 
so  that  it  is  a reflection  of  a cooperative  spirit 
between  your  State  Society,  the  local  societies, 
the  Department  of  Institutions  and  Agencies, 
and  the  local  welfare  boards.  They  are  going 
to  be  going  to  the  local  societies  recruiting 
area  consultants  and  we  would  hope  that  by 
this  method  we  will  have  the  kind  of  review 
that  wdll  enable  us  to  give  the  kind  of  general 
acceptance  and  assurance  that  will  make  the 
kind  of  detective  work  that  is  implied  in  this 
question  unnecessary  — certainly  hopefully  .so. 

What  is  the  estimated  total  of  patients  to  be 
covered  in  New  Jersey  under  Medicaid? 

In  excess  of  about  350,000.  That’s  what  we 
are  talking  about. 

Since  membership  in  the  county  medical  so- 
ciety is  not  necessary  in  this  State,  how  do 
you  propose  that  the  Medical  Society  dis- 
cipline fraud  in  Medicare  or  Medicaid? 

I don’t  think  that  you  are  called  upon  and 
the  Department  is  not  called  upon  to  dis- 
cipline people  about  fraud.  This  is  a matter 
for  the  county  prosecutor.  Mdien  there  is  fraud, 
you  have  a violation  of  the  statutes.  I think 
anybody  who  would  be  fraudulent  under 
Medicaid  or  Medicare  ought  to  have  his  head 
examined.  It’s  a matter  of  definitions  that  deal 
with  utilization  that  create  many  of  the  prob- 
lems. And  here  you  are  not  dealing  in  the 
area  of  criminal  statutes;  here  you  are  dealing 
with  the  kind  of  discipline  that  can  only  be 
exei'cised  by  peers,  by  professionals  who  know, 
and  by  professionals  speaking  to  one  another. 


talking  to  one  another  and  reviewing  what 
one  another  is  doing. 

Why  do  we,  the  medical  profession,  strive  to 
make  .something  work  that  we  do  not  believe 
in? 

It  was  my  understanding  that  the  Title  If) 
program  by  and  large  was  a Congressional  ex- 
pression, perhaps  not  of  what  was  originally 
intended,  but  a Congressional  expression  of  a 
proposal  from  the  AMA  around  Eldercare. 
Now,  whatever  may  be  your  individual  or 
group  or  organizational  problems,  the  fact  re- 
mains that  I personally  believe,  and  I think 
most  of  you  believe,  that  when  individuals  re- 
ceive service,  the  State  has  some  responsibility 
to  pay  the  provider  of  the  service.  This  is  go- 
ing to  happen  in  New  Jersey  after  January  1, 
1970.  The  important  thing  about  it  is  for  us 
to  make  it  work  in  a way  that  it  will  be  ac- 
cepted and  broadly  supported  by  the  people 
of  the  State.  Whether  you  believe  in  every 
aspect  or  every  nuance  of  the  program  or  not, 
it  seems  to  me  from  personal  and  organiza- 
tional points  of  view,  just  as  from  my  personal 
and  organizational  point  of  view,  irrespective 
of  what  my  personal  convictions  may  be,  it  is 
important  that  we  have  a workable  program 
that  will  not  result  in  the  kinds  of  controls 
and  interference,  which  appropriately  the 
Medical  .Society  views  with  a jaundiced  eye. 
They  don’t  have  to  be  necessary. 

I think  we  can  operate  this  program.  Sure, 
there  will  be  some  things  we  may  raise  some 
questions  about.  But  if  on  the  whole  we  work 
together,  if  we  mutually  explore  problems  to- 
gether, I think  the  program  can  work  in  a 
way  that  we  can  maintain  a dignified  profes- 
sional relationship  between  the  provider  of 
the  service,  the  agencies  involved,  and  the 
recipient  of  the  service. 

This  is  going  to  be  a crucial  test  and  I think, 
although  this  was  perhaps  only  implied  in  the 
question,  it’s  going  to  have  times  when  it’s 
going  to  test  — test  individuals,  test  local 
groups,  test  relationships.  But  I think  the  re- 
lationship that  has  existed  between  this  .So- 
ciety and  our  Department  over  these  many 
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years,  with  the  dose  liaison  that  exists  be- 
tween your  sodeties  at  the  local  level  and  our 
Department  — because  many  members  of  the 
societies  serve  on  various  boards  throughout 
the  Department  — and  New  Jersey’s  long 
traditiem  of  relationships  between  voluntary 
groups  and  the  administration  of  programs 
particularly  in  our  program,  could  very  well 
make  our  State  a model.  We  could  do  here 
what  New  York  couldn’t  do,  what  New 
Mexico  couldn’t  do,  what  Tennessee  couldn’t 
do,  what  Oklahoma  didn’t  do,  chiefly  because 
we  have  this  reservoir  of  past  experience  work- 
ing together  going  in  our  favor,  at  least  that 
is  my  hope. 

How'  does  the  federal  government  promise 
“highest  quality  medical  care”  with  low 
quality  fees! 

In  the  legislation  it  does  say  high  quality 
medical  care  and  you  and  I both  know  that 
you  can  in  the  United  States  offer  high  quality 
medical  care  because  it’s  here.  It’s  here  in  a 
State  like  New  Jersey.  It  is  practically  every- 
where in  the  State  of  New  Jersey.  There  may 
be  a few  isolated  places  throughout  the 
United  States,  but  happily  I doubt  if  there  are 
many  in  this  State  of  New  jersev.  So  it  can  be 
promi.sed. 

Now,  low  quality  fees.  We  don’t  know  what 
the  fees  are  going  to  be.  I don’t  know  what  it’s 
going  to  be.  It  may  very  well  be  exactly  what 
you  say  it  ought  to  be  — usual  and  customary. 

Let  me  pause  then  for  a moment  here  and 
break  into  the  New  Jersey  program.  ,A.s  you 
know,  the  New  Jersey  legislation,  admitted  bv 
the  people  who  wrote  the  bill,  is  an  interest- 
ing kind  of  compromise  bill.  They  put  both 
sides  of  the  controversy  into  the  legislation 
and  everybody  w'alked  out,  I suspect  to  some 
extent  thinking  they  were  going  to  get  what 
they  w'anted.  The  Assembly  w’as  interested  in 
an  underwritten  program.  The  Senate  did  not 
wish  an  underwritten  program.  I suspect  if 
they  had  a preference  it  was  for  a fiscal  inter- 
mediary. So  both  got  written  into  tlie  law'. 

If  you  read  your  papers  you  know  that  it  was 


decided  that  the  State  of  New  Jersey  — the 
Medicaid  Commission  — set  up  a Medi- 
cal Commission  in  this  law'  that  includes  the 
President  of  the  Senate,  the  Speaker  of  the 
■Assembly,  the  Governor,  and  the  Commission- 
er of  the  Department  of  Institutions  and 
Agencies. 

I'he  Commissioner  of  Institutions  and  -\gen- 
(ies  is  in  a rather  interesting  position  with 
lelerence  to  this  since  the  law  requires  that  he 
makes  recommendations  to  the  other  members 
ol  the  Commission. 

Although  I wrote  to  the  Attorney  General  for 
an  interpretation  of  the  statute  — 1 might  add 
I have  not  received  it  yet  and  1 am  not  at  all 
surpi  ised  at  that  because  it  is  a very  confusing 
piece  of  legislation.  But  we  decided  that  we 
had  to  go  out  first  for  an  underwritten  pro- 
gram. One  came  in.  It  was  written  by  Blue 
Cross-Blue  Shield.  Since  there  was  only  one 
bidder,  there  w’as  nothing  to  compare  with 
really,  and  since  actually  in  terms  of  under- 
writing it’s  kind  of  a myth  since  every  six 
months  you  have  a review  and  if  the  person 
who  received  the  bid  had  a deficit,  you  make 
it  up.  And  if  he  had  a surplus,  this  presum- 
ably went  into  a special  revolving  fund  to  be 
utilized  in  connection  with  the  Medicaid 
Program.  The  Medicaid  Commission  rejected 
it. 

riien  the  law  requires  us  to  go  out  for  a bid 
from  a fiscal  agent.  Again  it  is  difficult  to  un- 
derstand because  if  there  is  a deficit  the  State 
will  pick  up  the  deficit,  and  if  there  is  a profit 
presumably  that  w’ill  be  taken  care  of  in  the 
adjustment  of  the  fees  in  the  future  because 
it’s  non-profit. 

Two  bids  were  received,  one  from  Prudential, 
one  from  the  Blues.  There  was  also  a bid  on 
the  dental  care  by  another  group. 

But  as  you  look  at  the  estimates  for  admini- 
strative costs  you  can  only  come  to  one  con- 
clusion. Either  the  Blues  are  the  most  efficient 
group  in  the  world  and  PRU  the  most  inef- 
ficient or  something,  because  there  is  a dif- 
ference of  45  cents  in  the  cost  for  processing 
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ihc  claim.  This  relates  to  an  estimate  of  one 
carrier  around  the  number  of  personnel  as 
compared  to  the  other  carrier.  There  is  a dif- 
ference, I think,  of  about  255  people. 

The  Medicaid  Commission  was  to  meet  last 
Thursday  to  resolve  this  issue,  presumably, 
and  make  some  determinations.  They  did  not 
meet  because  of  the  problems  involved  in  the 
analysis  of  the  two  bids.  But  to  some  extent 
the  whole  thing  becomes  just  a bit  irrelevant 
because,  as  I pointed  out,  if  I run  a deficit 
the  State  has  to  pick  it  up;  if  there  is  a sur- 
plus it  will  be  returned  to  the  State. 

I don't  knoAV  how  this  thing  is  going  to  work 
itself  out.  The  analysis  is  being  conducted  by 
the  Division  of  Medical  Assistance  and  Health 
Services.  Mr.  Hahn,  Mr.  Poinsett,  Drs.  Bern- 
stein and  Kaplan  are  working  on  this  matter 
and  we've  got  to  resolve  the  problem  soon 
because  of  the  limited  time  available  to  get 
tooled  up  for  the  program. 

^\hll  the  Medicaid  contract  be  given  to  the 
responsible  company  which  submits  the  low- 
est bid?  If  not,  why?  What  was  the  purpose  of 
the  bids? 

I think  I have  answered  that.  The  purpose  of 
the  bids  primarily  is  to  conform  with  the 
legislation.  And  I am  not  being  critical  here, 
I think  actually  your  representatives  in  the 
Legislature  were  expressing  many,  many 
anxieties  about  the  program.  They  had  before 
them  the  sorry  experience  in  Xew'  York.  They 
did  not  have  equally  before  them  the  pro- 
mise that  is  possible  in  this  program  from 
some  other  states.  They  tried  to  build  in  a 
whole  variety  of  controls.  The  Department’s 
proposal  1 think  was  the  most  sensible  one. 
The  Department's  proposal  was  that  the  De- 
partment of  Institutions  and  Agencies  be  re- 
sponsible for  administering  the  program  and 
the  Department  be  given  the  authority  to 
negotiate  with  fiscal  intermediaries  for  those 
parts  of  the  program  which  the  Department 
determined  could  best  be  handled  by  this 
method.  But  this  gave  a range  of  administra- 
tive discretion  that  I quite  frankly  think  the 
Legislature  was  extremely  concerned  about 


and  so  instead  of  using  the  Board  of  Control, 
they  ended  up  using  a Medicaid  Commission. 
And  instead  of  giving  it  the  flexibility,  they 
wrote  in  the  law  all  this  stuff  around  bidding. 

rhere  is  a question  here  about  what  services 
— actually  there  are  two  of  them.  What  serv- 
ices ate  you  paying  for? 

The  New  Jersey  program  has  all  services  with 
the  exception,  I think,  of  home  health  visits 
by  nurses.  All  13  services  — in-patient,  out- 
patient, dental,  prosthesis,  emergency,  x-ray, 
diagnostic,  these  are  all  in  the  New  Jersey 
program.  Our  program  is  extremely  compre- 
hensive. It  doesn’t  put  a duration  on  illness.  It 
makes  reasonable  and  fair  assumptions  in 
terms  of  the  comprehensive  character  of  .serv- 
ices to  be  provided.  As  I indicated  to  you,  the 
criticism  that  has  been  leveled  at  the  New'  Jer- 
sey program  is  that  it  is  restricted  to  such  a 
limited  number  of  persons. 

Has  it  been  determined  w'ho  will  be  the  fiscal 
intermediary? 

I’ve  just  answ'cred  that.  It  has  not. 

When  or  on  w'hat  basis  will  the  fiscal  in- 
termediary be  appointed? 

He  will  be  appointed  by  the  Medicaid  Com- 
mission, and,  having  been  appointed  by  the 
Medicaid  Commission,  he  wall  then  work  out 
a contract  with  the  Department  of  Institutions 
and  Agencies.  He  will  pay  the  providers.  AVe 
w'ill  pay  him  so  much  for  handling  each  claim. 

Have  you  designated  the  Medical  .\d\isory 
Conm  il  mcmbcr.s? 

The  striK  lure  of  the  Advisory  Committees  has 
been  discussed  by  the  State  Board  of  Control. 
I think  they  are  reasonablv  certain  as  to  how 
they  are  going  to  proceed.  They  have  lists  of 
names  that  have  been  provided  from  a variety 
of  sources,  one  for  the  large  committee  that 
will  be,  in  a sense,  a representation  of  profes- 
sional groups,  plus  consumers  of  service,  and 
then  the  technical  advisory  committees  which 
will  assist  them. 
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Have  they  l)een  tiesignated  by  name?  To  the 
best  of  my  knowledge,  the  information  has 
not  gone  out  inviting  people  to  serve.  The 
reason  for  this  is  we  have  to  get  this  basic- 
question  settled  prior  to  calling  them  in.  We 
would  be  in  the  position  of  calling  them  in, 
they  would  ask  us  what  kind  of  a program 
they  are  to  give  advice  on  and  we  would  be 
unable  to  tell  them. 

I would  think  that  we  will  start  having  com- 
mittee meetings.  And  the  time  involved,  from 
the  point  of  view  of  .some  of  these  people,  may 
be  exorbitant  but  it  is,  again,  I repeat,  not 
our  fault.  We  will  start,  I would  assume,  the 
latter  part  of  this  month  with  accelerated 
meetings  in  June  so  that  we  can  get  this  pro- 
gram ready  for  a dry  run  in  September.  We 
have  to  have  that,  otlierwise  we  are  going  to 
l)c  in  a real  chaotic  condition  come  January  1. 

^\'ould  I explain  children  in  foster  care? 

These  are  children  who  are  the  responsiltility 
of  the  Bureau  of  Childrens  Services.  They  are 
children  for  whom,  for  whatever  rea.sons, 
courts  have  determined  that  the  Bureau  of 
Childrens  Services  will  provide  services,  make 
arrangements  for  them  either  in  foster  homes, 
residential  care,  or  wherever,  because  the 
parents  are  unable,  unwilling,  or  what  have 
you  to  do  this  for  the  child. 

'I'he  recipients  in  1970  I have  defined.  They 
are  all  those  persons  who  are  receiving  as- 
sistance under  one  of  the  federal  categorical 
programs  from  the  local  county  welfare  board, 
or  persons  who  if  they  applied  for  a.ssistance 
would  receive  assistance.  And  they  do  not  in- 
clude the  groups  that  T indicated.  If  they  are 
on  municipal  assistance,  they  are  not  eligible. 
If  they  are  persons  with  low  income  but 
w'ould  not  be  eligible  few  a federal  categorical 
program,  that’s  too  bad.  They  are  not  in  the 
program  because  New  Jersey  does  not  have  a 
group  for  medically  indigent.  You  will  have 
by  1975  unless  the  law  is  changed. 

How  many  people  are  eligible? 

I did  atiswer  that.  In  the  neighborhood  of 
.550,000  to  100,000. 

i;gi 


Well,  the  next  question  is:  Is  there  contem- 
plated a medically  indigent  group? 

The  State  Board  of  Control  and  the  Depart- 
ment argued  that  there  should  be.  We  pro- 
posed wdiat  we  thought  was  a reasonable  de- 
finition for  medical  indigency.  If  you  recall, 
the  Commission  headed  by  then  Assemblymen 
Tansman  and  Bateman  that  studied  health 
care  costs  supported  the  position  of  the 
State  Board  of  Control  and  the  Department. 
"We  said  that  people  should  be  considered 
medically  indigent  if  during  a three-month 
period  of  time  their  medical  bills  were  such 
that  they  would  become  eligible  for  public  as- 
sistance. 

The  next  question  is  like  the  first  one.  Is  there 
inconsistency  in  the  government  asking  for 
high  quality  care  and  then  wanting  to  give 
people  less  than  their  usual  and  customary 
fees? 

I think  there  is  some  inconsistency.  I think 
that  on  the  other  hand  unless  groups  such  as 
this  and  the  people  who  administer  these  pro- 
grams work  out  ways  to  effect  the  kind  of  dis- 
cipline that  gives  you  and  me  as  taxpayers  as- 
surance that  the  buck  is  being  wisely  and  well 
spent,  then  you  inevitably  run  into  this  prob- 
lem of  how  are  you  going  to  exercise  controls. 
And  I think  admittedly  we  are  talking  about 
— you  know’,  we  are  talking  about  a handful 
of  individuals.  But  I am  in  a department 
w'here  I am  constantly  under  pressure  because 
of  the  idiosyncratic  and  the  unusual  and  I get 
no  credit  for  the  normal  and  the  routine  and 
I think  this  is  where  you  and  I need  to  think 
of  ways  to  cement  our  relationship,  to  col- 
laborate and  to  make  certain  that  you  and 
the  public  administrators  can  defend  and  get 
general  acceptance  and  support  for  the  pro- 
gram. 

The  next  question  is:  You  mentioned  a phy- 
sician who  received  $7,000  in  three  weeks. 
Are  you  at  liberty  to  state  whether  this  in- 
dividual w’as  an  M.D.  or  otherwise? 

I’m  not  at  liberty.  I don’t  know.  But  if  you 
ask  Dr.  Bernstein  I’m  sure  he  will  ideniify 
him  for  you.  In  connection  with  this  paper  I 
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was  discussing  this  case  that  was  given  to  the 
people  in  the  Division  of  Medical  Assistance, 
to  know  what,  from  their  point  of  view,  woukl 
be  a point  that  I could  emphasize  that  would 
be  most  helpful  in  the  future  administration 
of  this  program.  This  case  and  the  other  one 
with  the  $500,000  happened  to  be  mentioned 
and  I thought  despite  the  fact  they  were  rare 
and  unusual  they  would  forcibly  bring  home 
the  kind  of  crucial  and  central  issue  that  you 
and  I are  confronted  with. 

I think  I have  answered  all  the  questions.  And 


again,  Mr.  President,  let  me  thank  you  for 
having  me  here. 

(Applause) 

Dr.  Kustrup:  Thank  you  very  much.  We  are 
most  grateful  for  having  the  Commissioner 
here  and  I think  he  answered  questions  as 
ably  as  anyone  could,  as  forthrightly  as  pos- 
sible, and  we  appreciate  everything  he  has 
done  and  is  doing. 

(.Applause) 


MEDICAL- 

SURGICALPLAN 

Saturday,  May  17,  1969 

Joseph  P.  Donnelly,  M.D.,  President  of  Medical-Surgi- 
cal Plan  of  New  Jersey,  presided.  The  discussion  con- 
vened at  4:25  p.ni. 

Dr.  Joseph  Donnelly:  Gentlemen,  I know  the 
hour  is  late  and  you  have  had  a long  session, 
but  any  of  those  who  are  really  interested  in 
this  if  you  will  please  come  up  a little  for- 
ward, we  might  do  a little  better. 

I only  have  a few  remarks  to  make.  I’m  going 
to  touch  very  briefly  on  some  of  the  highlights 
of  the  past  year  in  Medical-Surgical  Plan. 
First,  since  we  are  in  the  final  year  of  the 
1960’s  it  might  give  us  a little  perspective  to 
take  a quick  look  back  from  1958  to  1968. 
During  that  time  we’ve  had  two  rate  increases 
— in  1961  and  1967  — which  add  up  to  a total 
average  increase  of  27.9  per  cent.  This  is  al- 
most identical  with  the  increase  in  the  overall 
cost  of  living  during  that  time,  which  went 
up  27.8  per  cent. 

Even  with  the  fee  increases  that  have  been 


made  over  the  past  10  years,  we  know  that  the 
Blue  Shield  Fee  Schedule  doesn’t  come  up  to 
the  usual  charges  of  today.  But  I think  the  big 
point  we  have  to  consider  here  is  how  this 
relates  to  the  Service  Benefits  subscriber  of  to- 
day — the  family  with  an  income  that  is  un- 
der $7500  and  who  on  an  a\erage  has  2.2 
children.  Due  to  inflation,  the  purchasing 
power  of  a $7500  income  in  1958  has  shrunk 
to  $5400  today.  On  this  basis,  I believe  the  Fee 
Schedule  is  a reasonable  one,  particularly 
when  you  take  into  account  the  fact  that  only 
40  per  cent  of  our  subscribers  today  have  in- 
comes low  enough  to  qualify  for  Service 
Benefits.  For  the  remainder,  of  course,  a Par- 
ticipating Physician  can  collect  the  balance 
of  his  usual  fee  from  the  patient. 

Flere  are  some  other  quick  comparisons  be- 
tween 1958  and  1968: 

Our  membership  has  grown  from  1.8  million 
to  over  3 million,  an  increase  of  two-thiials. 
Claims  incurred  went  up  from  S25  million  to 
over  .$58  million  — more  than  double.  I'he 
number  of  services  paid  for  increased  from 
400,000  to  more  than  1.2  million  — just  about 
triple. 

In  1958  there  were  6,959  eligible  practitioners 
— M.D.’s  and  D.O.’s  — in  New  Jersey.  Last 
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year,  the  number  oi  eligible  practitioners  — 
wlio  now  include  Podiatrists,  Dentists,  and 
Bioanalytical  Laboratory  Directors  — was 
9,188.  This  is  an  increase  in  practitioners  of 
only  32  per  cent,  while  benefits  paid  by  the 
Plan  have  increased  by  132  per  cent. 

.Vnd  here  is  an  interesting  fact  about  the  type 
of  services  paid  for.  This  is  something  that 
comes  up  frequently.  We  used  to  hear  that  we 
should  drop  the  word  “medical”  from  the 
Plan’s  name,  because  it  was  really  a surgeon’s 
plan.  Well  back  in  1958  medical  services  rep- 
resented 17.5  per  cent  and  surgical  services 
43.3  per  cent  of  all  the  services  paid  for  by  the 
Plan.  In  1968  medical  services  represented  40 
per  cent  of  all  the  services  paid  for  and  sur- 
gical services  were  just  a shade  higher,  al 
40.9  per  cent.  I don’t  think  anyone  can  say 
today  that  Blue  Shield  is  surgically-oriented 
or  surgeon-dominated.  On  our  Board  of 
Trustees  we  have  six  internists,  four  sur- 
geons. one  obstetrician,  two  general  practi- 
tioners, a pathologist,  a pediatrician,  an 
anesthesiologist,  and  a radiologist,  plus  a col- 
lege professor,  two  hospital  administrators, 
four  businessmen,  a retired  editor  and  a re- 
tired businessman.  "U'e  are  submitting  for  The 
Medical  Society’s  approval  this  year  the  names 
of  an  eminent  attorney  and  an  outstanding 
labor  leader,  both  of  whom  have  been  good 
friends  of  Blue  Shield. 

Now  a few  quick  comparisons  between  last 
year  and  1967: 

Our  membership  growth  in  the  last  year  went 
over  188,000  and  was  the  greatest  in  the  past 
ten  years.  Claims  incurred  hit  a new  high  of 
$58.5  million  up  $5.5  million  over  1967.  Our 
financial  condition  remained  sound,  with  a 
slight  gain  in  reserves.  The  number  of  Par- 
ticipating Physicians  reached  an  all-time  high, 
but  still  leaves  a good  deal  to  be  desired  in 
two  specialty  fields. 

Rider  J coverage  showed  an  impressive  gain, 
being  added  by  255,000  members.  Over  1.3 
tnillion  persons  now  hold  this  coverage  for 
services  in  the  doctor’s  office,  hosoital  out- 
patient deoartment  or  registered  laboratory. 
•Similar  coverage  for  services  in  the  doctor’s 
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office  was  introduced  for  Medicare  bene- 
ficiaries holding  the  “Blue  Cross  and  Blue 
Shield  65”  complementary  program,  via  Rider 
65,  which  received  wide  acceptance. 

The  Plan  is  encouraging  physicians  to  use  a 
new  billing  procedure  which  should  eliminate 
problems  over  Service  benefits  and  income. 
This  was  described  in  a recent  advertisement 
in  The  Medical  Society  JOURNAL,  and  re- 
prints are  available  at  the  Blue  Shield  booth 
in  the  Exhibit  Hall. 

The  Prevailing  Fee  program  is  well  off  the 
ground,  and  we  expect  it  to  become  the 
dominant  Blue  Shield  program  in  the  future. 
We  commend  participating  in  this  program, 
which  pays  usual,  customary  and  reasonable 
fees,  to  those  physicians  who  have  not  yet 
signed  up  for  it,  and  particularly  call  it  to  the 
attention  of  our  Participating  Physicians  un- 
der the  basic  program  who  do  not  as  yet  par- 
ticipate under  the  Prevailing  Fee  program. 

We  are  in  the  process  of  gathering  data  to 
present  to  the  new  Commissioner  of  Banking 
and  Insurance  in  the  hope  of  convincing  him 
that  Participating  Physicians  should  be  re- 
leased from  their  “payment  in  full”  agree- 
ment in  cases  where  third-party  liability  exists. 
This  is  in  the  case  of  taking  care  of  the  in- 
jured in  automobile  accidents  and  so  forth 
where  the  insurance  company  normally  pays 
the  physician’s  fees  and  in  these  cases  we 
think  this  is  not  a Plan  liability  and  we  don’t 
think  the  physician  should  be  held  to  his 
agreement.  Tin’s  has  been  a sore  point  with 
both  the  profession  and  the  Plan,  and  hope- 
fully we  may  arrive  at  a more  equitable  solu- 
tion with  the  new  Commissioner. 

We  are  making  every  effort  to  improve  serv- 
ice — .service  in  faster  payment  of  claims,  and 
service  on  your  inquiries  to  our  Physicians  In- 
quiry Unit.  We  have  been  in  a tight  labor 
market,  and  it  is  a problem  to  keep  all  of  our 
operations  staffed  up  to  their  full  needs.  But 
w'e  are  beginning  to  see  some  daylight  not 
the  least  of  which  comes  from  a more  sophis- 
ticated and  flexible  computer  system  for  proc- 
essing claims,  which  we  hope  to  put  into  op- 
eration almost  any  day  now.  We  have  also 
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just  in  the  last  week  signed  a three-year  lahoi 
(on trac  t with  our  employees,  so  we  foresee  no 
labor  cliHiculties  in  the  near  future. 

Before  closing,  let  me  state  that  during  the 
past  year  the  members  of  ihe  Board  ol 
Trustees,  Doctor  Rothgesser,  Jim  Zc3tti  of  the 
Physician  Relations  Section,  and  myself  have 
made  continual  efforts  to  better  communica- 
tions between  the  doctors,  many  of  the  phy- 
sicians' societies  and  the  Blue  Shield  Plan. 
We  attended  the  Annual  Meeting  of  the  Gen- 
eral Practitioners,  meetings  of  many  of  the 
specialty  societies  and  also  have  met  frequent- 
ly with  committees  from  the  specialty  societies 
and  other  interested  groups  in  regard  to  Blue 
Shield  policies.  We  realize  that  the  strength 
of  the  Medical-Surgical  Plan  is  directly  pro- 
portional to  the  interest  in  it  by  the  members 
of  The  Medical  Society  of  New  Jersey.  We 
welcome  your  suggestions  and  constructive 
criticism  and  we  urge  you  during  the  coming 
year  to  communicate  to  the  Staff,  the  Trustees 
and  the  Officers  of  your  Plan.  We  have  a full 
staff  downstairs  in  the  booth  for  the  next 
three  days,  which  includes  physician  members 
and  physicians’  representatives.  If  you  have 
any  criticism,  if  you  have  any  questions,  please 
go  down  there  and  I assure  you  that  we  will 
make  every  effort  to  get  these  things  straight- 
ened out. 

At  the  end  of  my  first  year  in  office  1 wish  to 
close  on  a personal  note  and  to  personally 
thank  all  of  you  for  your  interest  and  sup- 
port by  which  you  have  made  the  Bltie  Shield 
Medical-Surgical  Plan  of  New  Jersey  irtily  a 
doctors’  Plan. 

I don’t  want  to  preempt  any  more  of  yotir 
time  — this  is  your  meeting  — so  the  floor  is 
now  open  for  your  questions  and  comments. 
•\rc  there  any  questions? 

As  I came  up  that  aisle  before,  I would  say 
that  there  were  at  least  six  people  with  ques- 
tions who  thought  I was  trying  to  duck  them, 
and  I kept  on  coming  up  here  to  get  this 
meeting  started.  But  we’ll  be  around  during 
the  whole  convention.  Our  booth  downstairs 
is  w'ell  staffed.  And,  please,  if  yoti  have  any 


suggestions,  any  criticism,  (;r  anything  to  urge 
us  to  do,  please  let  us  know  before  we  go 
home. 

Dr.  Lloyd:  Dr.  Donnelly,  Mr.  President  of  the 
Blue  Shield  Plan,  this  meeting  has  been  hekl 
annually  in  this  manner  for  the  past  number 
of  years,  and  sometimes  it  has  been  important 
to  hold  it.  The  last  few  years  we  find  here  a 
corporal’s  guard  and  many  of  the  people  who 
are  either  employees  of  the  Plan  or  directly 
involved  with  the  Plan  as  Trustees,  and  I 
wonder  should  we  continue  to  ask  The  Medi- 
cal Society  of  New  Jersey  to  hold  this  meeting. 
It  certainly  gives  everyone  a chance  to  venti- 
late. 

Apparently  your  communications  throughout 
the  year  have  been  adequate  to  the  point 
where  we  find  no  questions  from  the  floor. 
And  for  the  benefit  of  the  Convention  .Man- 
ager and  the  people  who  will  have  the  prob- 
lem of  planning  for  this  meeting  or  skipping 
it  next  year,  I think  we  ought  to  have  an  ex- 
pression from  the  floor  as  to  whether  those 
who  are  here  — these  are  the  people  who  are 
interested,  of  course  — would  like  to  have  an- 
other meeting  next  year  like  this.  Or  should 
we  consider  that  the  Blue  Shield  Plan  is  now 
mature  enough,  we  understand  it  well  enotigh 
that  these  meetings  are  no  longer  necessary. 

Dr.  Dotnu'lly:  Well,  I would  be  inclined  to 
agree  with  you.  Dr.  Lloyd,  on  what  has  hap- 
pened both  last  year  and  this  year.  Of  course, 
there  will  be  a full  discussion  on  some  of  the 
problems  of  Blue  Shield  and  the  whole  thing 
in  Reference  Committee  “C”  tomorrow. 

And  (ertainly  as  far  as  I’m  concerned,  we 
want  you  to  know  that  we  are  available,  but 
I also  know  how  tight  the  schedule  is  at  this 
convention  and  I certainly  think  that  the 
Board  of  Trustees,  as  far  as  the  Blue  Shield 
Plan  is  concerned,  if  there  is  no  longer  any 
need  for  this,  would  certainly  be  agreeable  to 
have  it  cancelled. 

If  there  are  no  further  questions,  then  we’ll 
adjourn  the  meeting.  Thank  you  very  much, 
those  who  did  come. 
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DINNER  DANCE 

Monday  Evening,  May  19,  1969 

Mr.  Richard  1.  \evin  was  Toastmaster. 

The  Toastmaster:  Ladies  and  gentlemen,  will 
you  please  rise  for  the  grace  before  meals? 

(Grace  before  meals) 

The  Toastmaster:  Having  called  upon  God, 
ladies  and  gentlemen,  it  is  now  my  pleasure 
to  call  upon  the  Governor.  Governor  Hughes 
has  hastened  down  here  to  be  present  briefly 
with  us,  and  to  accommodate  him  we  have 
agreed  at  this  time  to  present  him  to  you  so 
that  he  may  say  a few  words.  I don’t  know 
when  the  man  eats,  but  I think  that  out  of 
our  concern  for  health  in  general  we’ll  put  a 
G.\RE  package  in  his  car.  Governor  Hughes. 

(Standing  ovation) 

Governor  Hughes:  Thank  you,  Dick. 

Dr.  Kustrup,  Mrs.  Kustrup,  Dr.  and  Mrs. 
Bertha,  and  all  of  you  Doctors  and  your 
AVives: 


1 hate  to  miss  this  convivial  evening  of  pleas- 
ure that  was  referred  to  in  the  Invocation 
prayer  and  it’s  the  second  time  in  a row, 
actually,  that  I have  had  this  unfortunate  ex- 
perience of  interrupting  you  just  before  you 
dine,  but  you  are  very  kind  to  invite  me  down 
here  to,  first  of  all,  wish  The  Medical  Society 
my  best  on  its  203rd  anniversary  and  to  ex- 
press my  hope  that  your  new  President,  Dr. 
Bertha,  w'ill  have  a wonderful,  successful 
tenure  as  your  177th  President.  And  to  finally 
express  my  admiration  and  respect  for  a fel- 
low townsman  and  a friend  whom  I have 
known  for  very  many  years.  I’m  not  going  to 
embarrass  John  Kustrup  by  being  more  spe- 
cific than  that.  It’s  been  a very  long  time  and 
during  that  accumulated  lifetime  experience 
I have  recognized  in  him  a man  who  has 
brought  great  credit  to  his  profession,  to  his 
family,  to  his  community,  and  to  his  State. 
I feel  that  if  all  of  our  seven  million  citizens 
knew  him  as  well  as  I that  all  of  them  with- 
out exception  would  commission  me  to  ex- 
press this  simple  and  brief  “Well  done!’’  to 
him,  to  wish  for  him  and  Eva  and  their 
w’onderful  family  all  of  the  best  in  the  future, 
and  I do  so  with  a full  heart. 

John  Kustrup  is  something  special  to  me  and 
I may  tell  you  that  all  of  the  dignitaries,  in- 
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eluding  President  Johnson  of  whom  1 was  very 
fond,  would  not  have  persuaded  me  to  drive 
down  here  for  these  few  minutes  tonight  be- 
cause I couldn’t  fly,  I couldn’t  helicopter,  the 
fog  is  too  bad.  ^Ve  incidentally  apologize  for 
that.  It’s  not  typical  Atlantic  City  weather. 
(Laughter)  So  I had  to  drive  probably  on  the 
worst  road  in  New  Jersey  and  one  of  the 
things  that  I will  try  to  do  before  I get 
finished  being  Governor  is  to  do  something 
about  that  highway.  Perhaps  the  only  thing 
to  do  would  be  to  blow'  it  up.  It’s  just  aw'ful. 
(Laughter)  But  you’ve  probably  experienced  it 
on  your  own  travel  down  here. 

Thank  you  again  very  much.  Have  a wonder- 
ful evening,  and  I do  wish  that  I could  stay. 
Thanks  for  having  me. 

(.Applause) 

The  Toastmaster:  Ladies  and  Gentlemen: 
Now  that  we  have  said  hail  and  farew'ell  to 
the  Governor,  may  I call  upon  Mrs.  John  F. 
Kustrup,  President  of  the  Woman’s  Auxiliary, 
to  say  welcome  to  all  of  you.  Mrs.  Kustrup. 

Mrs.  John  F.  Kustrup:  It  certainly  is  a very 
distinct  pleasure  for  me  to  say  welcome  to  all 
of  you,  my  friends,  and  my  family.  (We  have 
a lot  of  family  here.)  I’d  like  to  tell  you  that 
I have  enjoyed  this  year  so  much,  and  thank 
you  for  giving  me  all  the  help  that  you  have 
given  me.  It’s  really  been  wonderful.  I’ve  en- 
joyed serving  with  my  husband.  I think  I’ve 
seen  him  more  than  I usually  do. 

So  thank  you  so  much,  and  w'elcome.  'We’re 
happy  to  be  with  you. 

(Applause) 

(Introductions) 

The  Toastmaster:  Ladies  and  Gentlemen: 
Last  summer  my  w'ife  and  I realized  a long 
cherished  dream  of  visiting  Ireland  and  one 
night  in  Sligo  we  were  taken  by  our  guide  to 
a pub.  It  w'as  just  one  of  the  pubs  we  visited, 
but  it  W'as  the  first  one  that  I recalled  with 
any  vividness.  The  others  were  rather  hazy. 
We  went  into  this  very  long  room  and  sat 


down  on  benches  that  w'ere  arranged  sf)rt  of 
viz-a-viz.  It  was  like  sitting  in  the  subway. 
You  face  people  across  the  way.  At  first  you 
are  standoffish  but  after  a few  slugs  of  Irish 
whiskey  it  gets  to  be  intimate  and  familiar. 

Then  after  a while  the  spontaneous  entertain- 
ment began.  There  was  a microphone.  The 
fellow  who  was  playing  the  accordion  served 
informally  as  MC.  He  said  to  a young  chap, 
about  twenty-two,  “Tommy,  it’s  your  turn  to 
lead  off  tonight.  You  can  announce  the  song.’’ 
So  Tommy  did,  and  rather  nicely  sang  for  us. 
When  the  applause  subsided  — and  it  was 
generous  — the  MC  said:  “Tommy,  while  you 
are  there  tell  us  a story.’’ 

“All  right,  here’s  a good  one  for  you,”  said 
Tommy.  “Not  so  long  ago  I had  occasion  to  be 
in  Belfast  and  in  the  evening  I w'ent  to  a pub 
there  to  get  some  Guinness  and  I was  stand- 
ing at  the  bar  drinking  my  gla.ss  of  Guinness 
when  I felt  a hand  in  my  right  pocket,  down 
by  my  thigh.”  I turned  to  the  fellow  next  to 
me  and  I said,  ‘What  are  you  doing  with  your 
hand  in  my  pocket?’  He  said,  ‘I’m  looking  for 
a match.’  And  I said  to  him,  ‘W^hy  don’t  you 
ask  me  for  it?’  He  said,  ‘I  never  speak  to 
strangers’.” 

(Laughter) 

That  proscription  never  embarrasses  us  at 
these  Presidential  dinners  because  we  are  all 
heart  deep  friends.  Just  as  we  are  not  strang- 
ers to  one  another,  certainly  this  year  neither 
were  the  President  of  The  Medical  Society  of 
New  Jersey  and  the  President  of  its  .Auxiliary. 
“Whom  God  hath  joined  together  let  not 
man  put  asunder”  is  an  injunction  which  our 
Society  in  the  year  now  closing  splendidly 
and  profitably  observed.  ^Vfith  natural  gra- 
ciousness in  the  person  of  Eva  wedded  to 
natural  leadership  as  manifest  in  John,  we 
had  an  unrivaled  and  unbeatable  presidential 
team. 

It  has  been  a pleasant  year  of  distinguished 
accomplishment.  Each  complemented  the 
other  in  service,  and  each  found  obvious  pleas- 
ure in  the  others’  attainments.  It  is  always 
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<>()()il  lor  the  Society  and  the  Auxiliary  if  the 
Presidents  like  each  other.  (Laughter)  But  Eva 
and  John  have  proved  how  ideal  it  can  be 
when  the  Presidents  openly,  honestly,  decent- 
ly, and  truly  love  one  another.  They  have 
done  well,  and  we  pay  them  a tribute  of  abid- 
ing gratefulness  as  they  prepare  to  surrender 
their  offices. 

'I'he  Fellow’s  Key  and  the  Fellowette's  Pin 
are  the  symbols  of  our  gratitude  and  remem- 
brance. Now  these  are  to  be  presented.  There- 
fore, I call  upon  Dr.  Louis  K.  Collins,  the 
immediate  Past-President  of  The  Medical  So- 
ciety of  New  Jersey,  to  present  the  Fellow’s 
Key  to  Dr.  Kustrup  and  to  induct  him  into 
the  noble  and  very  select  company  of  the  Fel- 
lows of  The  Medical  Society  of  New  Jersey. 

(Applau.se) 

Dr.  Louis  K.  Collins:  I don’t  know  why  1 al- 
ways have  to  follow  Dick  Nevin  with  a limp 
microphone  up  here. 

As  you  may  remember,  last  year  Joe  Jehl 
asked  the  Fellows  to  come  forward  as  Fm  do- 
ing now  — please.  Fellows  that  can  still  stand 
and  walk,  assemble  up  here.  And  he  said  this 
was  an  inquisLtion.  This  is  the  beginning  of 
an  inquisition  for  John.  Come  on  Fellows  — 
Jehl,  Bedrick,  get  up  here. 

'The  Toastmaster:  Do  you  want  the  list? 


Dr.  Collins:  I know  the  list,  ^\'hy  do  you  think 
I brought  this  tome  along?  I have  it  here. 

And  I’ll  tell  you,  Dave  Allman  is  one  of  the 
Honorary  Fellows  and  we  had  a Jefferson  re- 
ception tonight  and  I asked  Dave  if  he  was 
coming  and  he  told  me  why  he  couldn't  be 
here.  He  is  Mr.  America  and  the  Miss  Ameri- 
ca Pageant  Committee  is  having  a meeting  to- 
night and  Dave  has  been  the  official  doctor  for 
Miss  America  girls  for  the  last  ninety  years 
;ind  he  says  “I  don’t  want  to  get  fired.”  And 
I don’t  blame  him. 

(Laugliiei) 

So  the  first  name  in  order  ^vordd  have  been 
Dave  Allman.  And  next  Ken  Gardner.  He  is 
not  here.  So,  Jesse  McCall,  would  you  catch 
this  Key,  please?  I ask  Jesse,  of  tlie  Class  of 
1960  in  the  Fellow’s  group,  to  pass  the  Key  to 
Ralph  Buchanan,  and  then  to  Louis  Wegryn, 
gently,  and  then  to  Jen^  Kaufman,  Charlie 
Calvin,  John  Bedrick,  and  Joe  Jehl.  And  then 
would  you  please  pass  it  back  to  me?  W'oidd 
you  please  stay  there,  gentlemen? 

If  the  Medical  Society  has  succeeded  in  the 
past,  it  has  been  due  to  the  leadership  of  these 
fine  young  gentlemen  you  see  here. 

(.Applau.se) 

Dr.  Bedrick:  Hallelujah. 
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Dr.  Collins:  Now  we  arc  \cry  lucky  that  we 
survived  the  last  two  years  when  John  and  1 
were  in  the  chair,  but  we  did  and  I’m  sure  the 
luturc  will  be  bright  with  Nick  Bertha  and 
the  rest  of  the  ones  who  follow. 

Now  you  may  stand  up,  John.  (Ai)i)I;uisc)  it’s 
with  great  pleasure  I present  this  Key  which 
unlocks  the  door  for  you  to  join  this  exclusive 
group  of  Fellows.  You  have  done  a wonderftd 
job.  We  are  all  proud  of  you.  .\nd  Good  luck 
and  Godspeed. 

(.\pplaiise) 

D).  Kustrup:  I wish  to  thank  all  of  yon  for 
this  distinct  honor  and  privilege.  I will  try  to 
prove  myself  worthy  of  the  Key  as  a Fellow. 
Thank  von. 

(.Applause) 

The  Toastmaster:  And  now  it  is  my  pleasure 
to  call  upon  the  new  Fellow  to  pin  the  new 
Fellowette  of  the  Woman’s  Auxiliary.  The 
retiring  President  of  The  Medical  Society  of 
New’  Jersey  will  present  the  Fellowette’s  Pin 
which  is  presented  by  The  Medical  Society  of 
New'  Jersey  to  the  retiring  President  of  the 
\\’oman’s  Auxiliary  of  The  Medical  Society  of 
New  Jersey.  And  Eva  has  asked  me  to  ask 
John  to  be  careful  in  pinning  it  on. 

(Laughter  and  applause) 


Mrs.  Rustrup  receives  Fellowette's  I’in 
From  Dr.  Rustrup. 


Dr.  Kustrup:  This  is  indeed  a distinct  pleas- 
ure. You  arc  about  to  witness  a first.  Phis  is 
the  first  time  a Fellow  of  this  Society  pins  the 
F'ellowette’s  Pin  on  the  President  ol  the 
.\uxiliary  as  the  wife  of  the  President. 

(.\j)plausc) 

Dr.  Collins:  May  I say  one  word,  please,  .Mi. 
Master  of  Ceremonies?  I forgot  to  tell  yon, 
John,  that  because  w'e  didn’t  raise  the  dues 
this  year  there  is  no  engraving  on  the  back  ol 
your  Key.  You  will  have  to  pay  for  it  yonrscll. 

(Laughter) 

The  Toastmaster:  Ladies  and  Gentlemen: 
Now'  W'e  are  to  have  the  pleasure  of  hearing 
Mr.  Marko  Novo.seI,  who  is  an  international 
concert  singer.  I should  like  you  to  know  he’s 
been  selected  by  Dr.  Kustrup  who  has  heard 
him.  He  is  managed  by  his  brother.  These  two 
boys  are  the  sons  of  a man  who  w'as  a doctoi 
of  medicine  and  surgeon  in  Jugoslavija,  at- 
tached to  the  faculty  of  the  University  of 
Zagreb.  Mr.  Novosel  will  announce  his  own 
numbers.  Mr.  Novosel. 

The  Tonslmnstcr.  (.At  the  cud  of  the  musical  program) 

.And  so.  dear  friends,  our  ceremonies  close. 

May  memories,  like  the  sweet  breath  of  the  rose. 
Perfume  your  days  until  the  glad  time  when 
In  joy  and  fricmlship  we  shall  meet  again! 


AMA  Convention 

July  13-17  New  York 
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Scientific  Meetings  and  Exhibits 
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THE  AUXILIARY 
YEAR— 1968-69 

Saturday  Afternoon,  May  17,  1969 

Read  by  the  Auxiliary  President.  Eva  Kustrup,  at  the 
opening  session  of  the  House  of  Delegates. 


Dr.  Kustrup,  Dr.  McCall,  officers,  members 
and  guests  of  the  House  of  Delegates  of  The 
Medical  Society  of  New  Jersey: 

“Serving  the  public  through  our  service  to  the 
medical  profession”  has  been  foremost  in  our 
thoughts  and  actions  this  year  of  1968-69.  The 
cttnlinuing  rapport  between  the  medical  so- 
ciety and  the  Woman’s  Auxiliary  with 
evidence  of  increasing  respect  and  apprecia- 
tion from  physicians  for  our  Woman’s  Auxi- 
liary is  heart  warming. 

The  definition  of  an  auxiliary  is  one  who  aids 
or  helps,  an  assistant  or  associate,  giving  or 
furnishing  aid,  supplementary,  reserve. 
Kquipped  with  an  engine  and  propeller  in  ad- 
dition to  sails.  This  last  is  the  one  I especial- 
ly like.  AVe  would  like  to  be  your  engine  and 
propeller  in  addition  to  your  sails. 

Tollowing  the  Eastern  Regional  Conference, 
a State  conference  was  held  with  round-table 
discussions  on  AMA-ERF,  community  service, 
disaster  preparedness,  legislation.  Medical 


Student  Loan  Fund,  mental  health,  member- 
ship and  programs  and  health  careers  and 
safety.  The  film  “Horizons  Unlimited”  was 
shown.  Two  copies  of  this  film  were  pur- 
chased and  presented  to  the  Film  Library  of 
the  State  Museum,  Trenton,  with  the  hope 
that  they  will  be  kept  in  constant  use. 

A special  committee  was  appointed  to  “Study 
and  Evaluate  the  Fall  Conference  Structure.” 
This  committee  recommended  that  two  re- 
gional fall  workshops  be  held  in  the  northern 
and  southern  part  of  the  state.  It  also  recom- 
mended an  orientation  program  for  new  state 
chairmen  to  be  given  by  the  president  and 
president-elect.  This  was  held  on  May  5 in 
Trenton. 

The  Medical  Student  Loan  Fund  of  The 
Medical  Society  of  New  Jersey  has  top  priority 
with  the  Auxiliary.  It  is  in  its  twelfth  year  of 
operation.  Two  hundred  twenty-four  loans 
have  been  granted  to  134  students  of  New 
Jersey  making  a total  of  .$220,244. 

\Vith  pleasure  we  report  175  new  members. 
This  will  minutely  help  fill  the  gap  between 
our  Auxiliary  members  and  members  of  The 
Medical  Society  of  New  Jersey.  Our  member- 
ship now  stands  at  2,672.  I congratulate  the 
doctors  whose  wives  care  enough  to  actively 
work  for  the  love  of  them  and  their  profes- 
sion. 

\VT  have  contributed  financially  to  AVA/ 
SAMA  to  send  a representative  from  one  New 
Jersey  chapter  to  their  National  convention. 
They  are  the  wives  of  interns  and  residents 
and  our  future  members.  AVe  serve  as  their 
mentors. 

Health  career  scholarships  and  AMA-ERF 
have  firm  financial  support  from  the  counties. 
Please  read  the  reports  of  the  chairmen. 

Our  State  publication  The  Shi?igle  has  in- 
formed all  members  of  the  activities  of  the 
State  and  county  auxiliaries  and  is  a means  of 
communication  for  the  President.  Six  issues 
were  published. 
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Information  on  current  medical  legislation 
was  given  to  members.  Letters  were  sent  to 
Governor  Hughes  asking  that  he  veto  Senate 
Bills  #363  and  #365  dealing  with  chiroprac- 
tic, and  that  he  further  investigate  this  in  the 
public  interest.  This  he  did.  The  Executive 
Board  of  the  Auxiliary  to  The  Medical  So- 
ciety of  New  Jersey  visited  the  State  Legisla- 
ture in  March  and  was  publicly  recognized 
while  the  Legislature  was  in  session. 

An  increase  of  two  dollars  per  member  will 
be  sent  to  the  National  Auxiliary  beginning 
in  1970.  Dues  for  National  will  then  be  four 
dollars.  The  State  Auxiliary  did  not  request 
an  increase  in  State  dues  which  are  two  dol- 
lars per  member. 

.Many  health  related  educational  programs 
have  been  successfully  conducted  by  the 
counties  often  in  cooperation  with  other  or- 
ganizations which  share  common  goals.  One 
county  auxiliary  helped  sponsor  a two  day 
health  fair  in  cooperation  with  the  county 
medical  society  and  the  Department  of 
Health.  County  auxiliaries  have  assisted  their 
medical  societies  in  the  yearly  eye-screening 
program,  worked  on  drives  such  as  heart, 
tuberculosis.  Red  Cross,  poliomyelitis,  cancer, 
venereal  disease,  drug  addiction  and  medical 


problems  of  the  aged.  Auxiliaries  have  helped 
conduct  a seminar  on  water  pollution. 

This  has  been  a wonderful  year  for  me.  I have 
been  to  all  twenty  organized  counties  and  am 
delighted  with  their  programs  and  progress. 
There  is  a fine  feeling  of  friendship  and  ded- 
ication among  the  doctor’s  wives. 

Visits  to  Pennsylvania,  Delaware,  New  York, 
and  Maryland  at  their  conventions  and  work- 
shops were  informative  and  pleasant.  I was 
proud  to  be  your  representative  and  was 
treated  with  the  utmost  thoughtfulness  and 
respect. 

The  staff  at  our  headquarters  in  Trenton  was 
most  helpful.  Our  secretary,  Mrs.  .Shirley 
Walsh  is  indispensable  and  I could  not  have 
done  without  her.  Mr.  Richard  I.  Nevin,  Ex- 
ecutive Director  of  The  Medical  Society  of 
New  Jersey,  is  a true  friend  to  me  and  to  the 
Auxiliary.  I was  blessed  with  an  able,  lively 
dedicated  Board  and  I do  want  you  to  read 
their  fine  reports. 

Most  of  all,  I thank  you  for  allowing  me  to 
serve  with  my  husband,  John  F.  Kustrup, 
president  of  The  Medical  Society  of  New  Jer- 
sey, whose  dedicated  leadership  and  council 
has  inspired  me  to  do  my  very  best. 


46th  Annual  Convention 

Woman’s  Auxiliary  to  the  American  Medical  Association 

July  13-17  New  York 

Headquarters — Waldorf-Astoria  Hotel 

A cordial  invitation  is  extended  to  members  of  the  Women’s  Auxiliary  to 
the  AMA,  their  guests,  the  wives  of  AMA  Delegates  and  Alternates,  and 
guests  of  physicians  attending  the  AMA  Convention  to  participate  in  all 
social  functions  and  to  attend  the  general  meetings  of  the  Auxiliary. 
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ATTENDANCE 


REGISTRATION  OF  HOUSE  OF  DELEGATES 


Rcgisiiaiion: 

Total  Possible  — Officers,  Fellows,  and  County  Delegates  376 

Total  Possible  of  County  Delegates 355  100% 

Total  County  Delegates  Registered 337  94.9% 


Attendance  of  County  Delegates  at  the  House  Sessions: 

1st  Session,  5/17/69  

(287) 

% of  Possible 
80.8 

% of  Registered 
85 

2nd  Session,  5/18/69 

(315) 

88.7 

935 

3rd  Session,  5/20/69  A.M 

(294) 

82.8 

87.2 

P.M 

(234) 

65.9 

69.4 

Average  for  all  Sessions 

(283) 

79.7 

84 

Official  Attendance  Report 


Countv 

Delegates 

Members 

Total 

.Atlantic 

6 

56  

62 

Bergen 

Burlington 

39  

34 

73 

...  8 

12 

20 

Ciamden 

21 

3 

27  

48 

Cape  May  

5 

8 

Cumberland 

4 

12 

16 

Essex . 

73  . . . . 

138 

. 211 

Gloucester 

4 

7 

11 

Hudson 

26  ... 

29  

55 

Hunterdon 

1 

5 

6 

Mercer 

23 

55 

78 

Middlesex 

17  . 

32  

49 

Monmouth 

18  . . 

45 

63 

Morris  

18  

32  

50 

Ocean  

11 

16 

Passaic 

29  ... 

30  , . 

59 

Salem  

3 

. . 8 

11 

Somerset 

. . . 5 

10 

Sussex 

3 

3 

Union  

...  28  

36  

64 

Warren  

3 

3 . . . 

6 

Fellows  and  Officers 

17  

17 

,354 

582 

9.36 

Physician  Guests  76 

Physician  Exhibitors  29 

l O TAT  PHYSICIAN  REGISTRATION  1,041 


Auxiliary  458 

Visitors  . 331 

Exhibitors  284 

TOTAL  REGISTRATION  2,114 


FIVE-YEAR  COMPARATIVE  REGISTR.ATION  FIGURES 


Year 

Physicians 

Others 

Total 

1969 

1,041 

1,073 

2,114 

1968 

1,112 

1,176 

2.288 

1967 

1,017 

1,018 

2,035 

1966 

1,024 

1,135 

2,1,59 

1965 

1,019 

1,046 

2,155 
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Let’s  be  specific  about  Campbell’s  Soups... 


and 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1 ,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. ' 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,400  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to; 

Campbell  Soup  Company,  Box  265,  Camden,  N.  J.  08101 


SOUP 


A little  Hygrotor 

chlorthalidone 


HY-6674 


ill  the  way  from  one  doily  tablet  to  the  next 
9 help  control  edema  and  hypertension 


prolonged  action  usually  provides  smooth,  sustained  diuretic 
ffectiveness:  real  one-a-day  dosage,  right  from  the  start;  convenience 
nd  economy. 


iygroton,  chlorthalidone,  can  cause  side  effects.  And  it's  contra- 
idicated  in  hypersensitivity  to  the  drug  and  severe  renal  and 
lepatic  diseases. 


'heck  the  prescribing  information.  It's  summarized  on  the  next  page. 


Geigy 


A little  Hygroton^  can  work  a long  diuretic  day 

chlorthalidone 


Indications:  Hypertension  and  many 
types  of  edema  involving  retention  of 
salt  and  v\/ater. 

Contraindications:  Hypersensitivity 
and  most  cases  of  severe  renal  or 
hepatic  diseases. 

Warning:  With  the  administration  of 
enteric-coated  potassium  supplements, 
which  should  be  used  only  when  ade- 
quote  dietary  supplementation  is  not 
practical,  the  possibility  of  small-bowel 
lesions  (obstruction,  hemorrhage,  and 
perforation)  should  be  kept  in  mind. 
Surgery  for  these  lesions  has  been 
required  frequently  and  deaths  have 
occurred.  Discontinue  enteric-coated 
potassium  supplements  immediately  if 
abdominal  pain,  distention,  nausea, 
vomiting,  or  gastrointestinal  bleeding 
occur. 

Use  with  caution  in  pregnant  women 
and  nursing  mothers  since  the  drug 
may  cross  the  placental  barrier  and 
appear  in  cord  blood  and  since  thia- 
zides may  appear  in  breast  milk.  The 
drug  may  result  in  fetal  or  neonatal 
jaundice,  thrombocytopenia,  and  pos- 
sibly other  adverse  reactions  which 
have  occurred  in  the  adult.  When  used 
in  women  of  childbearing  age,  balance 
benefits  of  drug  against  possible  haz- 
ards to  fetus. 


Precautions:  Anti  hypertensive  therapy 
with  this  drug  should  always  be  initi- 
ated cautiously  in  postsympathectomy 
patients  and  in  patients  receiving 
ganglionic  blocking  agents,  other 
potent  anti  hypertensive  drugs  or 
curare.  Reduce  dosage  of  concomitant 
anti  hypertensive  agents  by  at  least 
one-half.  Because  of  the  possibility  of 
progression  of  renal  damage,  periodic 
determination  of  the  BUN  is  indicated. 
Discontinue  if  the  BUN  rises  or  liver 
dysfunction  is  aggravated.  Hepatic 
coma  may  be  precipitated. 

Electrolyte  imbalance,  sodium  and/or 
potassium  depletion  may  occur.  If 
potassium  depletion  should  occur  dur- 
ing therapy,  the  drug  should  be  dis- 
continued and  potassium  supplements 
given,  provided  the  patient  does  not 
have  marked  oliguria. 

Take  special  care  in  cirrhosis  or  severe 
ischemic  heart  disease  and  in  patients 
receiving  corticosteroids,  ACTH,  or 
digitalis.  Salt  restriction  is  not 
recommended. 

Adverse  Reactions:  Nausea,  gastric 
irritation,  vomiting,  anorexia,  consti- 
pation and  cramping,  dizziness,  weak- 
ness, restlessness,  hyperglycemia, 
glycosuria,  hyperuricemia,  headache, 
muscle  cramps,  orthostatic  hypoten- 


sion, which  may  be  potentiated  when 
chlorthalidone  is  combined  with  bar- 
biturates, narcotics  or  alcohol,  aplastic 
anemia,  leukopenia,  thrombocyto- 
penia, agranulocytosis,  impotence, 
dysuria,  transient  myopia,  skin  rashes, 
urticaria,  purpura,  necrotizing  angiitis, 
acute  gout,  and  pancreatitis  when 
epigastric  pain  or  unexplained  G.l. 
symptoms  develop  after  prolonged 
administration.  Other  reactions  re- 
ported with  this  class  of  compounds 
include:  jaundice,  xanthopsia,  pares- 
thesia, and  photosensitization. 
Average  Dosage:  50  or  100  mg.  with 
breakfast  daily  or  100  mg.  every  other 
day. 

Availability:  White,  single-scored  tab- 
lets of  100  mg.  and  aqua  tablets  of  50 
mg.,  in  bottles  of  100  and  1000. 
(B)46-230-E 

For  full  details,  please  see  the 
complete  prescribing  information. 


Geigy  Pharmaceuticals 
Division  of. 

Geigy  Ch^icol  Corpq^ation 
Ardsley,  New  York  10502  * 


:here  is  a inewi  reason 
or  prescribing  Mellaril 

^ (Thioridazine  HCl) 


effectiveness  in 

nixed  anxiety- depression 


.ong  recognized  for  its  usefulness  in  the 
reatment  of  moderate  to  severe  anxiety, 

Mellaril  is  now  also  known  to  be  effective 
igainst  mixed  anxiety-depression. 

Dften  the  symptoms  of  anxiety  states  are 
lifficult  to  sort  out— even  with  the  most  careful 
>robing.  The  patient  may  manifest  symptoms  of 
gitation,  restlessness,  insomnia,  somatic 
omplaints.  But  what  of  the  depression  that  may 
>e  mixed  in  the  total  picture?  It  is  reassuring 
o know  that  Mellaril  may  be  prescribed— with 
trong  possibilities  of  success— when  there  is 
inxiety  alone  or  a mixture  of  anxiety 
ind  depression. 


Before  prescribing  or  administering,  see  Sandoz 
literature  for  full  product  information,  including 
adverse  reactions  reported  with  phenothiazines.  The 
following  is  a brief  precautionary  statement. 
Contraindications:  Severe  central  nervous  system 
depression,  comatose  states  from  any  cause, 
hypertensive  or  hypotensive  heart  disease  of 
extreme  degree. 

Warnings:  Administer  cautiously  to  patients  who 
have  previously  exhibited  a hypersensitivity  reaction 
(e.g.,  blood  dyscrasias,  jaundice)  to  phenothiazines. 
Phenothiazines  are  capable  of  potentiating  central 
nervous  system  depressants  (e.g.,  anesthetics, 
opiates,  alcohol,  etc.)  as  well  as  atropine  and 
phosphorus  insecticides.  During  pregnancy, 
administer  only  when  necessary. 

Precautions:  There  have  been  infrequent  reports  of 
leukopenia  and/or  agranulocytosis  and  convulsive 
seizures.  In  epileptic  patients,  anticonvulsant 
medication  should  also  be  maintained.  Pigmentary 
retinopathy  may  be  avoided  by  remaining  within  the 
recommended  limits  of  dosage.  Administer 
cautiously  to  patients  participating  in  activities 
requiring  complete  mental  alertness  (e.g.,  driving). 
Orthostatic  hypotension  is  more  common  in  females 
than  in  males.  Do  not  use  epinephrine  in  treating 
drug-induced  hypotension.  Daily  doses  in  excess  of 
300  mg.  should  be  used  only  in  severe 
neuropsychiatric  conditions. 

Adverse  Reactions:  Central  Nervous  System — 
Drowsiness,  especially  with  large  doses,  early  in 
treatment;  infrequently,  pseudoparkinsonism  and 
other  extrapyramidal  symptoms;  nocturnal 
confusion,  hyperactivity,  lethargy,  psychotic 
reactions,  restlessness,  and  headache.  Autonomic 
Nervous  System— Dryness  of  mouth,  blurred  vision, 
constipation,  nausea,  vomiting,  diarrhea,  nasal 
stuffiness,  and  pallor.  Endocrine  System— 
Galactorrhea,  breast  engorgement,  amenorrhea, 
inhibition  of  ejaculation,  and  peripheral  edema. 

Skin— Dermatitis  and  skin  eruptions  of  the  urticarial 
type,  photosensitivity.  Cardiovascular  System- 
Changes  in  the  terminal  portion  of  the 
electrocardiogram  have  been  observed  in  some 
patients  receiving  the  phenothiazine  tranquilizers, 
including  Mellaril  (thioridazine  hydrochloride). 

While  there  is  no  evidence  at  present  that  these 
changes  are  in  any  way  precursors  of  any  significant 
disturbance  of  cardiac  rhythm,  several  sudden  and 
unexpected  deaths  apparently  due  to  cardiac  arrest 
have  occurred  in  patients  previously  showing 
electrocardiographic  changes.  The  use  of  periodic 
electrocardiograms  has  been  proposed  but  would 
appear  to  be  of  questionable  value  as  a predictive 
device.  Other— A single  case  described  as 
parotid  swelling. 

Mellaril 

(Thioridazine  HCl) 

25  mg.t.i.d. 

for  moderate  to  severe  anxiety 
and  mixed  anxiety-depression 

A 

SANDOZ  SANDOZ  PHARMACEUTICALS,  HANOVER,  N.  J.  e8-i69 


...now  fast  relief  of  hay  fever  symptoms  with 

NTZ' 


When  pollens  fly,  just  one  or  two  squirts  of  nTz  in 
each  nostril,  followed  in  a few  minutes  by  a second 
spraying,  shrink  swollen  nasal  passages  almost  on 
contact.  And  breathing  comfort  follows.  The  anti- 
histamine component  of  nTz  helps  combat  the  al- 
lergic reaction  and  lessen  rhinorrhea,  sneezing  and 
itching;  its  antiseptic  wetting  agent  promotes  rapid 
spread  of  components. 


Nasol  Sproy 


nasal  spray 


nTz  Nasal  Spray  affords  the  well-known  benefits  of 
Neo-Synephrine®  in  a carefully  balanced  formula 
which  includes; 


^^//r^rop\ 


Neo-Synephrine®  (brand  of  phenylephrine)  HC 
0.5%  (adult  strength),  decongestant 
Thenfadil®  (brand  of  thenyidiamine)  HCI,  0.1% 
antihistamine 

Zephiran®  (brand  of  benzalkonium  as  chloride,  re 
fined)  Cl,  1:5000,  antiseptic  wetting  agent 
Treatments  with  nTz  should  be  repeated  every  thre 
or  four  hours  as  needed.  nTz  is  for  temporary  relie 
of  nasal  symptoms  and  overdosage  should  b 
avoided.  Available  in  squeeze  bottles  of  20  ml.  ani 
1 oz.  bottles  with  dropper. 

Winthrop  Laboratories,  New  York,  N.Y.  10016  d2. 


When  it’s  more  than  a bad  cold 


your  patient  can  feel  better 
while  she’s  getting  better 


Achrocidih 

Tetracycline  HCI— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HCI  125  mg.;  Phenacetin  120  mg.; 
Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  citrate  25  mg. 


In  tetracycline-sensitive  bacterial  infection  complicating  respiratory  allergy,  ACHROCIDIN 
brings  the  treatment  together  in  a single  prescription— prompt  relief  of  headache  and  conges- 
tion together  with  effective  control  of  the  organisms  frequently  responsible  for  complications 
leading  to  prolonged  disability  in  the  susceptible  patient. 

For  children  and  elderly  patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each 
5 cc  contains:  ACHROMYCIN  (Tetracycline)  equivalent  to  Tetracycline  HCI  125  mg.;  Phen- 
acetin 120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Contraindications:  Hypersensitivity  to  any  compo- 
nent. 

Warning:  In  renal  impairment,  since  liver  toxicity  is 
possible,  lower  doses  are  indicated;  during  prolonged 
therapy  consider  serum  level  determinations.  Photo- 
dynamic reaction  to  sunlight  may  occur  in  hyper- 
sensitive persons.  Photosensitive  individuals  should 
avoid  exposure;  discontinue  treatment  if  skin  dis- 
comfort occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gastric  dis- 
tress can  occur.  In  excessive  drowsiness,  consider 
longer  dosage  intervals.  Persons  on  full  dosage 
should  not  operate  vehicles.  Nonsusceptible  organ- 
isms may  overgrow;  treat  superinfection  appropri- 
ately. Treat  beta-hemolytic  streptococcal  infections 
at  least  10  days  to  help  prevent  rheumatic  fever  or 
acute  glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue  and 


may  cause  dental  staining  during  tooth  development 
(last  half  of  pregnancy,  neonatal  period,  infancy, 
early  childhood). 

Adverse  Reactions:  Gastrointestinal— anorexia,  nau- 
sea, vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  — maculopapular  and 
erythematous  rashes;  exfoliative  dermatitis;  photo- 
sensitivity; onycholysis,  nail  discoloration.  Kidney 
-dose-related  rise  in  BUN.  Hypersensitivity  reac- 
tions—urticaria,  angioneurotic  edema,  anaphylaxis. 
Intracranial— huiging  fontanels  in  young  infants. 
7'cc//)— yellow-brown  staining;  enamel  hypoplasia. 
B/oot/— anemia,  thrombocytopenic  purpura,  neutro- 
penia, eosinophilia.  L/ver— cholestasis  at  high  dosage. 

Upon  adverse  reaction,  stop  medication  and  treat 
appropriately. 


927-B 


now 
she  can 

cope*** 


thanks  to 


SODIUM® 

{SODIOM  BUIABARBIIALI 


the  ^^daytime  sedative’’  for 
everyday  situational  stress 

When  stress  is  situational — environmental  pressure, 
worry  over  illness — the  treatment  often  calls  for  an 
anxiety-allaying  agent  which  has  a prompt  and 
predictable  calming  action  and  is  remarkably  well 
tolerated.  Butisol  Sodium  (sodium  butabarhital) 
meets  this  therapeutic  need. 

After  30  years  of  clinical  use  . . . still  a first  choice 
among  many  physicians  for  dependability,  safety  and 
economy  in  mild  to  moderate  anxiety. 
Contraindications:  Porphyria  or  sensitivity  to 
barbiturates. 

Precautions:  Exercise  caution  in  moderate  to  severe 
hepatic  disease.  Elderly  or  debilitated  patients  may 
react  with  marked  excitement  or  depression. 

Adverse  Reactions:  Drowsiness  at  daytime  sedative 
dose  levels,  skin  rashes,  “hangover”  and  systemic 
disturbances  are  seldom  seen. 

Warning:  May  be  habit  forming. 

Usual  Adult  Dosage:  As  a daytime  sedative, 

15  mg.  (H  gr.)  to  30  mg.  CA  gr-)  t.i.d.  or  q.i.d. 

Available  for  daytime  sedation:  Tablets,  15  mg.  pA  gr.), 

30  mg.  pA  gr.);  Elixir,  30  mg.  per  5 cc.  (alcohol  7%). 
BUTICAPS®  [Capsules  Butisol  Sodium  (sodium  butabarbital)] 
15  mg.  iyi,  gr.),  30  mg.  gr.). 

McNEIl ) 


McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa, 


.just  what  the  doctor  ordered 

with  theTubex  Closed  Injection  System. 


Injections  with  the  Tubex  system  are  as 
easy  as  1,  2,  3, 

1.  Select— from  an  extensive  variety  of  prefilled  Tubex 
sterile  cartridge-needle  units.*  No  multi-dose  vials  to 
bother  with;  no  unlabeled  syringes  to  cause  confusion. 

2.  Inject— with  a minimum  of  pain.  Thanks  to  the 
single-use,  stainless-steel  needle  that’s  both  ultra- 
sharpened  and  siliconized.  Aspirate  simply  and 
conveniently. 

3.  Throw  away— empty  cartridge-needle  unit.  Never 
used  again,  it  can’t  transmit  infection.  And  there’s 
no  clean-up  job. 

*For  injectables  not  yet  in  the  ever-expanding  prefilled  Tubex 
line,  empty  sterile  cartridge-needle  units  are  available. 


TUBEX® 

Closed  Injection  System 
Hypodermic  Syringe 
Sterile  Cartridge-Needle  Unit 


TM 


Wyeth  Laboratories  Philadelphia,  Pa. 


One  of  these  disposables  comes  prefilled. 

Its  unit  dose  - in  non  reactive  glass 
cartridge  - is  premeasured. 

The  cartridge  is  clearly  labeled: 
drug  name,  strength,  control  number. 

Even  expiration  date  where  appropriate. 

You're  more  confident  that  the  patient  gets. . . 


ACHROMYCIN*  V 

TETRACYCLINE  HCl 

481D-9 


BlueCross  / FAMILY  HOME  WITH  PROFESSIONAL  CARE  Physiotherapy 

Affi'afon  Lhzabeth  Manor  Nursing  Home  Department 

STRICTLY  KOSHER  New  Building  Just  Completed 

- AN  IDEAL  HOME  FOR  CHRONICS,  CONVALESCENTS,  AGED  - 

Licensed  by  the  Full  Cooperation  with  Patient’s  Own  Doctor  Member  of  New  Jersey  and 

State  of  N.  J.  WF,  INVITE  YOUR  INSPECTION  American  Nursing  Home  Associations 

1048  GROVE  STREET,  ELIZABETH,  N.  J.  EL  4-0002 

Accredited  by  Joint  Commission  on  Accreditions  of  Hospitals 


Call  or  visit  us  for  details 


414%  on  Regular  or  6%  " 
on  Investment  Bonus 
Savings  Accounts 


MAIN  OFFICE  - Main  and  Day  St.  ESSEX  DRIVE-IN  OFFICE  - So.  Essex  Ave.  at  Henry  St. 

Member  F.D.I.C. 
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Her  urinary  tract  infection  reveals  itself  through  pain  and  discomfort. 


While  the  pain  and  discomfort  of  a G.U.  infection 
are  anything  but  pleasant,  the  patient  may  be 
luckier  than  she  realizes.  That  burning  sensation 
(and/or  frequency,  urgency,  dysuria)  is  a usually 
reliable  sign  of  a urinary  tract  infection.  And  it's 
her  good  fortune  that  her  infection  won’t  go  un- 
detected... or  untreated. 

Azo  Gantanol®  therapy  usually  provides  anal- 
gesic action  within  one-half  hour,  while  control 
of  the  infection  begins  within  two  hours.  Azo,  a 
specific  urinary  analgesic,  soothes  inflamed  mu- 
cosa to  give  symptomatic  relief.  At  the  same  time, 
the  antibacterial  component,  Gantanol  (sulfa- 


methoxazole), achieves  therapeutic  levels  in  the 
blood  and  urine,  with  diffusion  into  interstitial 
fluids.  Azo  Gantanol  — a good  choice  when  uri- 
nary tract  infection  reveals  itself  through  symp- 
tomatic distress. 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  ap- 
pears on  opposite  page. 

Azo  Gantanol 

(Each  tablet  contains  0.5  Gm  sulfamethoxazole  and  100 
phenazopyridine  HCl.) 


Azo  for  the  pain 
Gantanol* 

(sulfamethoxazole) 

for  the  pathogens 

Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Urinary  tract  infections 
with  associated  pain  or  discomfort 
when  due  to  susceptible  organisms; 
prophyiactically  in  urologic  surgery, 
catheterization  and  instrumentation. 
Contraindicated  in  sulfonamide-sen- 
sitive patients,  pregnant  females  at 
term,  premature  Infants,  newborn  in- 
fants during  the  first  three  months  of 
life,  glomerular  nephritis,  severe  hep- 
atitis, uremia  and  pyelonephritis  of 
pregnancy  with  gastrointestinal  dis- 
turbances. 

Warnings:  Use  only  after  critical  ap- 
praisal in  patients  with  liver  damage, 
renal  damage,  urinary  obstruction  or 
blood  dyscrasias.  If  toxic  or  hypersen- 
sitivity reactions  or  blood  dyscrasias 
occur,  discontinue  therapy.  In  closely 
intermittent  or  prolonged  therapy, 
blood  counts  and  liver  and  kidney 
function  tests  should  be  performed. 
Precautions:  Observe  usual  sulfona- 
mide therapy  precautions  including 
maintenance  of  an  adequate  fluid  in- 
take. Use  with  caution  in  patients  with 
histories  of  allergies  and/or  asthma. 
Patients  with  impaired  renal  function 
should  be  followed  closely  since  renal 
impairment  may  cause  excessive  drug 
accumulation.  Occasional  failures 
may  occur  due  to  resistant  microorga- 
nisms. Not  effective  in  virus  and  rick- 
ettsial infections. 

Adverse  Reactions:  Headache,  nau- 
sea, vomiting,  urticaria,  diarrhea,  hep- 
atitis, pancreatitis,  blood  dyscrasias, 
neuropathy,  drug  fever,  skin  rash, 
Stevens-Johnson  syndrome,  injection 
of  the  conjunctiva  and  sclera,  pete- 
chlae,  purpura,  hematuria  or  crystal- 
luria  may  occur,  in  which  case  the 
dosage  should  be  decreased  or  the 
drug  withdrawn. 

Dosage:  Adults— 4 tablets  initially, 
then  2 tablets  morning  and  evening. 
How  Supplied:  Tablets,  bottles  of  50. 


Roche 

UXBORATORIES 


Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 
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There  are  no  medals  for 
loneliness. 


There  are  medals  for  heroism.  Valor. 
Bravery.  And  for  distinguished  service. 

But  there  are  no  medals  for  lone- 
liness. 

That’s  why  the  USO  is  there. 

It’s  a nice,  clean,  well-lighted  place 
that  our  3Vz  million  young  servicemen 
and  women  around  the  world  need. 
And  the  USO  is  everywhere.  From 
Alaska  to  the  jungles.  From  big  posts 
to  the  boondocks. 


Sometimes  it’s  just  a warm  place 
where  people  can  meet,  relax,  write 
letters  or  tape-record  letters  home. 

Sometimes  it’s  help  for  a young 
family  looking  for  a place  to  live.  A 
touring  show  and  a few  laughs.  Tick- 
ets to  this  or  that.  Most  of  all,  it’s 
people  who  are  concerned. 

But  the  USO  needs  your  help.  It 
gets  no  government  funds.  It  depends 
entirely  on  your  gifts  to  the  United 


Fund,  Community  Chest  or  local  US( 
campaign. 

Remember,  that  can  be  a lonel; 
world  out  there.  So  we’re  asking.  An( 
hoping. 

Please  give. 

Our  servicemen 
give  more. 

'W: 
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Advertising  contributed  for  the  public  , 


FAIR  OAKS  HOSPITAL 

Summit,  New  Jersey 
201-277-0143 


Intensive  Treatment  Mental  Health  Center 
and  24  Bed  Adolescent  Unit 


Oscar  Rozett,  M.D.,  Medical  Director  Granville  L.  Jones,  M.D.,  Clinical  Director 

Felix  A.  Ucko,  M.D.,  Director,  Adolescent  Unit  Mollie  Kennedy,  R.N.,  Director,  Nursing  Service 

Thomas  P.  Prout,  Jr.,  Administrator 


Approved  by  The  Joint  Commission  on  Accreditation  of  Hospitals 


TEMPLE  UNIVERSITY  HEALTH  SCIENCES  CENTER 

presents  the 

13th  Annual  Postgraduate  Course,  Recent  Advances  in  Medicine, 
on  8 consecutive  Wednesdays  from  Oct.  15th  to  Dec.  3rd,  1969,  from  11:00  a.m.  to  4:00  p.m. 

Aims  of  Course:  Problems  in  Clinical  Practice 

Methods:  Grand  Rounds,  Clinics,  Case  Discussions,  Office  Procedures,  Lectures  and 
Panel  Discussions,  all  \with  audience  participation. 

Faculty:  Members  of  the  Department  of  Medicine  and  other  selected  Departments 
of  Temple  University  Health  Sciences  Center:  guest  faculty: 

Dr.  J.  Willis  Hurst,  Emory  University 

Dr.  David  Kipnis,  Washington  University,  St.  Louis 

Dr.  Kurt  Isselbacher,  Harvard  Medical  School,  Massachusetts  General  Hospital 

Dr.  David  P.  Lauler,  Harvard  Medical  School,  Peter  Bent  Brigham  Hospital 

A.A.G.P.  Credit  requested. 

For  Further  Information  and  Curriculum 

Department  of  Medicine,  Temple  University  Health  Sciences  Center 
3400  N.  Broad  Street,  Philadelphia,  Pennsylvania  19140 
Sol  Sherry,  M.D.,  Chairman,  Department  of  Medicine  Albert  J.  Finestone,  M.D.,  Director  of  Course 
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WANTED 

Full-time  physician  to  do  general  medi- 
cine and  minor  surgery  in  jNeuro-Psychiat- 
ric  Institute.  Interesting  position  in  pleas- 
ant area.  Salary  up  to  $18,622,  depending 
upon  licensure,  training  and  experience. 
\^'rite:  Director,  Medical-Surgical  Sec- 
tion. N.  J.  Neuro-Psychiatric  Institute, 
Box  1000,  Princeton,  N.  J.  08540. 


STAFF  PSYCHIATRISTS 
— STAFF  PHYSICIANS 

MODERN  PSYCHIATRIC  complex  near  Phila- 
delphia-New York  area  with  interdisciplinary 
approach  to  patient  services  and  decentralized 
organization.  Annual  salary  to  $23,800  de- 
pending upon  qualifications.  Excellent  low 
cost  staff  housing  and  full  range  of  benefits. 
Fully  approved  residence  training  program  in 
psychiatry. 

Write  |ohn  R.  K.  Smith,  M.D.,  Medical  Direc- 
tor, Ancora  Hospital,  Hammonton,  New  Jersey 
08037 


EMERGENCY 

ROOM 

PHYSICIANS 

Excellent  opportunity:  must  be  li- 
censed in  State  of  N.J.,  or  eligible  for 
license  in  N.J.;  to  join  in  physicians’  group 
panel  to  staff  Emergency  Dept.,  400-bed 
general  hospital  with  new  and  enlarged 
area  and  facilities  under  construction. 
Physicians  shall  bill  for  services  rendered 
with  the  hospital  doing  the  paper  work. 
Minimum  guaranteed  income  of  $35,000 
per  year.  All  income  from  physician’s  fees 
over  and  above  $35,000  shall  be  divided 
equally  among  panel  physicians.  Fast 
growing  community,  over  30,000  cases 
per  year  and  constantly  growing.  Excellent 
opportunity  awaits  for  qualified  physicians. 
Apply  DOVER  GENERAL  HOSPITAL,  Jardine 
St.,  Dover,  N.J.  07801,  attention  John 
Tyler,  M.D.,  Chief  of  Panel  Physicians, 
and/or  C.  T.  Barker,  Hospital  Director. 


Professional  Offices 

directly  across  from 

Point  Pleasant  Hospital 
in  Point  Pleasant,  N.  J. 

Rapidly  growing  Central  Jersey  Shore  Area 
2 Units  Remaining  Ready  for  occupancy  July  ’69 

Will  customize  to  suit — Suitable  for  all  specialties 

For  further  information  call  (201)  477-4312 
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CLASSIFIED  ADVERTISEMENTS 


MEDICAL  DIRECTOR— Full  time,  experienced,  wanted  for 
a small  hospital  in  an  attracti\e  area  of  northern  New 
Jersey.  Board  certification  desirable.  Salary  negotiable. 
IMease  submit  resume  in  first  letter.  Write  Box  No.  HO, 
c/o  T HE  JOURNAL. 

PEDIATRICIAN— North  Jersey  college  town  of  20.000— To 
join  staff  in  full  service  private  clinic— up  to  .S.SO.OOO 
first  year.  'Write  Box  No.  138,  c,o  THE  JOl’RN.M,. 

GENERAL  PRACTITIONER— Join  group,  Bridgeton.  Per- 
centage, S20,000-.'i525,000  guaranteed  minimum  first  year. 
New  spacious  office  building;  12.')  bed  hospital.  Tele- 
phone (509-455-1062;  or  write  Box  No.  141,  c o THE 
JOURNAL. 

LICENSED  PHYSICIAN— For  emergency  calls  and  in  pri- 
vate practice  clinic  at  night  and  Sunday.  Salary  plus 
house— 30  minutes  from  Newark.  4Vrite  Box  No.  139, 
c o T HE  JOURNAL. 

NEEDED— f-icensed  physician  to  examine  donors  in 
blood  banks,  Newark  or  Hoboken.  fVrite;  Community 
Blood  Bank,  20  Hudson  Place,  Hoboken,  New  Jersey 
07030  or  photie  201 -OL9-2963. 

PRACTICE  AVAILABLE— 5 room  office  fully  equipped,  loca- 
tion excellent.  Excellent  opportunity  for  family  phy- 
sician or  specialist,  may  accommodate  two.  5 hospitals 
serving  area.  .Arrangements  negotiable.  Afrs.  Helen 
Kolbay.  181  .Ambov  .Avenue,  Aletuchen,  New  Jersey 
08840.  Call  201 -.549-2172  after  4 P.M. 


SURGICAL-GENERAL  PRACTICE-In  Northern  New  Jersey 
for  sale.  Write  Box  No.  136,  c o THE  JOURNAI.. 


FOR  SALE— FuHv  equipped  office  and  residence  deceased 
ph  ysician.  Separate  entrances.  Excellent  corner,  beach 
block  location.  Ventnor,  New  Jersey.  Phone  609-823- 
.3063  or  write  Box  No.  134,  c/o  THE  JOURNAL. 


FOR  SALE  OR  RENT— MiHburn,  New  Jersey.  Suite  of  4 
rooms.  Fully  equipped  including  Candnidge  Electro- 
graph machine,  short  wave  diathermy,  air  cotiditioners, 
etc.  Excellent  location.  Call  539-3207. 

RENT— South  Jersey,  modern  office  in  established  profes- 
sional location.  Ideally  suited  for  medicine  or  dentistry. 
Community  in  dire  need  of  both.  Minutes  from  Phila- 
delphia. Write  Box  No.  135,  c o THF5  JOURN.M.. 

PROFESSIONAL  SPACE— Rinnelon  Medical  Center  in  a 
well  populated  and  rapidly  growing  area  of  northern 
Morris  County.  Needs  obstetrician,  pediatrician,  gen- 
eralist. Completely  furnished,  six  months  free  rent. 
Heleti  L.  Miller,  Sf.D.,  Kinnclon  Medical  Center.  Kiel 
.Avenue,  Rinnelon,  New  Jersey,  07405.  (201)  838-0188. 

OFFICE— Roselle  Park.  Excellent  location  for  general  or 
spccialv  practice.  Near  Parkway,  bus  lines,  main 
thoroughfares.  No  alterations  necessarv.  .Adjoining 
building  will  be  occupied  bv  established  pediatric 
dentist.  I.ate  summer  occupancy.  Walter  Schwartz. 
D.1).,S.,  14  C\’estfield  .Aventte,  F.ast,  Roselle  Park,  New 
Jersey  07204. 

OFFICE  SPACE— Freehold  Borough,  Countv  scat,  center 
of  fast  growing  TVestern  Monmouth  Countv.  New. 
tnodern.  all  electric  office  building,  40,000  square  feet, 
ready  for  individual  offices  summer  1969.  Build  to  sitit; 
rcasotiable  terms.  Contact:  Maker  Corporation  201-4(52- 
8003. 


HAS  DRINKING  BECOME  A PROBLEM-lf  alcohol  in  any 
way  interferes  with  your  work,  health,  or  family  rela- 
tions, you  may  need  our  help.  The  Medical  Profes- 
sional Group  of  .Alcoholics  .Anonymous  meets  e\cry 
Friday  in  North  Central  New  Jersey.  Our  aim  is  to 
help  the  alcoholic  physician  or  dentist  athiexe  and 
maintain  .sobriety.  .Anonsniity  preseryed.  Call  (code 
201)  242-1515. 


Information  for  Advertisers — RATES:  $5.00  per  insertion  up  to  25  words;  10  cents  each  additional  word.  Payable  in 
adyance.  WORD  COUNT:  Count  as  one  word  all  single  words,  two  initials  of  a name,  each  abbreviation,  isolated 
numbers,  groups  of  numbers,  hyphenated  words.  Count  tiaine  and  address  as  five  words,  telephone  number  as  one 
word,  and  “AVrite  Box  No.  000,  c o THE  JOURNAL”  as  six  words.  COPY  DEADLINE:  Thirteenth  of  preceding  month. 


OBSERVATION  and  DIAGNOSIS 
of  the  Exceptional  Child 

Initial  3-mo.  resident  program  for  evaluation 
of  child’s  mental  & emotional  condition.  Multi- 
disciplinary staff  outlines  plan  for  maximum 
development.  Medical  studies,  electroence- 
phalographic  & neurological  exams,  psychiatric, 
psychological,  speech  & hearing  tests,  diag- 
nostic therapy.  Also  year-around  program.  All 
facilities  for  treatment  & training. 

Write  Registrar,  Box  2 

THE  TRAINING  SCHOOL  UNIT 
American  Institute  for  Mental  Studies  (AIMS) 
Vineland,  New  Jersey 


EMERGENCY  ROOM 
GROUP  PRACTICE 

300  bed  general  hospital;  New  Jersey  license 
required;  fee-for-service  plan;  over  $130,- 
000.00  guaranteed  annual  income  to  estab- 
lish emergency  room  group;  minimum  $32,- 
760.00  per  man  for  42  hour  week.  Contact 
William  R.  Merritt  or  Dr.  Mario  L.  Zingarini 

HELENE  FULD  HOSPITAL 

750  Brunswick  Avenue 
Trenton,  New  Jersey  08607 
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POSTGRADUATE  COURSE  FOR  PHYSICIANS 

RECENT  ADVANCES  IN  INTERNAL 
MEDICINE  AND  THERAPEUTICS 

(Fourteenth  Series) 

sponsored  by 

The  New  Jersey  State  and  Middlesex  County  Chapters  of  the  Amer- 
ican Academy  of  General  Practice,  the  Academy  of  Medicine  of 
New  Jersey,  and  Middlesex  General  Hospital. 

Meeting  Place:  Auditorium,  Middlesex  General  Hospital,  180  Somerset 
Street,  New  Brunswick.  New  Jersey 

Time:  Wednesdays,  9 to  11  A.M.  starting  September  24,  1969 

Beginning  this  September  and  ending  the  last  Wednesday  in  May  1970,  the 
Fourteenth  Postgraduate  Course  “Recent  Advances  in  Internal  Medicine 
and  Therapeutics”  will  be  given  at  Middlesex  General  Hospital  in  New 
Brunswick.  As  in  previous  years,  the  Course  is  designed  to  provide  clear 
and  concise  reviews  of  important  new  advances  in  aspects  of  internal  medi- 
cine which  are  of  practical  interest  to  internists  and  general  practitioners. 
The  Course  provides  university  credit  toward  meeting  the  requirements  of 
the  AAGP  (totaling  68  points  for  the  34  sessions). 

All  34  of  the  two-hour  sessions  are  conducted  by  outstanding  physicians  of 
the  medical  faculties  of  New  York,  Philadelphia,  Boston  and  other  metro- 
politan centers.  During  the  sessions  opportunity  is  given  to  discuss  with 
the  speakers  aspects  of  clinical  problems  which  arise  in  the  care  of  indivi- 
dual patients.  The  notes  of  the  lectures  are  transcribed  and  distributed  to 
the  participants  in  the  Course  for  permanent  filing. 

The  1969-1970  Course  will  be  divided  into  sections  dealing  chiefly  with 
Cardiology,  Hematology,  Gastroenterology,  and  Dermatology.  Emphasis 
will  be  laid  upon  practical  diagnostic  and  therapeutic  aspects  as  well  as  on 
the  liasic  physiologic  background  of  the  conditions  discussed. 

The  opening  session  is  set  for  Wednesdav.  September  24,  1969.  IF  YOU 
ARE  INTERESTED  IN  ENROLLING  AND  HAVE  NOT  RECEIVED  AN 
APPLICATION  FORM,  IT  IS  IMPORTANT  THAT  YOU  WRITE  IM- 
MEDIATELY TO  THE  CHAIRMAN  OE  THE  COURSE,  DR.  S.  E.  MOOL- 
TEN,  MIDDLESEX  GENERAL  HOSPITAL,  NEW  BRUNSWICK,  N.J. 
The  fee  for  the  entire  Course  (34  sessions)  is  $125  (for  members  of  either 
Academy  the  fee  is  $110;  for  interns  and  residents  $35). 

THE  ACADEMY  OF  MEDICINE  OF  NEW  JERSEY 
ROBERT  H.  ARESON,  M.D.,  President 

Date:  July  1,  1969 
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^ — FAa  a LEGEND 


WAS  A MILITARY  OFFENSE! 

OVERWEIGHT  ROMAN  HORSEMEN  WERE  MADE  TO 
FORFEIT  THEIR  MOUNTS  AND  BECOME  FOOT  SOLDIERS! 


THE 

COST  OF 

AM  BAR 
EXTENTABS 

IS  APPROXIMATELY  ONE 
HALF  THAT  OF  OTHER  LEAD- 
ING APPETITE  SUPPRESSANTS 

AN  IMPORTANT  FACTOR 
IN  LONG  TERM  THERAPY 


:ONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


A]vn>  ap#7 

Dne  Ambar  Extentab  before  breakfast  can  / m 1 T ■ M B/m  Mm.  mN 
lelp  control  most  patients’  appetite  for  up  I " I i’  I ^ A D Q! 

o 12  hours.  Methamphetamine,  the  appe-  J— /^V  X J— /iN  X/yJJ 
ite  suppressant,  gently  elevates  mood  and 


BRIEF  SUMMARY/Indications:  Ambar 
® suppresses  appetite  and  helps  offset  emo- 
tional reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 


methamphetamine  HCl  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 

cips  overcome  dieting  frustrations.  Pheno-  (Warning;  may  be  habit  forming).  sympathomimetics;  patients  with  advanced 

arbital,  the  sedative  in  Ambar,  controls  irritability  and 
nxiety. ..  helps  maintain  a state  of  mental  calm  and  equa- 
imity.  Both  work  together  to  ease  the  tensions  that  erode 
le  willpower  during  periods  of  dieting, 
dso  available:  Ambar  #1  Extentabs®— methamphetamine 
ydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Wam- 
ig:  may  be  habit  forming). 


renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a h.  robins  company,  H'l^OBINS 


A H.  ROBINS  COMPANY, 
RICHMOND.  VA  23220 


from  the  discord  of  anxiety... 

I R O A n y 

, r ,•  • ras3 

with  the  aid  ot  antianxie^ty 

Librium®  ° - ^ 

(chlordiazepoxide 

HCI) 

5-mg,  1 0-mg 
and  25-mg  capsules 

In  an  age  of  swift  change  and 
challenge,  susceptible  individuals 
may  experience  varying  degrees 
of  excessive  anxiety.  The  resulting 
emotional  stress  may  precipitate 
significant  functional  disorders  or 
complicate  existing  organic  dis- 
ease. In  properly  individualized 
maintenance  dosage,  Librium 
(chlordiazepoxide  HCI)  quickly 
helps  relieve  anxiety  and  appre- 
hension, provides  useful  adjunc- 
tive therapy  in  psychophysiologic 
disorders— yet  seldom  impairs 
mental  acuity  or  ability  to  func- 
tion. Librium  has  demonstrated  a 
wide  margin  of  safety  in  short- 
and  long-term  therapy. 

Also  available: 

Libritabs® 

(chlordiazepoxide) 


to  emotional  harmony 


HPKDCME 

& 

Roche 

L0.BORATORIES 

Division  of  Hoffmann-La  Roche  Inc. 
Nullev.  New  Jersey  07110 


Before  prescribing,  please  consult  complete  product  information,  a 
summary  of  which  follows: 

Indications:  Indicated  when  anxiety,  tension  and  apprehension  are 
significant  components  of  the  clinical  profile. 

Contraindications:  Patients  with  known  hypersensitivity  to  the  drug. 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  I 
and  other  CNS  depressants.  As  with  all  CNS-acting  drugs,  caution  patienti 
against  hazardous  occupations  requiring  complete  mental  alertness  (e.g.,f 
operating  machinery,  driving).  Though  physical  and  psychological  de- 
pendence have  rarely  been  reparted  on  recommended  doses,  use  caution 
administering  to  addiction-prone  individuals  or  those  who  might  increasel 
dosage;  withdrawal  symptoms  (including  convulsions),  following  discon- 1 
tinuation  of  the  drug  and  similar  to  those  seen  with  barbiturates,  have 
been  reparted.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women 
of  childbearing  age  requires  that  its  potential  benefits  be  weighed  againj 
its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated,  and  in  children  over  six,  limit  1 
smallest  effective  dosage  (initially  10  mg  or  less  per  day)  to  preclude  ata( 
or  oversedation,  increasing  gradually  as  needed  and  tolerated.  Not 
recommended  in  children  under  six.  Though  generally  not  recommended 
combination  therapy  with  other  psychotropics  seems  indicated,  carefully  I 
consider  individual  pharmacologic  effects,  particularly  in  use  af  potential 
drugs  such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or  hepatic  function.  Paradoxical 
reactions  (e.g.,  excitement,  stimulation  and  acute  rage)  have  been 
reported  in  psychiatric  patients  and  hyperactive  aggressive  children.  Emf 
usual  precautions  in  treatment  of  anxiety  states  with  evidence  of  impencl 
ing  depression;  suicidal  tendencies  may  be  present  and  protective  meosul 
necessary.  Variable  effects  on  blood  coagulation  hove  been  reported  verl 
rarely  in  patients  receiving  the  drug  and  oral  anticoagulants;  causal  relol 
tionship  has  not  been  established  clinically. 

Adverse  Reactions:  Drawsiness,  ataxia  and  confusion  may  occur,  especiol 
in  the  elderly  and  debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally  observed  at  the  lov.| 
dosage  ranges.  In  a few  instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  eruptions,  edema,  minor  menstru 
irregularities,  nausea  and  constipation,  extrapyramidal  symptoms,  increl 
and  decreased  libido— all  infrequent  and  generally  controlled  with  dosol 
reduction;  changes  in  EEG  patterns  (low-voltage  fast  activity)  may  appecf 
during  and  after  treatment;  blood  dyscrasias  (including  agranulocytosis)! 
jaundice  and  hepatic  dysfunction  have  been  reported  occasionally,  makf 
periadic  blood  counts  and  liver  function  tests  advisable  during  protractej 
therapy. 
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THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 

Endorsed  Insurance  Plans 

ACCIDENT  AND  HEALTH  INSURANCE 

$1,200  a month  maxinunii  BASIC  total  disability  benefit. 

Accident:  from  1st  day,  up  to  5 years  (Partial  Accident 
Disability,  half  benefit  up  to  six  monthsj 

PLUS  Sickness:  from  8th  day,  up  to  2 years 

Accident:  may  be  EXTENDED  to  Lifetime 
^ Sickness:  may  be  EXTENDED  to  7 years 

$1,000  a month  maximum  NEW  LONG-TERM  PLAN. 

Payable  up  to  Lifetime  for  accident  — Age  65  for  sickness 
Choice  of  waiting  periods: 

Benefits  may  begin  on  1st,  15th,  31st,  61st  or  91st  day. 

★ ★ ★ 

LIFE  INSURANCE 

$10,000  to  $100,000  of  Convertible  Term  Life  Insurance. 

(Guaranteed  exchangeable  at  any  time  into  Permanent  Cash 
Value  life  insurance  without  medical  examination) 

★ ★ ★ 

MAJOR  EXPENSE  INSURANCE 

$15,000  maximum  for  Covered  Expenses  as  stated  in  the  policy  for  e;ich 
accident  or  sickness,  covering  member,  spouse,  and  eligible 
children.  $500  deductible,  20%  co-insurance.  I Physicians’  and 
surgeons’  fees  are  not  a Covered  Expense.) 

★ ★ ★ 

SIX  POINT,  HIGH-LIMIT  ACCIDENT  INSURANCE 

$200,000  maximum  for  member,  covering  accidental  death,  dismember- 
ment, loss  of  sight,  total  and  permanent  disability,  exposure 
and  disappearance. 

$100,000  maximum  for  spouse  (witbont  disability  benefit). 


APPLICATIONS  CONSIDERED  AT  ANY  TIME 

Applications  are  subject  to  age  limits  and  other  company  rules  and  regulations  for 
acceptance  of  risks.  New  members  have  special  privileges  during  the  first  few 
months  of  membership;  ask  for  specific  details  if  you  were  recently  elected  or  have 
applied  for  membership. 


Information  and  claim  service  are  as  close  as  your  telephone. 

E.  & W.  BLANKSTEEN 
E.  & W.  Blanksteen  Agency,  Inc. 

75  MONTGOMERY  STREET  JERSEY  CITY,  NEW  JERSEY  07302 

(201)  DEIaware  3-4340 


HW&D  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 

IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA  AND  SELECTED  CASES  OF 
PREMATURE  LABOR  AND  2ND  AND  3RD  TRIMESTER  THREATENED  ABORTION 


LUTREXIN,  the  non-steroid  “uterine 
relaxing  factor”  has  been  found  to  be  useful 
by  many  clinicians  in  controlling  abnormal 
uterine  activity. 

Literature  on  indications  and  dosage  avail- 
able on  request. 


■ No  side  effects  have  been  reported,  even 
when  massive  doses  (25  tablets  per  day) 
were  administered. 

■ Supplied  in  bottles  of  twenty-five  3,000 
unit  tablets. 


< In  vivo  measurement  of  Lutrexin  on  contracting 
uterine  muscle  of  the  guinea  pig.) 


HYNSON,  WESTCOTT  & DUNNING,  INC.  Baltimore,  Maryland  21201 
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When  he  needs  an  a^tihiotic 
he  may  he  a candidate  for 


DECLOSTATIN'300 

Demelh])lchlorlelrat'>olincH€l  300  mg  t|  ^ 

and  .Nyslatin  500.000  units  -■  ^->1 

CAPSLLE-SHAPED  TABLETS  Lederle  U • J.  • Li  • 


Po  guard  susceptible  patients  against  intestinal  inonilial  over- 
;rowth  during  broad-spectrum  therapy —the  protection  of 
lystatin  is  combined  with  demethylchlortetracycline  in 
)ECLOSTATIN. 

For  your  susceptible  candidates,  prescribe  DECLOSTATIN 
-the  broad-spectriim  therapy  that  prevents  monilial 
•vergrowth. 

Effectiveness:  Because  its  antibacterial  component  is  DECLOMYCIN 
iemethylclilortetracycline,  DECLOSTATIN  should  be  equally  or  more 
ffective  therapeutically  than  other  tetracyclines  in  infections  caused  by 
ftracycline-sensitive  organisms.  The  antifungal  component.  Nystatin, 
rotects  against  superinfection  by  antibiotic-resistant  fungal  overgrowth 
particularly  monilia)  in  the  intestinal  tract. 

Eontraindication:  History  of  hypersensitivity  to  demethylchlortetracy- 
line  or  nystatin. 

E arning:  In  renal  impairment,  usual  doses  may  lead  to  excessive  accum- 
Jation  and  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
re  indicated,  and,  if  therapy  is  prolonged,  serum  level  determinations 
ray  be  advisable.  A photodynamic  reaction  to  natural  or  artificial  sun- 
ight  has  been  observed.  Small  amounts  of  drug  and  short  exposure  may 
iroduce  an  exaggerated  sunburn  reaction  which  may  range  from  ery- 
liema  to  severe  skin  manifestations.  In  a smaller  proportion,  photo- 
llergic  reactions  have  been  reported.  Patients  should  avoid  direct 
xposure  to  sunlight  and  discontinue  drug  at  the  first  evidence  of  skin 
liscomfort.  Necessary  subsequent  courses  of  treatment  with  tetracy- 
lines  should  be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur.  Con- 
stant observation  is  essential.  If  new  infections  appear,  appropriate 
measures  should  be  taken.  In  infants,  increased  intracranial  pressure 
with  bulging  fontanels  has  been  observed.  All  signs  and  symptoms  have 
disappeared  rapidly  upon  cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system— anorexia,  nausea,  vomiting,  diar- 
rhea, stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin— maculopap- 
ular  and  erythematous  rashes;  a rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  discoloration  of  the 
nails  (rare).  Kidney— rise  in  RUN,  apparently  dose  related.  Transient 
increase  in  urinary  output,  sometimes  accompanied  by  thirst  (rare). 
Hypersensitivity  reactions— urticaria,  angioneurotic  edema,  anaphylaxis. 
Teeth— dental  staining  (yellow-brown)  in  children  of  mothers  given  this 
drug  during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel  hypo- 
plasia has  been  seen  in  a few  children.  If  adverse  reaction  or  idiosyn- 
crasy occurs,  discontinue  medication  and  institute  appropriate  therapy. 
Demethylchlortetracycline  may  form  a stable  calcium  complex  in  any 
bone-forming  tissue  with  no  serious  hannful  effects  reported  thus  far 
in  humans. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Should  be 
given  1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaired 
by  the  concomitant  adminfetration  of  liigh  calcium  content  drugs,  foods  .A 
and  some  dairy  products.  T'reatment  of  streptococcal  infections  should  ^ 
continue  for  10  days,  even  though  symptoms  have  subsided. 

LEDERLE  LABORATORIES 

A Division  of  .American  Cyanamid  Company.  Pearl  River,  New  York 


Call  or  visit  us  for  details 


MAIN  OFFICE  - Main  and  Day  St.  ESSEX  DRIVE-IN  OFFICE  - So.  Essex  Ave.  at  Henry  St. 

Member  F.D.I.C. 

V. J 


The  Medical  Society  of  New  Jersey 

Loss  Control  Program 
ENDORSED  LIABILITY  POLICIES 

Professional  Liability  for  physicians,  partnerships,  hospital  emergency-room  groups,  and 
employed  nurses,  technicians,  or  aides. 

Professional  Premises  Liability  which,  when  placed  with  the  same  company  insuring  pro- 
fessional liability,  eliminates  the  possibility  of  controversy  when  a patient  is  in- 
jured on  the  premises. 

Personal  Catastrophe,  commonly  known  as  Excess  Liability  or  Umbrella  coverage,  with 
protection  of  an  additional  $1,000.00  over  other  insurance  such  as  automobile, 
home,  sports,  personal,  professional  acts,  and  professional  premises  liabilities.  It 
also  covers  uninsured  liabilities,  with  a minimum  deductible  of  $250.00  applying 
only  to  uninsured  liabilities. 

Libel,  Slander,  Defamation  of  Character  coverage  for  officers,  employees,  and  committee 
members  of  medical  societies. 

BROAD  PROTECTION— SECURITY— CONTINUITY  OF  COVERAGE 

Employers  Insurance  of  Wausau  Joseph  A.  Britton 

Underwriter  M.S.N.J.  Official  Broker 

JOSEPH  A.  BRITTON  AGENCY 

15  South  Munn  Avenue,  East  Orange,  New  Jersey  07018  (201)  • 673-3060 
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In  Cen/icitis 

Help  the  healing  process 
with  StomAseptine*  douching 


Helps  flush  away  exudates, 
maintain  internal  cleanliness, 
reduce  odor... reassures  the  patient 

StomAseptine  douching  is  a valuable  adjunct  to 
cervicitis  therapy.  These  gentle,  non-irritating 
internal  irrigations  help  maintain  a clear  field  by 
washing  away  pusand  secretions... relieve 
itching  and  burning... reduce  malodor...and  offer 
the  patient  a refreshing,  reassuring  procedure 
that  can  help  speed  the  healing  process. 


Write  for  new  booklet  on  patient  douching 
instructions;  space  is  provided  for  your  specific 
recommendations.  Advise  quantity  needed. 
Write:  Harcliffe  Laboratories,  Inc.,  Dept.  1004, 
423  Atlantic  Avenue,  Brooklyn,  N.Y.  11217 


SMSEPflNE.  LOUCHE  POWOER 

Contains:  Sodium  perborate,  sodium  bicarbonate, 
sodium  chloride,  sodium  borate,  menthol,  thymol, 
eucalyptol,  methyl  salicylate  and  aromatics— Bottles  of 
6 oz.,  15  oz.,  32  oz.,  Cartons  of  12,  10  Gm.  Packets 
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Description;  FLUOGEN  (Influenza  Virus  Vaccine,  Bivalent,  Ether  Extracted  Antigen)  (Types  Az  and 
B)  is  composed  of  the  antigen  of  the  strains  of  influenza  viruses  recommended  by  the  Division 
of  Biologies  Standards,  National  Institutes  of  Health,  Public  Health  Service,  It  is  formulated  to 
contain  400  CCA  (chick  cell  agglutination)  units  of  extracted  immunizing  antigen  of  type  Az/ 
Aichi/2/68  strain  (Hong  Kong  variant)  and  300  CCA  units  of  extracted  immunizing  antigen 
of  B/A/\assachusetts/3/66  strain  for  a total  of  not  less  than  700  CCA  units  per  each  0.5  cc.  dose. 
Method  of  Preparation:  The  influenza  viruses  are  propagated  on  developing  chick  embryos. 
The  extra-embryonic  fluid  containing  the  virus  suspension  is  harvested,  clarified  by  filtration 
and  concentrated  and  refned  by  ultracentrifugation.  Polysorbate-80,  U.S.P.  (175  meg.  per 
0.5  cc.)  is  added  to  the  refined  concentrate.  The  refined  concentrate  is  extracted  with  ethyl 
ether,  stabilized  with  formalin,  and  preserved  with  0.01  % thimerosal  (mercury  derivative).  The 
vaccine  contains  not  more  than  1 : 1 2,000  formalin,  used  during  the  process.  It  does  not  contain 
penicillin.  Aluminum  phosphate,  1.5  mg.  per  0.5  ml.  is  added  to  the  vaccine  as  an  adjuvant. 
Indications:  FLUOGEN  is  indicated  for  the  production  of  immunity  to  influenza  produced  by 
the  strains  of  virus  contoining  antigens  related  to  those  in  the  vaccine.  FLUOGEN  is  recom- 
mended primarily  as  a seasonal  booster  for  persons  who  were  previously  vaccinated  with 
vaccines  containing  the  Az  Hong  Kong  variant.  It  may  also  be  used  for  primary 
immunization  of  those  who  have  not  previously  received  the  Hong  Kong 
variant.  It  is  recommended  that  both  primary  and  booster  immuniza- 
tion be  completed  by  early  December  since  influenza  is  more 
likely  to  appear  during  cold  weather.  It  is  understood  that 
should  epidemic  conditions  be  predicted,  immunization 
procedures  should  be  initiated  regardless  of  the  time 
of  year.  Attempts  to  produce  immunity  following  the 
appearance  of  an  epidemic  may  be  less  successful 
because  of  the  rapidity  with  which  the  disease 
spreads  and  the  time  required  for  antibody  pro- 
duction following  vaccination.  The  degree  of 
protection  afforded  by  immunization  with  any 
vaccine  may  not- be  suflRcient  to  prevent  the 
disease  if  the  exposure  to  the  influenza  virus 
strains  is  overwhelming  or  if  the  virus  strains 
are  not  closely  related  antigenically  to  those 
used  in  the  production  of  vaccine.  Although 
routine  vaccination  of  healthy  groups  of 
adults  and  children  is  not  recommended, 
when  widespread  epidemics  of  influenza 
are  forecast,  vaccination  may  be  considered 
if  above-average  levels  of  absenteeism  would 
disrupt  satisfactory  operations  in  industries, 
schools,  and  other  such  groups.  Contraindica- 
tions; The  use  of  products  prepared  from  the 
embryonic  fluid  of  chicken  eggs  is  contraindicated 
in  persons  with  a history  of  allergy  to  eggs,  chicken, 
chicken  feathers,  or  chicken  dander.  In  persons  sus- 
pected of  having  an  allergic  condition,  immunization 
procedures  should  be  preceded  by  a scratch  test  or  on 
intradermal  injection  (0.05  ml.  to  0.1  ml.)  of  vaccine  diluted 
1:100  in  sterile  saline  to  determine  possible  sensitivity  to  the 
minute  residual  egg  protein  that  may  be  present  in  the  vaccine.  A 
positive  skin  reaction  contraindicates  immunization  with  the  vaccine. 

Immunization  should  be  deferred  in  the  presence  of  any  acute  respiratory 
disease  or  other  active  infection.  It  should  also  be  deferred  in  the  presence  of  an  epidemic  of 
poliomyelitis  unless  the  risk  of  influenza  represents  a greater  threat  to  the  patient  than  the 
increased  possibility  of  poliomyelitis.  Precautions:  A separate  sterile  syringe  and  needle 
should  be  used  for  each  patient  to  prevent  transmission  of  homologous  serum  hepatitis  virus 
or  other  infectious  agent  from  one  person  to  another.  Reusable  glass  syringes  and  needles 
should  be  heat  sterilized.  Epinephrine  should  be  immediately  available  for  use  should  on  acute 
anaphylactoid  reaction  occur  in  individuals  having  an  undisclosed  hypersensitivity  to  any  com- 
ponent of  the  vaccine.  Because  of  the  possibility  of  a febrile  reaction  following  immunization 
with  influenza  virus  vaccine,  the  wisdom  of  attempting  to  immunize  patients  with  a history  of 
febrile  convulsion  should  be  given  careful  consideration.  Adverse  reactions;  Most  frequent  re- 
action reported  in  early  clinical  studiesi  with  ether-extracted  vaccine  was  tenderness  at  the  site 
of  injection.  Headache  and  malaise  were  reported  in  up  to  about  1 2%  of  subjects.  Nausea  and 
fever  occurred  in  opproximately  5%  of  the  patients.  Muscle  ache,  joint  pain,  chills,  fatigue,  and 
anorexia  occurred  in  less  than  5%  of  the  subjects.  Package  information:  Bio  579  — 5 cc.  rubber- 
diophrggm-copped  vial.  Each  5 cc.  vial  contains  sufficient  vaccine  to  deliver  ten  0.5  cc.  doses. 

I Unpublished  data  available  upon  request. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 
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linriuenza  virus  vaccine, 
oivalent)  mmunizing 
antigen,  ether  extracted 


"Purified"  flu  vaccine  is  tidy  and 
homogeneous ...  but  that's  just  the 
starting  material  for  FLUOGEN. 

First,  we  ether-extract  our  viruses  — 
stripping  away  a lot  of  reaction- 
causing  lipids  and  egg  protein 
in  the  process. 

Then  we  scrub  off  more  troublemakers 
with  our  exclusive  gel  filtration  process. 
Result:  An  ultrapure  antigen,  with 
the  adult  dose  reduced  to  0.5  cc. 

With  this  dose,  antibody  levels  are 
equal  or  superior  to  those  provided 
by  our  conventional  influenza  virus 
vaccines  but  FLUOGEN  is  only 
slightly  more  than  half  as  likely 
to  cause  side  effects.* 
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we  had  to  take  our  conventional 
flu  vaccine  two  steps  beyond 
“purified  "to  moke  it  look  like  this... 


..and  cut  its  side  effects  almost  in  half 


with  conventional  voccine 


Combined  Loco!  and 
Systemic  Reactions 
in  3,929  Patients* 


with  FLUOGEN 


I 


‘Summary  of  results  from  three  studies.  References  available  on  request. 


Clues  to 

PVD 
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heavy  smoker 
with  vasospasm 


He  may  be  comparatively  young  or  approaching  middle  age.  Typically,  he  is  a 
heavy  cigarette  smoker — a pack  or  more  a day  for  a number  of  years.  Whether 
smoking  is  a causative  or  an  important  exacerbating  factor  in  peripheral  vascular 
disease  is  still  under  discussion.  But  the  vasoconstrictive  effects  of  nicotine  are 
firmly  supported  by  a substantial  body  of  laboratory  and  clinical  evidence,  and  the 
close  association  is  now  generally  accepted. 

Thus,  a history  of  heavy  smoking  coupled  with  v'asospasm  may  serve  as  warning 
signals  to  the  physician.  When  a diagnosis  is  established,  therapeutic  measures  are 
directed  toward  increasing  the  local  circulation,  and  appropriate  management  of  the 
patient’s  general  medical  needs  should  be  instituted.  These  include  the  important 
safeguards  of  keeping  warm  and  refraining  from  smoking. 


Before  prescribinj;  Roniacol  Timespan 
(nicotinyl  alcohol  tartrate),  please  consult 
complete  product  information,  a summary  of 
which  follows. 

Indications:  Conditions  associated  with  deficient 
circulation;  e.g.,  peripheral  vascular  disease, 
vascular  spasm,  varicose  ulcers,  decubital  ulcers, 
chilblains,  Meniere's  syndrome  and  vertigo. 
Caution:  Roche  Laboratories  endorses  caution 
in  the  administration  of  any  therapeutic  agent 
to  pregnant  patients. 

Side  Effects:  Transient  flushing,  gastric 
disturbances,  minor  skin  rashes  and  allergies  may 
occur  in  some  patients,  seldom  requiring 
discontinuation  of  the  drug. 

Dosage:  1 or  2 Timespan  Tablets  morning  and 
night. 

How  Supplied:  Timespan  Tablets — 150  mg 
nicotinyl  alcohol  in  the  form  of  the  tartrate  salt 
— bottles  of  50. 


Roche 

LABORATORIES 


Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


mportant  in 
:otal  management  of 
peripheral  vascular  disease, 
jascular  spasm  or 
:hilblains  ♦ 1 ® 

— Komacol 
i imespan 

(nicotinyl  alcohol  tartrate) 
or  relief  of  ischemic  symptoms 


onvenience  of  b.i.d.  dosage — sustained-release  Timespan  Tablets  usually  provide 
•olonged  relief  of  ischemic  symptoms  with  two  doses  daily, 
moothness  of  onset — the  action  of  Roniacol  (nicotinyl  alcohol)  is  smooth  and 
adual  in  onset,  rarely  causing  severe  flushing. 

slectivity  of  action — relaxes  the  musculature  of  peripheral  blood  vessels. 

[igh  degree  of  safety — side  effects  seldom  require  discontinuation  of  therapy. 


Mild  ulcerative  colitis  may  be  triggered  here... 


In  mild  ulcerative  colitis,  a number  of 
factors  can  precipitate  an  attack:  for  in- 
stance, dietary  indiscretion,  such  as  eat- 
ing raw  foods,  or  emotional  overreaction, 
such  as  that  aroused  by  financial  difficul- 
ties. No  matter  what  causes  the  patient’s 
sensitive  colon  to  “act  up,”  he  soon  suf- 
fers from  acute  discomfort... and  often, 
from  anxiety  and  apprehension  as  welt. 
Such  patients  frequently  respond  well  to 
adjunctive  dual-action  Librax®  therapy. 

Librax  combines,  in  a single  conve- 
nient capsule,  the  well-known  antianxiety 
effect  of  Librium®  (chlordiazepoxide 
HCl)  and  the  dependable  anticholinergic 
/antispasmodic  effect  of  Quarzan®  (clidi- 
nium  Br).  Therefore,  as  Librax  helps  to 
relieve  the  patient's  excessive  anxiety  and 
reduce  his  overreaction  to  stress,  it  also. 


at  the  same  time,  helps  to  control  hyper- 
secretion and  hypermotility,  thus  reliev- 
ing spasm  and  abdominal  discomfort. 

With  Librax,  the  dosage  schedule  is 
simple:  1 or  2 capsules,  t.i.d.  or  q.i.d., 
will  in  most  cases  bring  the  patient  sig- 
nificant relief  of  both  the  emotional  and 
physical  elements  that  contribute  to  his 
psychovisceral  disorder. 

Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows. 

INDICATIONS:  Indicated  as  adjunctive  ther- 
apy to  control  emotional  and  somatic  factors  in 
gastrointestinal  disorders. 

CONTRAINDICATIONS:  Patients  W'ith  glau- 
coma: prostatic  hypertrophy  and  benign  blad- 
der neck  obstruction;  known  hypersensitivity 
to  chlordiazepoxide  HCl  and/or  clidinium 
bromide. 

WARNINGS:  Caution  patients  about  possible 


combined  effects  with  alcohol  and  other  Ci 
depressants.  As  with  all  CNS-acting  drugs,  c 
tion  patients  against  hazardous  occupations 
quiring  complete  mental  alertness  {e.g..  operat 
machinery,  driving).  Though  physical  and 
chological  dependence  have  rarely  been  repor 
on  recommended  doses,  use  caution  in 
ministering  Librium  (chlordiazepoxide  hyd 
chloride)  to  known  addiction-prone  individu 
or  those  who  might  increase  dosage;  withdra 
symptoms  (including  convulsions),  followi 
discontinuation  of  the  drug  and  similar  to  th( 
seen  with  barbiturates,  have  been  reported.  I 
of  any  drug  in  pregnancy,  lactation,  or  in  worn 
of  childbearing  age  requires  that  its  potent 
benefits  be  weighed  against  its  possible  hazan 
As  with  all  anticholinergic  drugs,  an  inhibit' 
effect  on  lactation  may  occur. 

PRECAUTIONS:  In  elderly  and  debilitati 
limit  dosage  to  smallest  effective  amount  to  p 
elude  development  of  ataxia,  oversedation 
confusion  (not  more  than  two  capsules  per  d 
initially;  increase  gradually  as  needed  and  tol 
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).  Though  generally  not  recommended,  if 
bination  therapy  with  other  psychotropics 
IS  indicated,  carefully  consider  individual 
macologic  effects,  particularly  in  use  of  po- 
ating  drugs  such  as  MAO  inhibitors  and 
lothiazines.  Observe  usual  precautions  in 
ence  of  impaired  renal  or  hepatic  function, 
doxical  reactions  (e.g.,  excitement,  stimula- 
and  acute  rage)  have  been  reported  in  psy- 
tric  patients.  Employ  usual  precautions  in 
ment  of  anxiety  states  with  evidence  of  im- 
ling  depression;  suicidal  tendencies  may  be 
;nt  and  protective  measures  necessary.  Vari- 
effects  on  blood  coagulation  have  been 
rted  very  rarely  in  patients  receiving  the 
and  oral  anticoagulants;  causal  relation- 
has  not  been  established  clinically. 

WERSE  REACTIONS:  No  side  effects  or 
ifestations  not  seen  with  either  compound 
e have  been  reported  with  Librax.  When 
rdiazepoxide  hydrochloride  is  used  alone, 
/siness,  ataxia  and  confusion  may  occur, 
cially  in  the  elderly  and  debilitated.  These 


are  reversible  in  most  instances  by  proper  dos- 
age adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a few 
instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  erup- 
tions, edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyramidal  symp- 
toms, increased  and  decreased  libido  — all  in- 
frequent and  generally  controlled  with  dosage 
reduction;  changes  in  EEG  patterns  (low-volt- 
age fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including  agranu- 
locytosis), jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally  with  chlordiaz- 
epoxide  hydrochloride,  making  periodic  blood 
counts  and  liver-function  tests  advisable  during 
protracted  therapy.  Adverse  effects  reported 
with  Librax  are  typical  of  anticholinergic  agents, 
i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary 
hesitancy  and  constipation.  Constipation  has 
occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low 
residue  diet. 


two  good  reasons 
for  prescribing 

UBRAT 

Each  capsule  contains  5 mg  chlordiaz- 
epoxide  HCl  and  2.5  mg  clidinium  Br. 


ROCHE 


LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  'Neosporin'  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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brand 


POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


JLUU  burroughs  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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She  doesn’t  oFfer  love. 

Or  beauty.  Or  companionship. 
Just  milk.  Pure,  whole  milk. 

Yet,  in  that  simple  natural 
process,  she  does  more  than  her 
share  For  mankind. 

Milk  and  the  other  dairy 
Foods  Furnish  a major  portion 
oF  the  nutrients  essential  to  man. 
The  interrelationships  between 
milk’s  nutrients  have  Ions  been 
appreciated.  Example:  The 
relationship  oF  lactose  to 
calcium.  Or  calcium’s 
relationship  to  phosphorus  and 
vitamin  D.  These  are  some  oF  the 
reasons  why  milk  is  Nature’s 
most  healthFul  Food. 

The  other  basic  Food 
groups,  meat,  breads  and  cereals. 
Fruits  and  vegetables,  depend 
on  dairy  Foods  to  make  up 
a balanced  diet. 

The  problem  ?Not  every- 
body knows  how  important 
milk  really  is.  Sure,  kids  should 
drink  milk.  But  what  about  adults? 
The  elderly?  The  obese? 

How  can  we  let  them  know? 

You  can  tell  people.  As  a 
proFessional,  they’ll  listen  to  you. 

We  can  help  you  inForm 
with  our  Free  materials  on  milk’s 
vital  role  in  nutrition. 

IF  you  have  a Free  minute, 
send  For  them. 


Dairy  Council  of  Northern  New  Jersey.  Inc. 

172  Halsted  Street 

East  Orange,  New  Jersey  07019 
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“Shall  I order  Maalox?” 


' > 


“Yes.  Patients  respond  well 
to  it,  and  seem  to 
take  it  more  faithfully.” 


Works  well  • Doesn’t  constipate  • Tastes  good  • Economical 


Supplied:  Maalox  Suspension  (12  fl.  oz.) . Also  available:  Maalox  No.  1 Tablets  (0.4  Gm.)  : no  sugar, 
low  sodium  content.  Maalox  No.  2 Tablets  (0.8  Gm.)  : double  strength  for  double  antacid  action. 


WIT  JJ AM  II.  RORER,  INC. 

Fort  Washington,  Pa.  19034 


THE  NUMBER  ONE  ANTACID 


Maalox 

MAGNESIUM-ALUMINUM  HYDROXIDE 


richomonads...  Monilia.. .Bacteria 

ou  can  depend  on  AVC  — the  comprehensive  therapy  that  acts  against  all  three 
najor  vaginal  pathogens. 

Vlonilia  merging  as  a major  therapeutic  problem  — 
ecent  studies  report  increased  incidence,  attributed  in  part  to  the  use  of  oral 
ontraceptives,'''*  broad-spectrum  antibiotics^’  and  prolonged  use  of  corticosteroids.^ 
ecent  evidence  establishes  high  rate  of  microbiological  and  clinical  cure  with  AVC.’’" 

Comprehensive  — Effective 

he  published  record  and  more  than  two  decades  of  clinical  experience  clearly 
stablish  the  therapeutic  value  of  AVC  in  vaginitis/ cervicitis  and  vaginal  surgery. 


:asy  as  AVC 


entraindications:  Known  sensitivity  to  sulfon- 
mides. 

recautions/Adverse  Reactions:  The  usual  precou- 
ions  for  topical  and  systemic  sulfonamides 
hould  be  observed  because  of  the  possibility  of 
bsorption.  Burning,  increased  local  discomfort, 
kin  rash,  urticaria  or  other  manifestations  of 
ulfonomide  toxicity  are  reasons  to  discontinue 
•eatment. 

'osoge:  One  applicatorful  or  one  suppository  in- 
ravoginally  once  or  twice  daily, 
applied:  Creom  — Four-ounce  tube  with  or  with- 
ut  opplicator.  Suppositories  — Box  of  12  with 
ipplicator. 

eferences:  1.  Gardner,  H.  L.:  J.  Miss.  M.A.  8:529, 
967.  2.  Porter,  P.  $.,  and  Lyle,  J.  S.:  Arch. 
>ermat.  93:402,  1966.  3.  Walsh,  H.;  Hildebrandt, 

. J.,  and  Prystowsky,  H.:  Am.  J.  Obst.  & Gynec. 


93:904,  1965.  4.  Vaginitis  and  the  Pill:  J.A.M.A. 
196:731,  1966.  5.  Guerriero,  W.  F.;  South.  M.J. 
56:390,  1963.  6.  Seelig,  M.  S.i  Am.  J.  Med. 
40:887,  1966.  7.  To-day's  Drugs,  New  York,  Grune 
& Stratton,  Inc.,  1965,  p.  316.  8.  Gray,  L,  A.,  and 
Barnes,  M.  L.:  Am.  J.  Obst.  & Gynec.  92:125, 
1965.  9.  Salerno,  L.  J.;  Ortiz,  G.,  and  Turkel,  V.: 
Vaginitis:  A Diagnostic  ond  Therapeutic  Ap- 
proach, Scientific  Exhibit,  presented  at  the  115th 
Annual  A. M.A.  Convention,  Chicago,  Illinois, 
June  1966.  10.  Walsh,  J.  C.;  Sheffery,  J.  B.,  and 
Wilson,  T.  A.:  Med.  Ann.  D.C.  37:358,  1968. 
11.  Nugent,  F.  B.,  and  Myers,  J.  E.:  Pennsylvania 
Med.  69:44,  1966. 
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^DCAAA  (aminacrine  hydrochloride  0.2 
V^KCMm  15.0%,  allantoin  2.0%) 


%,  sulfanilamide 


Cl  IDD^^CIT^DICC  (aminacrine  hydrochloride  0.014  Gm.,  sulfanilam 
OUrrL-/OI  I v«/f\ICo  i,05  Gm.,  allantoin  0.014  Gm.) 
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in  trauma 

new 
Orenzyme 

Goblet  q.i.d. 

Trypsin:  100,000  N.F.  Units,  Chymotrypsin:  8,000  N.F.  Units.:  equivalent  in  tryptic  activity  to  40  mg  of  N F.  trypsin 

DOUBLE  STRENGTH 


Proteolytic  enzyme  therapy 
specifically  indicated 
for  the  rapid  resolution  of 
inflammation  and  edema 
as  adjunctive  therapy 
in  accidental  and 
surgical  trauma. 

1 tablet  q.i.d. 
provides  recommended 
therapeutic  dose  at 
lower  cost. 


AFUUDir'SDOSAU 


Description:  ORENZYME  BITABS  offers  the  therapeutic  effects  of 
trypsin  in  on  oral  form  os  adjunctive  therapy  for  the  rapid  reso- 
lution of  inflammation  and  edema,  ORENZYME  BITABS  is  con- 
venient to  use,  promotes  patient  cooperation  ond  is  ideally 
suited  lor  maintenance  therapy  following  parenteral  trypsin. 
Indications:  When  used  os  adjunctive  therapy  for  the  rapid  res- 
olution of  inllommotion  and  edema,  good  results  hove  been 
obtained  in; 

□ Accidental  Trauma 

□ Postoperative  Tissue  Reoctlons, 

Other  conventional  meosures  of  treolment  should  be  used  os 
Indicated.  In  infection,  appropriate  ontl-lnfective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given  to 
patients  with  o known  sensitivity  to  trypsin  or  chymotrypsin. 
Precautions:  It  should  be  used  with  caution  In  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemophilia, 
or  with  severe  hepotic  or  renal  disease.  Sole  use  In  pregnancy 
has  not  been  established. 


Adverse  Reactions:  Adverse  reactions  with  ORENZYME  hove 
been  reported  infrequently.  Reports  include  ollergic  monifesto- 
tions  (rash,  urticaria,  itching),  gastrointestinal  upset  and  in- 
creased speed  of  dissolution  of  onimol-origin  surgical  sutures. 
There  hove  been  isolated  reports  of  anaphylactic  shock,  olbu- 
minurio  and  hemoturio.  Increosed  tendency  to  bleed  has  also 
been  reported  but,  in  controlled  studies,  it  has  been  seen  with 
equal  incidence  in  placebo-treated  groups.  (See  Precautions.) 
It  Is  recommended  that  if  side  effects  occur  medication  be 
discontinued. 

Dosage:  One  tablet  q.i.d. 
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DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA.  PENNSYLVANIA  19144 

TRADEMARK  ; BITABS  U.S.  PATENT  NO.  3,004,693  4/49  0-92IA 


When  it’s  more  than  a had  cold 


your  patient  can  feel  better 
vthile  he’s  getting  better 


Achrocidin 

Tetracycline  HCl— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.; 
Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  citrate  25  mg. 


In  tetracycline-sensitive  bacterial  injection  complicating  respiratory  allergy,  ACHROCIDIN 
brings  the  treatment  together  in  a single  prescription— prompt  relief  of  headache  and  conges- 
tion together  with  effective  control  of  the  organisms  frequently  responsible  for  complications 
leading  to  prolonged  disability  in  the  susceptible  patient. 

For  children  and  elderly  patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each 
5 cc  contains:  ACHROMYCIN  (Tetracycline)  equivalent  to  Tetracycline  HCl  125  mg.;  Phen- 
acetin 120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Contraindications:  Hypersensitivity  to  any  compo- 
nent. 

Warning:  In  renal  impairment,  since  liver  toxicity  is 
possible,  lower  doses  are  indicated;  during  prolonged 
therapy  consider  serum  level  determinations.  Photo- 
dynamic reaction  to  sunlight  may  occur  in  hyper- 
sensitive persons.  Photosensitive  individuals  should 
avoid  exposure;  discontinue  treatment  if  skin  dis- 
comfort occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gastric  dis- 
tress can  occur.  In  excessive  drowsiness,  consider 
longer  dosage  intervals.  Persons  on  full  dosage 
should  not  operate  vehicles.  Nonsusceptible  organ- 
isms may  overgrow;  treat  superinfection  appropri- 
ately. Treat  beta-hemolytic  streptococcal  infections 
at  least  10  days  to  help  prevent  rheumatic  fever  or 
acute  glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue  and 


may  cause  dental  staining  during  tooth  development 
(last  half  of  pregnancy,  neonatal  period,  infancy, 
early  childhood). 

Adverse  Reactions:  Gastrointestinal— movexia,  nau- 
sea, vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  5'Am  — maculopapular  and 
erythematous  rashes;  exfoliative  dermatitis;  photo- 
sensitivity; onycholysis,  nail  discoloration.  Kidney 
—dose-related  rise  in  BUN.  Hypersensitivity  reac- 
tions—urticaria,  angioneurotic  edema,  anaphylaxis. 
Intracranial— bulging  fontanels  in  young  infants. 
Tee/h- yellow-brown  staining;  enamel  hypoplasia. 
B/oocf— anemia,  thrombocytopenic  purpura,  neutro- 
penia, eosinophilia.  L/ver— cholestasis  at  high  dosage. 

Upon  adverse  reaction,  stop  medication  and  treat 
appropriately. 
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Our  travel>pak 
for  summer  cold 
and  allergy 
sufferers. 


Novahistine  LP  can  speed  your 
patients  on  their  way,  by  providing 
prompt  and  continuous  relief  from  the 
symptoms  of  summer  colds  and 
allergies.  These  continuous-release 
tablets  contain  a vasoconstrictor- 
antihistamine  formulation  that  goes  to 
work  rapidly  and  lasts  for  hours. 

Even  when  nasal  congestion  is  caused 
by  repeated  allergic  episodes,  the 
convenient  twice-a-day  dosage  of 
Novahistine  LP  makes  it  easy  for  most 


patients  to  enjoy  relief  all  day  and 
all  night.  When  symptoms  are  severe, 
a third  dose  of  one  or  two  tablets  may 
be  safely  given.  Use  with  caution  in 
patients  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or 
urinary  retention.  Caution  ambulatory 
patients  that  drowsiness  may  result. 

PITMAN-MOORE  Division  of 
The  Dow  Chemical  Company, 
Indianapolis,  Indiana. 


Novahistine" 
I P 

decongestant 


(Each  tablet  contains  25  mg.  of  phenylephrine 
hydrochloride  and  4 mg.  of  chlorpheniramine 
maleate.) 
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I the  way  from  one  daily  tablet  to  the  next 
help  control  edema  and  hypertension 

prolonged  action  usually  provides  smooth,  sustained  diuretic 
ectiveness;  real  one-a-day  dosage,  right  from  the  start;  convenience 
d economy. 

'groton,  chlorthalidone,  can  cause  side  effects.  And  it's  contra- 
jicated  in  hypersensitivity  to  the  drug  and  severe  renal  and 
patic  diseases. 


leck  the  prescribing  information.  It's  summarized  on  the  next  page. 


Geigy 


A little  Hygrotorf  can  work  a long  diuretic  da 

chlorthalidone 


Indications:  Hypertension  and  many 
types  of  edema  involving  retention  of 
salt  and  water. 

Contraindications:  Hypersensitivity 
and  nnost  cases  of  severe  renal  or 
hepatic  diseases. 

Warning:  With  the  administration  of 
enteric-coated  potassium  supplements, 
which  should  be  used  only  when  ade- 
quate dietary  supplementation  is  not 
proctical,  the  possibility  of  small-bowel 
lesions  (obstruction,  hemorrhage,  and 
perforation)  should  be  kept  in  mind. 
Surgery  for  these  lesions  has  been 
required  frequently  and  deaths  have 
occurred.  Discontinue  enteric-coated 
potassium  supplements  immediately  if 
abdominal  pain,  distention,  nausea, 
vomiting,  or  gastrointestinal  bleeding 
occur. 

Use  with  caution  in  pregnant  women 
and  nursing  mothers  since  the  drug 
may  cross  the  placental  barrier  and 
appear  in  cord  blood  and  since  thia- 
zides may  appear  in  breast  milk.  The 
drug  nrxay  result  in  fetal  or  neonatal 
jaundice,  thrombocytopenia,  and  pos- 
sibly other  adverse  reactions  which 
have  occurred  in  the  adult.  When  used 
in  women  of  childbearing  age,  balance 
benefits  of  drug  against  possible  haz- 
ards to  fetus. 


Precautions:  Anti  hypertensive  therapy 
with  this  drug  should  always  be  initi- 
ated cautiously  in  postsympathectomy 
patients  and  in  patients  receiving 
ganglionic  blocking  agents,  other 
potent  anti  hypertensive  drugs  or 
curare.  Reduce  dosage  of  concomitant 
anti  hy  pertensi  ve  agents  by  at  I east 
one-half.  Because  of  the  possibility  of 
progression  of  renal  damage,  periodic 
determination  of  the  BUN  is  indicated. 
Discontinue  if  the  BUN  rises  or  liver 
dysfunction  is  aggravated.  Hepatic 
coma  may  be  precipitated. 

Electrolyte  imbalance,  sodium  and/or 
potassium  depletion  nay  occur.  If 
potassium  depletion  should  occur  dur- 
ing therapy,  the  drug  should  be  dis- 
continued and  potassium  supplements 
given,  provided  the  patient  does  not 
have  marked  oliguria. 

Take  special  care  in  cirrhosis  or  severe 
ischemic  heart  disease  and  in  patients 
receiving  corticosteroids,  ACTH,  or 
digitalis.  Salt  restriction  is  not 
recommended. 

Adverse  Reactions:  Nausea,  gastric 
irritation,  vomiting,  anorexia,  consti- 
pation and  cramping,  dizziness,  weak- 
ness, restlessness,  hyperglycemia, 
glycosuria,  hyperuricemia,  headache, 
muscle  cramps,  orthostatic  hypoten- 


sion, which  may  be  potentiated  when 
chlorthalidone  is  combined  with  bar- 
biturates, narcotics  or  alcohol,  aplastic 
anemia,  leukopenia,  thrombocyto- 
penia, agranulocytosis,  impotence, 
dysuria,  transient  myopia,  skin  rashes, 
urticaria,  purpura,  necrotizing  angiitis, 
acute  gout,  and  pancreatitis  when 
epigastric  pain  or  unexplained  G.  I. 
symptoms  develop  after  prolonged 
administration.  Other  reactions  re- 
ported with  this  class  of  compounds 
include;  jaundice,  xanthopsia,  pares- 
thesia, and  photosensitization. 
Average  Dosage:  50  or  100  mg.  with 
breakfast  daily  or  100  mg.  every  other 
day. 

Availability:  White,  single-scored  tab- 
lets of  100  mg.  and  aqua  tablets  of  50 
mg.,  in  bottles  of  100  and  1000. 
(B)46-230-E 

For  full  details,  please  see  the 
complete  prescribing  information. 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


Yes!  Medi  Card  guarantees  you  94%  payment  within  10  days  — without  recourse. 

This  unique  professional  credit  card  exclusively  for  health  services  helps  you  get  out 
of  the  credit  and  collection  business  . . . frees  your  capital  for  investment.  You  merely 
mail  your  draft  to  Medi  Card  on  simple,  easy-to-use  forms  supplied  at  no  cost.  Medi 
Card  pays  you  promptly,  less  only  a 6%  service  fee.  There  is  no  commitment  on  your 
part,  nothing  to  join,  no  directory  or  listing  of  any  kind.  Your  patients  benefit,  in  other 
ways,  too!  Medi  Card  makes  from  $1 00  to  $5000  available  to  patient-members  exclu- 
sively for  professional  health  services  . . . lets  them  take  up  to  24  months  to  pay.  As  an 
additional  benefit,  Medi  Card  offers  a round-the-clock  computerized  emergency 
medical  information  service  for  cardholders. 


94  % IS  NORMAL  with  Medi  Card 

Medi  Card  guarantees  you  payment  within  10  days  . . . without  recourse. 


EXCLUSIVELY  FOR  THE  POST-PAYMENT  OF 
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EDITORIALS 


The  Rod  Of  Comfort 

“Thy  rod  and  thy  staff  they  comfort  me.”  So 
it  is  written  in  that  most  solacing  an  poig- 
nant of  poems,  the  23rd  Psalm.  Physicians  are 
the  lineal  descendants  of  the  priests  who 
carried  the  rod  and  staff  of  comfort.  And  the 
symbol  of  medicine  is  the  snake-entwined 
staff,  the  caduceus. 

It  seems  pointless  to  argue  whether  you  will 
take  your  caduceus  with  one  snake  or  two. 
Historical  theorists  say  that  there  is  a dif- 
ference — Aesculapius  was  associated  with  the 
one-serpent  staff,  since,  legend  says,  he  had 
to  stamp  out  a snake  with  the  stick  — and  the 
snake  crawled  up  and  entwined  itself  around 
the  staff.  A patient  had  apparently  been 
killed  by  a thunderbolt,  and  the  snake  some- 
how revived  him.  Snakes  were  supposed  to  be 
immortal  anyway  — they  seem  to  be  reborn 
annually.  When  Aesculapius  himself  died,  he 
became  a star,  still  visible  in  the  southern 
heavens.  The  astronomical  name  for  that  star 
is  Ophiuchus:  the  snake-bearer. 

Caduceus  is  a Latinization  of  a Greek  form 
meaning  “wand-bearer,”  not  “snake-bearer.” 
The  reference  was  to  the  staff  carried  by  mes- 
sengers. The  messenger  of  the  gods  was  Mer- 
cury — or,  if  that  is  not  all  Greek  to  you, 
Hermes.  At  first  he  carried  a simple  olive 
branch  (symbol  of  peace,  as  befits  a herald 
who  takes  messages  but  does  not  take  sides). 
One  day  he  saw  two  snakes  fighting.  He 
pushed  his  staff  between  them  to  separate  the 
combatants,  using  the  olive  branch  again  in 
its  pacific  function.  The  snakes  crawled  up 
the  stick,  glared  at  each  other  across  the  top 
of  the  staff,  but  were  kept  from  fighting  by 
the  firm  rod  between  them.  So  was  born  the 
caduceus  — the  two-snaked  rod,  which  com- 
pulsively pure  historians  distinguish  from  the 
one-snaked  staff  of  Aesculapius. 

At  any  rate,  it  was  all  part  of  ophism  — snake 
worship.  We  think  of  snakes  as  death-dealing 


animal.'i  as,  indeed,  many  of  tliem  are.  But 
snakes  were  associated  in  primitive  mimls 
with  life-giving.  There  was  the  annual  re- 
naissance of  the  snake  — or  so  it  seemed. 
Primitives  recognized  the  therapeutic  power 
of  some  snake  venom.  Also  the  snake  seemed 
magic  — it  could  crawd  into  the  earth  — vanish 
— reappear.  There  were  snake  charmers  who 
could  do  wonders  with  these  graceful  beasts. 
Snake  dances  were  part  of  the  religious  ritual 
in  many  widely  separated  cultures.  Some 
snakes  could  breath  fire  — these  were  called 
dragons.  Snakes  appear  frequently  in  the 
Bible,  usually  under  the  synonym  “serpent.” 
So  the  snake  became  a symbol  for  fertility  and 
shrewdness,  recovery,  and  longevity.  Snakes, 
serpents,  and  dragons  appear  in  the  iconog- 
raphy of  many  countries  and  cultures:  the 
headdress  of  the  Pharaohs,  the  flag  of  old 
China,  the  cult  of  the  Hopi  Indians,  the  cobra 
culture  of  the  Buddhist,  and  the  pantheon  of 
the  Minoans— all  saluting  this  strange  animal. 

Display  of  the  caduceus  as  a medical  insigne 
is  relatively  modern.  In  the  U.S.  civil  service, 
specifically  the  U.S.  Public  Health  Service, 
the  caduceus  was  first  used  in  1858.  The  .A.rmy 
did  not  adopt  it  as  a medical  insigne  until  as 
late  as  1902.  In  the  Navy,  it  does  not  sym- 
bolize the  medical  officer.  The  A.M..\.  did  not 
incorporate  it  on  their  emblems  until  1912. 

Snakes  are  associated  with  healing  among  the 
Indians  of  America  and  among  the  Indians 
of  India.  In  19th  century  America,  the  vendor 
of  “snake  oil”  as  a panacea  was  a common 
part  of  the  scene.  It  was  usually  advertised 
as  an  old  Indian  Snake  Oil,  attesting  to  its 
double  potency  — bearing  the  approval  of  sage 
folk  like  the  Indians  but  also  drawing  some 
of  its  power  from  association  with  snakes. 
And  the  Indians  of  Asiatic  India  have,  for 
centuries,  made  an  extract  from  a snake-plant 
to  cure  madness  and  relieve  dizziness.  This 
plant,  Raxiwolfia  serpentina,  really  has  noth- 
ing to  do  with  snakes  except  that  its  root  looks 
snakey  — which  is  what  the  serpentina  means. 
But  it  inherited  some  of  the  mystery  of  oph- 
ism — and  then,  much  to  the  surprise  of  mod- 
ern chemists,  it  was  found  that  the  root  really 
contained  potent  alkaloids.  The  best  known, 
reserpine,  displays  in  its  name  the  ubiquitous 
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serpent;  reserpine.  Its  heritage  includes  the 
other  Indian  snake  root,  beloved  by  last 
century’s  American  medicine  men.  So  we 
come  lull  cycle:  the  primitive  serpent  with 
its  mythical  powers  of  fertility,  rejuvenation, 
and  shrewdness;  the  modern  snake-root  with 
its  versatile  tranquilizing  and  hypotensive 
effects;  and  in  between  the  iconographic  snake 
that  entwines  itself  on  the  rod  and  the  staff 
and  forms  the  comforting  symbol  of  the  heal- 
ing art. 

The  Anatomic  And 
Pathologic  Society 

Elsewhere  in  this  issue  (page  479)  we  publish 
what  Dr.  Berg  calls  a “belated  obituary”  on 
the  Essex  County  Anatomic  and  Pathologic 
Society.  This  Society  was  really  New  Jersey’s 
only  forum  for  basic  medical  education  in  the 
fundamental  fields  of  pathology  and  anatomy. 
Internationally  famous  practitioners  and 
professors  considered  it  an  honor  to  be  in- 
vited to  speak  at  its  .\nnual  Meeting.  There 
is  no  doubt  that  Harrison  Maitland  was  the 
axis  around  whom  the  Society  for  so  long  re- 
volved. Dr.  Martland  w'as  one  of  the  too-few' 
New  Jersey  practitioners  to  achieve  world- 
wide medical  renown.  .And  the  E.ssex  County 
.Anatomic  and  Pathologic  Society  did  not  long 
survive  his  death.  Dr.  Martland  died  in  1956 
and  the  Society  died  in  1967.  Some  felt  that 
the  .Society  had  developed  a sort  of  per- 
sonality cult  with  Dr.  Martland  as  the  per- 
sonality. It  was  not  quite  like  that,  how'ever. 

Until  the  end  of  World  ’^V’^ar  II,  few  New 
Jersey  hospitals  felt  that  they  had  any  teach- 
ing responsibilities.  They  were  busy  enough 
taking  care  of  the  sick  and  injured.  But  with 
the  realization  that  a good  hospital  must  be  a 
leaching  hospital  came  the  develojiment  of 
jirofessional  educational  programs  in  hospi- 
tals. Then  too,  there  was  the  burgeoning  of 
specialty  societies,  and  finally  the  entry  of 
two  medical  schools  in  a state  that  had  for 
two  centuries  gotten  along  without  any.  This 
all  so  diversified  the  educational  function  that 


the  .Anatomic  and  Pathologic  Society  seemed 
outdated.  We  wonder,  however,  if  in  their 
very  diversity,  the  various  institutions  and 
agencies  that  have  assumed  the  educational 
burden,  are  going  to  do  as  w'ell  as  the  old 
Anatomic  and  Pathologic  Society  which,  for 
five  decades  carried  aloft  — and  almost  alone 
— the  torch  of  learning. 

Psychosomatics 
By  Inference 

While  most  doctors  now  acknowledge  emo- 
tional factors  in  organic  disease,  there  is  still 
a reluctance  to  write  such  things  down  on  pa- 
per. It  is  easier  to  write  “peptic  ulcer”  on  an 
office  or  hospital  record  than  to  say  that  the 
symptoms  are  basically  due  to  “frustration 
with  resultant  hyperacidity.”  While  this  is  a 
more  meaningful  formulation  than  “peptic  ul- 
cer,” it  just  isn’t  the  kind  of  thing  that  gastro- 
enterologists and  surgeons  put  down  on  their 
consultation  reports. 

It  is  as  if  medicine,  being  dedicated  to  the 
care  and  cure  of  the  body,  has  to  maintain  its 
intraprofessional  communications  along  “or- 
ganic” lines.  Or  as  if  the  doctor  were  afraid 
of  being  laughed  at  if  he  placed  a psychologi- 
cal explanation  on  a hospital  consultation 
sheet.  He  knows  that  anger  can  raise  the 
blood  pressure  and  that  repressed  hostility  can 
increase  gastric  acidity.  Everybody  else  know's 
it  too.  But  a curious  conspiracy  of  silence 
seems  to  prevail.  Elaborate  chemical  studies 
are  made  of  the  gastric  acidity  and  solemnly 
entered  on  the  hospital  chart,  while  the  more 
significant  emotional  factors  are  discussed 
orally  but  never  written  into  the  records. 

It  is  a kind  of  make-believe  communication. 
The  chemical  and  pathologic  changes  consti- 
tute the  surface  language  while  the  psycho- 
logical explanations  of  illness  are  understood 
by  inference.  This  double  talk  seems  to  be 
necessary  because  the  psychosomatic  concept 
has  penetrated  the  thinking  of  doctors  but  not 
their  language. 
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ORIGINAL  ARTICLES 


For  exotropia,  early  surgery  is  indicated.  While  residual 
exo-deviations  tend  to  worsen  in  time,  over  corrections 
tend  to  improve. 

Surgery  Of  Exotropia* 


A.  G.  Portfolio,  M.D. /Ridgewood 

Exotropia  embraces  both  intermittent  and 
constant  outward  deviations  of  the  eyes.  Also 
included  in  the  classification  of  “exo”  devia- 
tions, is  exophoria.  This  seldom,  if  ever,  re- 
quires surgical  correction.  Therefore,  I shall 
discuss  the  surgical  treatment  of  only  inter- 
mittent exotropia  and  constant  exotropia. 

Intermittent  exotropia  is  an  outward  devia- 
tion of  the  eyes.  It  is  sometimes  latent  and 
at  other  times  manifest.  The  proportion  be- 
tween these  types  depends  on  the  degree  of 
temporal  hemi-retinal  suppression  present.  If 
suppression  is  slight,  the  deviation  may  be 
latent  much  of  the  time.  If  suppression  is 
deep-seated  the  deviation  may  be  manifest 
most  of  the  time  and  indeed  become  constant.^ 
Usually  these  deviations  are  greater  for  dis- 
tance gaze  than  for  near  gaze  and  therefore 
represent  divergence  excess.  But  this  may  be 
more  apparent  than  real.  If  these  patients  are 
measured  with  +3.00  lenses  at  near  relaxing 
accommodation,  the  near  measurement  often 
approximates  the  distance  measurement.  The 
same  effect  may  be  produced  by  dissociating 
the  eyes  with  a patch  for  one-half  hour.  The 
patch  disrupts  fusional  convergence.  These 
vergences  i.e.  fusional  and  accommodative  con- 
vergence can  reduce  the  angle  of  deviation  at 
near,  thereby  producing  a simulated  or  pseudo 
divergence  excess.^  Pure  divergence  excess 
which  is  not  affected  by  occlusion  or  plus 
lenses  “at  near”  is  not  common.  Divergence 
excess  and  convergence  insufficiency  may  exist 
simultaneously  (basic  exotropia).  In  time,  the 
“near”  measurement  may  approximate  or  ex- 


ceed the  distance  measurement.  These  patients 
with  intermittent  or  constant  exotropia  differ 
then  from  pure  exophoria  patients  inasmuch 
as  they  have  suppression  and  it  is  this  adaptive 
mechanism  which  leads  the  ophthalmologist 
to  intervene. 

Treatment  of  Intermittent  Exotropia 

Antisuppression  treatment  prior  to  surgery 
may  be  helpful.  This  can  be  carried  out  by 
an  orthoptist  if  the  child  is  old  enough;  other- 
wise the  fixing  eye  can  be  patched.  Orthoptics 
is  continued  until  the  patient  can  recognize 
diplopia  whenever  the  eye  deviates  out.  Am- 
blyopia is  likewise  treated  but  no  vergence 
training  is  carried  out  prior  to  surgery.  In 
young  children  where  patching  has  been  done 
(and  where  subjective  response  is  impossible) 
an  improved  recovery  following  dissociation 
of  the  eyes  indicates  treatment  has  been  suc- 
cessful. It  can  also  be  noted  that  after  anti- 
suppression treatment  the  patient’s  control  of 
his  deviation  is  often  improved  and  the  actual 
measurement  of  his  deviation  less.  This  is 
usually  temporary  as  the  deviation  will  again 
increase  as  suppression  returns.  Occasionally 
preoperative  antisuppression  training  is  un- 
rewarding due  to  lack  of  cooperation  or  due 
to  deep  suppression.  In  these  instances,  sur- 
gical intervention  to  upset  the  sensorial  mech- 
anism is  indicated  followed  by  orthoptics  if 
possible.  The  use  of  orthoptics  pre-  and  post- 
operatively,  has  fallen  into  disfavor  in  some 
areas  but  there  is  no  doubt  of  its  merit  in 
certain  cases. 

* Read  before  the  Section  on  Ophthalmologv  of  The 
Medical  Society  of  New  Jersey,  Atlantic  City,  May  19, 
1969.  Dr.  Portfolio  is  Associate  Clinical  Professor  of 
Ophthalmology  at  the  New  York  University  School  of 
Medicine. 
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The  surgical  trcaiinciit  of  intermittent  exo- 
tropia  is  either  recession  of  the  lateral  recti, 
resection  of  the  medial  recti  or  recession  of 
a lateral  rectus  with  resection  of  a medial 
rectus.  The  patients  are  measured  at  distance, 
far  distance,  and  near,  up  and  down,  in  levo- 
and  dextro-version  and  in  the  oblique  fields 
of  gaze  hy  fixing  an  accommodative  target.  Par- 
ticular attention  is  ixiid  to  measurements  in 
primary  position,  up,  down,  an  lateral  gaze 
in  distance.  If  measurements  in  lateral  gaze 
are  less  than  in  the  primary  position  and 
abduction  is  not  full,  a little  less  surgery  of 
the  lateral  recti  is  done  if  symmetrical  surgery 
is  planned.  .Measurements  are  done  with 
+ 3. 00  lenses  at  “near”  — if  this  increases  the 
near  deviation  significantly  it  indicates  a high 
AC  A ratio.  This  being  so,  some  would  do  a 
recess  resect  operation  rather  than  a bilateral 
recession  of  the  laterals.  Others  woidd  still 
recc.ss  the  laterals.  If  the  “near”  measurement 
is  negligible  and  does  not  increase  with  plus 
lenses  or  patching  one  might  do  a little  less 
recession  of  the  laterals  than  usual.  Some 
surgeons  would  in  this  instance  recess  one 
medial  along  with  recession  of  the  laterals 
(Sugar  jnocedure).  I have  hatl  no  personal 
experience  with  this,  \\liat  procedure  one 
will  do  depends  to  a large  extent  on  the  type 
of  deviation:  whether  it  is  greater  for  distance 
than  near;  whether  it  is  greater  for  near  than 
lor  distance,  or  whether  it  is  the  same  for  dis- 
tance and  near. 

It  will  also  depend  on  one’s  particular  phi- 
losophy regarding  eye  muscle  surgery.  Some 
ophthalmic  surgeons  prefer  symmetrical  extra- 
ocular muscle  surgery;  others  prefer  the  rece.ss- 
resect  operation.  W'e  follow  the  traditional 
apjjroach  of  classifying  otir  motility  problems 
according  to  Duane’s  anomalies  of  vergence, 
and  then  operate  on  the  ajjjjropriate  muscles. 
I hus  in  divergence  excess  or  simulated  diver- 
gence exce.ss  we  woidd  rece.ss  the  lateral  recti. 
In  divergeiue  excess  with  secondary  conver- 
gence insnfficiency  (basic  cxolropia),  we  do  a 
recess-reset  I operation.  In  convergence  insulfi- 
ciency,  we  resect  the  tnedial  recti.  Pure  con- 
vergence* insulheienty  wiihout  basic  exotropia 
is  an  oi  ihopiic  rather  than  a surgical  problem. 
I he  imjjoriant  thing  is  not  sci  much  the  tech- 


nic used,  but  rather  the  accomplishment  of 
our  objective,  which  is  to  rid  the  patient  of 
his  deviation.  If  the  deviation  is  large,  we 
preler  two-stage  procedures  a few  months 
apart  rather  than  operating  on  four  muscles 
at  one  sitting.  It  seems  desirable  to  overcor- 
rect exo-deviations  because  these  patients  re- 
main better  aligned  over  the  years.  However, 
titrating  over-corrections  so  that  they  are 
small  rather  than  large  is  impossible.  Over- 
corrections  of  small  degree  (between  1 and 
20  prism  diopters)  are  considered  beneficial 
and  generally,  in  time,  either  spontaneously 
or  with  medical  treatment,  will  disappear. 
Larger  over-corrections  (over  20  prism  diop- 
ters) may  recpiire  additional  surgery  but  in  the 
absence  of  some  surgically  induced  mechanical 
obstacle  it  is  wise  to  wait  a year  or  more  before 
intervening.  Some  of  the  smaller  over-correc- 
tions may  be  treated  with  glasses  and/or 
miotics  if  a high  AC/.A  ratio  is  present.  Prisms, 
patching,  and  orthoptics  also  may  be  tried. 
Most  of  the  unsatisfactory  results  are  due  to 
under-corrections  rather  than  over-corrections. 
Significant  vertical  deviations  are  treated  at 
the  same  time  as  horizontal  muscle  surgery  is 
done.  A vertical  deviation  is  often  present  for 
distance  but  cannot  be  found  at  near  nor  in 
the  cardinal  positions  of  gaze.  These  are  not 
operated  but  are  generally  improved  w’ith  cor- 
rection of  the  horizontal  deviation. 

At  what  age  does  one  operate  intermittent 
exotropia?  This  depends  on  the  amount  of 
deviation  and  the  control  of  the  deviation. 
If  the  deviation  is  small,  less  than  20  prism 
diopters,  and  control  good,  one  can  delay 
surgery  as  long  as  the  child  can  be  followed 
periodically,  provided  there  is  no  worsening 
of  the  deviation.  Larger  deviations  should  be 
done  as  soon  as  it  is  feasible.  One  has  to 
consider,  in  small,  well-controlled  deviations, 
the  possibility  of  converting  an  intermittent 
exo-deviation  into  a constant  eso-deviation  in 
early  childhood  and  its  subsequent  adverse 
effect  on  the  development  of  fusion. 

Etiology  of  Exotropia 

Constant  exotropia  may  be  the  end  result  of 
intermittent  exotropia,  may  be  congenital,  may 
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be  due  to  deformities  of  skull  and  orbits  (sucli 
as  hypertelorism  or  oxycephaly)  abnormalities 
of  medial  recti  or  to  some  sensory  obstacle  in 
one  eye.  In  addition,  there  are  those  patients 
who  were  formerly  esotropic  who  become 
exotropic  either  following  surgery  or  spon- 
taneously due  to  the  absence  of  stable  binocu- 
lar vision.* 

Treatment  of  Exotropia 

The  treatment  of  constant  or  consecutive  exo- 
tropia is  surgery  preceded  by  antisuppression 
and  amblyopia  treatment  in  younger  patients. 
These  are  operated  on  essentially  as  the  inter- 
mittent exotropes,  by  recession  of  lateral  recti 
or  recession  of  lateral  rectus  and  resection  of 
medial  rectus  or  resection  of  medial  recti. 
Post-operative  exotropes  are  evaluated  as  new 
cases  and  re-operated  accordingly.  Post-opera- 
tive exotropes  who  are  still  exotropic  after 
multiple  operations  can  present  a problem 
inasmuch  as  scarring  of  tenon’s,  conjunctiva, 
and  fibrosis  of  extra-ocular  muscles  may  result 
in  a relatively  frozen  eye.  These  patients  re- 
quire excision  of  scar  tissue,  conjunctival 
grafts  or  recession  of  conjunctiva  (bare  sclera 
closure  technic) , and  immobilization  of  the 
eye  toward  the  field  of  apparent  weakness  in 
addition  to  the  surgery  of  the  extra-ocular 
muscle.  This  may  result  in  improvement  but 
lack  of  full  ocular  motility.  The  congenital 
exotropes  are  operated  early  just  as  are  the 
congenital  esotropes. 

A-V  Syndrome 

Intermittent  or  constant  exotropia  with  A or 
V syndrome  is  operated  on  according  to  the 
presence  or  absence  of  oblique  dysfunction. 


In  the  absence  of  oblique  dysfunction,  the 
horizontal  recti  are  displaced  toward  the  field 
of  greater  horizontal  deviation  if  the  muscles 
are  to  be  recessed;  or  tow'ard  the  field  of  lesser 
horizontal  deviation  if  the  muscles  are  to  be 
resected.  Thus  in  V exotropia  in  which  reces- 
sion of  the  lateral  is  indicated,  the  muscles 
would  be  supraplaced  as  well  as  recessed.  If 
resection  of  the  medial  rectus  is  indicated,  the 
muscles  would  be  infraplaced  as  well  as  re- 
sected. In  V exotropia  with  overaction  of 
inferior  obliques,  the  latter  are  recessed  or 
tlisinserted  as  well  as  doing  appropriate  hori- 
zontal rectus  surgery.  In  A exotropia  with 
overaction  of  the  superior  oblic}ues,  the  latter 
are  tenectomized  as  well  as  doitig  appropriate 
horizontal  muscle  surgery.  In  some  instances, 
monocular  displacements  of  horizontal  recti 
may  be  effective  in  improving  an  A or  V 
syndrome. 

Summary 

Early  surgery  is  indicated  in  most  cases  of 
intermittent  and  constant  exotropia.  The  most 
favorable  results  are  those  in  which  no  exo- 
deviation or  slight  eso-deviation  remains.  Re- 
sidual exo-deviations  tend  to  w'orsen  in  time 
whereas  over-corrections  tend  to  improve  with 
the  passage  of  time. 
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Detection  Of  Impending 

As  implantable  pacemakers  last  a variable 
time,  it  is  desirable  to  be  able  to  foretell  when 
each  individual  pacemaker  is  nearing  the  end 
of  its  life.  A test  which  detects  a number  of 
different  impending  electronic  failures  includ- 
ing battery  depletion  is  described.  The  test 
requires  only  standard  laboratory  equipment 
and  has  been  used  for  four  years  as  a three- 


Failure  In  Pacemakers* 

monthly  procedure  in  an  out-patient  clinic. 
In  17  of  19  consecutive  patients  the  test  has 
enabled  a change  of  pacemaker  to  be  carried 
out  electively,  rather  than  after  an  arbitrary 
period  or  as  an  emergency  wTen  pacing  has 
failed. 

— Davies,  J.  G.  and  Siddons,  H.:  Thorax  (London), 
24:74  (January  1969) 
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Here  proposed  is  a practical  plan  for  measuring  the 
effectiveness  of  graduate  medical  education. 


Continuing  Education 
For  Psychiatrists* 


Robert  S.  Garber,  M.D. /Belle  Mead 

Continuing  medical  education  is  a misnomer. 
Most  programs  so  labeled  today  are  neither 
continuing  nor  educational.  Usually  they  are 
one-day  symposia  or  isolated  ]jrograms. 

Physicians  have  become  increasingly  con- 
cerned with  the  need  for  elfective,  continuing 
educational  opportunities  in  order  that  ad- 
vances in  medical  knowledge  may  he  quickly 
applied  in  their  practices.  But  there  has  been 
a lack  of  basic  guidance  on  what  educational 
approaches  would  be  most  useful. 

To  explore  the  problems  of  continuing  medi- 
cal education  and  generate  possible  solutions, 
the  .American  Afedical  Association  decided 
tliat  it  shoidd  have  the  advice  of  leaders  in  the 
jjrofession.  The  Council  obtained  authoriza- 
tion in  1956  to  appoint  an  Advisory  Com- 
mittee on  Graduate  Medical  Education.  This 
Committee  published  a guide^  on  objectives 
and  basic  principles  of  continuing  medical 
education  programs.  Purpose  of  the  guide  is 
tf)  jnesent  the  objectives  and  basic  principles 
of  graduate  medical  education  for  the  guid- 
ance both  of  those  active  in  the  field  and 
those  desiring  to  initiate  courses  and  other 
jnograms  for  the  continuing  education  of 
Ijhysicians.  After  all,  new  discoveries  in  the 
struggle  against  disease  are  of  little  practical 
use  until  the  clinician  learns  about  them  and 
how  to  apply  them.  No  matter  how  well  pre- 
jjared  a physician  may  be  when  entering  jnac- 
tice,  knowledge  that  was  adetpiate  yesterday 
is  not  fnlly  adequate  today.  In  1952,  the  AMA 
Council  on  Medical  Education  had  initiated  a 

• Read  l)cforc  tlic  Soiillicrn  Psvdiiairic  .Association 
ill  Atlanta.  Georgia,  Orloltcr  7.  1008. 
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Study  of  graduate  medical  education.  Results 
of  this  survey  are  in  the  Vollan  Report. ^ 

Continuing  educational  programs  should 
make  possible  the  acquisition  of  new  skills  in 
the  field  of  original  competence.  Continuing 
education  should  strengthen  the  habits  of 
critical  inquiry  and  balanced  judgment  that 
denote  the  truly  professional  and  scientific 
man. 

Since  the  1955  appearance  of  the  Vollan  Re- 
port^  many  pertinent  articles  on  the  subject 
have  appeared.  These  reports  stress  the  im- 
portance of  continuing  education  for  all  phy- 
sicians after  they  have  completed  their  grad- 
uate education.  Eor  example,  Dryer^  titled 
his  1962  report  “Lifetime  Learning  for  Phy- 
sicians.” The  CoggeshalP  report  of  1965 
pointed  out  that  the  present-day  physician 
is  not  a finished  product  and  must  accept  con- 
tinuous education  and  re-education.  The  hue 
and  cry  from  communications  media  has  led 
to  national  public  criticism,  implying  that  so- 
ciety needs  protection  from  any  practitioner 
who  neglects  his  continued  education  or  from 
those  whose  basic  competence  is  questionable. 
The  Coggeshall  Report  was  followed  the  next 
year  by  the  report  of  the  Mills  Commission,® 
the  citizens’  commission  on  graduate  medical 
education.  It  suggested  the  possibility  of  re- 
peated examinations  for  the  updating  of 
medical  licenses. 

Thus,  the  idea  of  renewing  the  physicians’ 
education  program  emerged  from  Aeolian’s 
important  contributions.  He  was  able  to 
identify  the  obstacles  and  deterrents  to  phy- 
sicians’ participation  in  continuing  education 
programs.  He  listed  these  obstacles: 
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1.  No  one  to  care  for  patients  while  a doctor  is  away 
from  his  practice. 

2.  Courses  given  at  unsuitable  times. 

3.  The  cost  involved  — both  loss  of  income  and  the  cost 
of  the  course. 

4.  Multiplicity  of  other  meetings  — placing  a demand 
on  the  doctors’  already  limited  time. 

5.  The  subject  matter  so  often  not  meeting  his  needs. 

6.  A lack  of  courses  in  the  physicians’  geographic  area. 

7.  Previous  unsatisfactory  experience  with  poor  courses. 

8.  A lack  of  information  about  courses. 

These  so-called  deterrents  were  actually  the 
cornerstone  of  Storey’s  report®  on  the  feasi- 
bility of  the  American  Medical  Association’s 
proposal  to  establish  a national  plan  for  con- 
tinuing medical  education.  In  his  presenta- 
tion, Storey  isolated  three  unknown  areas  f''” 
closer  inspection: 

1.  The  Clinical  Needs  of  the  American 
People.  Data  on  the  needs  of  the  patients,  the 
diseases  which  brought  patients  to  the  doctor’s 
office  or  to  the  hospital  were  surprisingly 
meager. 

2.  The  “Knowledge  Explosion.”  The  disap- 
pearance of  the  single-authored  text  book,  the 
growth  of  specialism,  the  redefinition  of  the 
general  practice  of  medicine,  the  development 
of  clinic-type  practice  all  contribute  to  the 
pressing  need  for  a solution  to  the  problem 
of  continuing  medical  education. 

3.  Efficiency  and  Physician  Accomplishment. 
Continuing  medical  education  is  needed 
where  both  clinical  needs  and  medical  knowl- 
edge are  not  properly  synthesized  by  the  phy- 
sician into  a solution  of  patient  problems. 
Graduate  medical  education  reflects  a well  en- 
dorsed need.  Voluntary  health  agencies,  pro- 
fessional societies  and  medical  schools  are  all 
involved  effectively  in  this  area.  Although  a 
listing  is  incomplete,  the  American  Medical 
Association,  state  medical  societies,  medical 
journals,  books,  and  films  have  essential  roles 
to  play  in  the  continuing  education  of  phy- 
sicians. One  of  the  major  factors  in  stimulat- 
ing interest  and  activity  has  been  Public  Law 
89-239.  This  legislation  authorizes  regional 


medical  programs  in  heart  disease,  cancer,  and 
stroke.  This  has  directed  public  attention  to 
the  problem  of  maintaining  professional  com- 
petence and  has  provided  the  first  significant 
allocation  of  federal  funds  for  support  of  con- 
tinuing medical  education.  As  a result,  many 
medical  schools,  community  hospitals  and 
other  institutions  are  developing  new  pro- 
grams or  strengthening  and  expanding  exist- 
ing programs. 

While  the  legislation  relates  only  to  heart  dis- 
ease, cancer,  and  stroke,  the  suppprt  which  it 
provides  for  the  development  and  administra- 
tion of  educational  programs  will  be  ap- 
plicable to  continuing  education  in  all  areas 
of  medicine  and  the  allied  health  professions. 
This  influence  of  regional  medical  programs 
in  the  field  will  be  major.  Nevertheless,  there 
remains  a major  challenge  of  self-renewal 
which  no  existing  mechanisms  solve.  Spe- 
cifically, how  can  a busy  physician  obtain  in- 
depth  training  at  the  bedside  and  learn  en- 
tire new  skills?  This  question  is  posed  by 
Diamond'  in  his  report,  “A  National  Grad- 
uate Medical  Center,”  in  which  he  proposed 
the  designation  of  one  or  more  Veteran  .Ad- 
ministration hospitals  as  national  graduate 
medical  centers. 

The  following  tables  from  the  Journal  of  the 
American  Medical  Association^  are  useful  to 
get  some  idea  of  number,  type,  sponsorship, 
and  participation  ratio  in  continuing  medical 
education  courses. 


TABLE  1 - CONTINUING  MEDICAL  EDUCATION 
COURSES  LISTED,  I96I-I962  to  1967-1968 


Total 

No.  of 

Courses 

Primary 

Year 

Reported  Sponsors 

1961-1962 

1,105 

206 

1962-1963 

1,146 

208 

1963-1964 

1,264* 

267* 

1964-1965 

1,569 

251 

1965-1966 

1,641 

252 

1966-1967 

1,608 

262 

1967-1968 

1,830 

263 

Courses  Offered  by 
Medical 

Schools  Hospitals 


626  (55%)  104  ( 9%) 

760*(60%)  163  (13%) 

857  (55%)  265  (16%) 

863  (53%)  351  (21%) 

910  (57%)  338  (21%) 

1000  (54%)  224  (12%) 


The  figure  of  1,830  courses  represents  a 14 
per  cent  increase  over  the  number  reported 
for  the  previous  year.  The  number  of  courses 

• Includes  courses  offered  by  5 Canadian  schools  not 
reported  in  other  years. 
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rejjorted  liad  dropped  in  1966-1967  for  the 
first  time  in  more  than  five  years.  The  1967- 
1968  number  now  shows  a significant  increase 
once  more  and  restores  the  annual  increment 
of  approximately  a 5 per  cent  increase  each 
year. 

t ABLE  2 - SPONSORS  AND  CO-SPONSORS  OF 
CONTINl  lNG  EDl’CATION  COURSES,  1967-1968 


Medical  Schools  71 

Non-School  Hospitals 

fincludes  government  hospitals)  201 

County  and  Stale  Medical  Societies 

■Academies  of  General  Practice  and  Graduate 
Medical  .Assemblies  3.5 

Academies  of  Medicine  and  Specialty  Medical 
.Societies  27 

A'oluntary  Health  .Agencies  7 

Other  (includes  postgraduate  medical  schools; 
city,  state,  and  federal  government  agencies, 
other  than  hospitals)  46 

TOTAL  387 


I'he  largest  group  was  the  non-affiliated  hos- 
pitals, including  government  hospitals,  which 
numbered  201  (compared  with  215  in  the 
previous  year),  or  12  per  cent  of  the  total. 
These  numbers  have  declined  from  338 
courses,  or  21  per  cent  of  the  total  in  1966- 
1967. 


Increasing  numbers  of  community  hospitals 
are  developing  affiliations  with  medical  schools 
under  the  regional  medical  programs.  There- 
fore, more  continuing  education  courses  are 
being  offered  with  the  medical  school  as  pri- 
mary sponsor  rather  than  the  community  hos- 
pital. The  programs  of  medical  schools  are 
much  more  extensive  in  that  the  average 
number  of  courses  offered  by  a medical  school 
is  14  while  that  for  the  community  hospitals  is 
only  a little  more  than  one  per  hospital. 

As  in  past  years,  continuous  courses  are  the 
most  common  in  type.  The  number  of  these 
courses  has  grown  to  1,205,  which  is  exactly 
the  same  percentage  (66)  as  that  offered  in  re- 
cent years.  Only  28  per  cent  of  the  courses 
are  scheduled  intermittently,  with  by  far  the 
largest  number  of  these  in  the  field  of  psy- 
chiatry. Seventy-nine  per  cent  of  the  courses 
offered  in  psychiatry  are  given  on  an  inter- 
mittent basis,  ft  is  usually  inconvenient  for 
physicians  to  come  from  long  distances  at  in- 
termittent intervals  over  long  periods.  For  a 
continuous  course,  on  the  other  hand,  phy- 
sicians may  travel  long  distances  to  spend  a 
concentrated  period  in  formal  study. 


r.ABI.E  3 -NUMBER  AND 

PROPORTION  OF  ALL 

CONTINUING  EDUC.ATION 

COURSES  BY 

TYPE 

OF  COURSE 

Total 

General 

Total  Minus 

I VI’E 

No. 

% 

Medicine 

% 

Psychiatry 

% 

GM  & Psych. 

% 

Continuous 

1,205 

66 

1.30 

60 

62 

18 

1,013 

79 

Interinitteni 

Postgraduate 

524 

28 

60 

28 

261 

79 

203 

16 

Traineeship 

54 

5 

7 

42 

Home  .Study 

16 

1 

0 

15 

Circuit  Course 

15 

7 

3 

5 

TA’-Radio 

15 

11 

0 

4 

Other 

0 

0 

0 

0 

Not  stipulated  type 

1 

0 

0 

1 

I O EAI. 

1,830 

214 

333 

1283 

l ABI.E  1- NUMBER  AND 

PROPOR  LION  OF  ALL 

COURSES  BY  TYPE  OF  PRACTICE  OF  PHYSICIANS 

FOR  WHOM 

COURSES  WERE  DESIGNED  - 1967- 

1968 

I V I’E 

1 otal 

%of 

General 

Total  Minus 

No. 

Subtotal 

Medicine 

% 

Psychiatry 

/o 

GM  & Psych. 

% 

Specialists 

489 

27 

1 

0.5 

63 

20 

425 

33 

iMiysicians  in  General 

and  part-time 
Specialty 

315 

17 

73 

36 

47 

15 

195 

15 

Practice 

Both 

1,004 

56 

130 

63.5 

212 

65 

662 

52 

SUBEOTAI. 
Not  stipulated  in 

(1,808) 

(204) 

(322) 

(1,282) 

course  listing 

22 

11 

1 

10 

l O l AI. 

1,830 

215 

323 

1,292 

151 

1 HE  JOURNAL  OF 

THE  MEDICAL 

SOCIETY  OF  NEW  JERSEY 

Table  4 lists  the  number  and  proportion  of  all 
courses  by  type  of  practice  of  physicians  for 
whom  courses  were  designed.  The  figures  for 
1967-1968  confirm  the  trend  toward  a single 
class  of  continuing  education  courses  at  w'hich 
all  physicians,  whether  specialists  or  general- 
ists are  permitted  to  attend.f  For  1967-1968, 
56  per  cent  of  all  courses  are  open  to  both 
specialists  and  generalists,  compared  with  only 
11  per  cent  in  1956-1957.  The  ratio  is  even 
higher  for  courses  offered  by  medical  schools, 
with  63  per  cent  of  medical  school  courses  de- 
signed for  both  specialists  and  physicians  in 
general  or  part-time  specialty  practice. 


T.VBLE  .5 -NUMBER  OE  REGLSTR.VTIONS  AT 
CONTINUING  EDUCATION  COURSES  OF 
AMERICAN  MEDICAL  .SCHOOLS 


No.  of 


Year 

Registrations 

Schools  Rep 

1954-1955 

18,819 

49 

1956-1957 

19,726 

** 

1958-1959 

39,817 

«• 

1961-1962 

57,530 

63 

1963-1964 

71,000 

43 

1964-1965 

88.845 

56 

1965-1966 

95,284 

64 

1966-1967 

100,822 

65 

All  academic  organizations,  as  well  as  indus- 
trial and  voluntary  agencies,  state  and  federal 
governments,  have  increased  their  commit- 
ment to  continuing  education  in  attempts  to 
cope  with  the  ever-increasing  supply  of  new 
knowledge.  Unfortunately,  as  pointed  out  in 
Educom,^  it  seems  that  such  activities  may  be 
built  more  upon  a sense  of  urgency  to  do 
something  than  what  is  needed  and  what  can 
be  done  with  a target  population  of  practi- 
tioners. The  model  used  seems  to  be  designed 
for  academic  instruction  rather  than  for  con- 
tinued learning,  and  the  education  is  more 
epi.sodic  than  continuing.  It  appears  that  each 
profession  and  each  institution  pursues  an 
independent  course  and  rarely  examines  the 
experiences  of  others  or  communicates  their 
successes  and  their  failures!  Educom^  proposes 
a future  study  of  continuing  education,  which 
will  look  at  the  whole  area  of  lifetime  learn- 
ing for  professions  in  order  to  develop  a body 
of  knowledge  unique  to  learning  by  adults.  It 
is  pointed  out  that  if  sufficiently  strong  moti- 
vation could  be  provided  for  the  professional 
to  continue  his  education,  more  practitioners 


in  all  fields  would  try  to  stay  abreast  of  new 
developments. 

If  each  professional  could  take  a self-ad- 
ministered test  involving  tlie  use  of  a com- 
puter, his  own  shortcomings  would  be  pointed 
out  to  him  and  his  motivation  to  continue  to 
study  would  be  strengthened.  This  has  actual- 
ly been  done  by  the  American  College  of 
Physicians  in  its  Medical  Knowledge  Self-.\s- 
sessment  Test.^® 

There  is  a very  intriguing  article  entitled 
“Continued  Education  for  'Wlrat?’’  by  Miller'i 
of  the  University  of  Illinois.  His  provocative 
article  is  critical  of  the  fact  that  most  pro- 
grams of  continuing  medical  education  have 
been  conducted  by  the  traditional  methods  of 
teaching  rather  than  being  based  upon  .solid 
evidence  about  the  way  adults  learn.  The 
categorical  content  model  (such  as  gastroen- 
terology, hematology,  cardiology)  has  been 
used,  not  the  process  model.  Miller'^  criticizes 
educational  programers  offering  gimmicks 
such  as  programed  instruction,  one  or  two- 
way  television,  live  or  taped,  and  movies,  as 
if  they  were  potent  mechanisms  for  meeting 
the  educational  need.  By  what  he  considers 
inescapable  evidence  of  failures,  Miller^^  con- 
cludes that  we  have  been  educating  for  the 
wrong  thing!  The  question  in  continuing  ed- 
ucation is  not,  as  he  puts  it,  the  absolute 
worth  of  new^  knowledge  but  of  relative 
priorities.  He  suggests  that  attention  should 
be  given  to  those  things  likely  to  be  of  great 
importance  iti  the  care  of  many  rather  than 
to  those  things  which  will  benefit  only  a few. 
He  cites  the  repeated,  disheartening  examples 
of  the  failure  of  education  built  upon  the 
content  model  substantially  to  alter  the 
behavior  of  practitioners.  He  finds  that  practi- 
tioners who  learn  more  about  topics  do  not 
necessarily  transform  this  knowledge  into 
action. 

Miller”  is  constructive  in  his  recommendation 
that  we  try  the  process  model  rather  than  the 


fin  New  Jersey,  those  offered  since  1957  at  The 
Carrier  Clinic  are  cited  as  examples. 

**  Number  not  avalable.  There  were  also  over 
23,000  registrations  for  radio  and  television  courses  in 
1965-1967. 
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categorical  content  one,  adding  that  adult 
learning  is  not  most  efficiently  achieved 
through  systematic  subject  instruction.  It  is 
accomplished,  instead,  by  involving  learners 
in  identifying  problems  and  seeking  ways  to 
solve  them.  Learning  emerges  in  a growing 
need  to  know  — not  in  categorical  bundles  — 
and  ultimately  incorporates  knowledge  in  a 
context  that  has  meaning.  Knowledge  and 
performance  are  overlapping  qualities  but 
not  identical  dimensions.  While  the  best  per- 
formance is  built  upon  sound  information, 
the  acquisition  of  sound  information  is  not 
assurance  that  it  will  occur.  Men  learn  what 
they  want  to  learn. 

The  first  step  is  not  to  tell  them  what  they 
need  to  know,  but  help  them  to  want  what 
they  need.  It  means  involving  participants  in 
identifying  their  own  educational  needs  in 
selecting  the  learning  experiences  most  likely 
to  help  them  meet  those  needs.  Also  it  re- 
quires the  assessment  of  whether  they  have 
learned  what  was  intended  — not  merely  de- 
termining whether  they  took  part  in  the 
learning  experience  or  whether  they  liked  it. 
If  the  evidence  demonstrates  clearly  that  the 
desired  learning  did  not  occur,  then  another 
look  must  be  taken  at  both  the  objective  and 
the  instructional  methods  to  determine  which 
requires  change. 

A method  used  as  part  of  the  Utah  Pilot 
Study®  could  be  a prime  element  of  continu- 
ing medical  education.  Here,  physicians  were 
asked  to  record  the  clinical  problems  they  en- 
countered over  a 48-hour  period  as  well  as  a 
personal  perception  of  their  educational 
needs.  This  could  well  lead  practitioners  to  a 
study  of  what  they  do,  to  an  identification  of 
their  own  educational  deficits,  to  the  estab- 
lishment of  realistic  priorities  for  their  own 
educational  programs. 

Miller'^  said  that  the  practitioner-learner 
must  progress  steadily  from  listener  to  ques- 
tioner to  contributor.  To  help  accomplish 
this  progression  the  teacher  must  progress  in 
the  opposite  direction  until  at  last  he  becomes 
a thoughtful  listener.  Continuing  education 
should  mean  continuing  self-education  — not 


continuing  instruction.  Furthermore,  until 
the  program  directors  recognize  the  need  to 
know,  it  is  unlikely  that  they  will  learn.  Mil- 
ler ends  his  article  ironically  by  quoting  Pogo. 
“We  have  met  the  enemy  and  they  are  us.” 

Carmichael,^-  has  reported  chronologically 
what  has  been  developing  in  continuing  edu- 
cation for  psychiatrists.  The  American  Psy- 
chiatric Association  carried  out  a survey  of 
existing  continuing  education  courses  for 
psychiatrists.  Of  the  1847  institutions  which 
replied  to  the  questionnaire,  only  51  were 
found  to  be  course  sponsors  — presenting  a 
total  of  only  73  courses.  Further  documenta- 
tion of  the  lack  of  activity  in  this  area  of  edu- 
cation appeared  in  the  American  Medical  As- 
sociation’s annual  report  of  courses  of  con- 
tinuing education  for  psychiatrists  for  1967- 
68.  Of  the  333  courses  listed  in  psychiatry, 
only  66  were  for  “specialists”  (presumably  in- 
cluding psychiatrists),  while  48  were  for  phy- 
sicians in  general  and  215  were  open  to  gen- 
eralists and  specialists.  This  confirms  the 
paucity  of  programs  of  continuing  education 
for  graduate  psychiatrists  and  emphasized  the 
urgent  need  for  these  courses  and  the  im- 
portance of  undertaking  active  work  in  en- 
couraging and  helping  develop  such  pro- 
grams. With  the  aid  of  a three-year  grant 
from  the  National  Institute  of  Mental  Health, 
an  office  of  continuing  education  for  psy- 
chiatrists was  established  at  the  American 
Psychiatrics  Association  central  office.  Hugh 
T.  Carmichael,  M.D.  was  appointed  director 
of  the  office.  He  is  assisted  by  consultants. 
They  have  made  two  proposals;  (1)  That  a 
psychiatric  self-assessment  program  for  psy- 
chiatrists be  undertaken  by  the  A.P.A.  fol- 
lowing the  recent  example  of  the  American 
College  of  Physicians’  Medical  Knowledge 
Self-Assessment  Program;^®  (2)  that  there  be  a 
survey  of  a representative  A.P.A.  District 
Branch  to  gather  information  about  the  prac- 
tice habits  of  the  members  of  the  Branch  and 
their  expressed  need  for  continuing  educa- 
tion. 

Carmichael  has  presented  his  plan  for  a self- 
assessment  project.  The  individual  member 
would  purchase  a kit  and  test  his  own  skills 
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and  knowledge  so  that  only  he  would  discover 
any  areas  in  which  he  requires  further  educa- 
tion. It  is  anticipated  that  it  will  take  a year 
to  develop  this  proposed  self-assessment  test 
and  that,  hopefully,  the  proportion  of  mem- 
bers participating  will  eventually  achieve  the 
same  ratio  as  the  American  College  of  Phy- 
sicians — virtually  100  per  cent:  A plan  like 
this  might  help  forestall  mandatory  recerti- 
fication and  relicensure. 

Basic  educational  research  that  requires  high- 
ly specialized  personnel  will  be  supported  by 
the  National  Institute  of  Mental  Health 
through  its  continuing  education  branch  and 
its  new  grants  program.  Some  evaluation  will 
probably  be  done  by  independent  research 
groups.  Comparative  studies  should  be  made 
of  continuing  education  projects  in  different 
settings.  Of  special  relevance  to  mental  health 
service  programs  will  be  efforts  to  evaluate 
the  extent  to  which  continuing  education  in- 
creases the  effectiveness  of  mental  health  serv- 
ices and  reduces  the  incidence  of  disorders  in 
the  population  being  served.^* 

Conclusions 

The  American  Psychiatric  Association  con- 
siders the  self-assessment  examination  suf- 
ficiently important  to  disseminate  the  message 
to  all  District  Branches  urging  their  members 
to  participate.  Success  of  the  program  de- 
pends entirely  upon  the  individual  support  of 
the  individual  members.  It  will  require  a 
good  “public  relations  program”  by  the  vari- 
ous District  Branches. 

The  American  Psychiatric  Association  has 
moved  properly  by  taking  the  initiative  in  a 
program  that  holds  promise  of  being  assumed 
by  the  federal  government.  Hopefully,  the 


Association  will  anticipate  that  move  and 
thereby  retain  control. 

This  again,  is  a self-administered  and  self- 
assessment  test  so  that  only  the  individual 
member  will  know  the  result.  If  successful,  the 
examination  could  be  updated  from  year  to 
year  in  order  to  enable  the  individual  mem- 
bers to  keep  current  with  ongoing  psy- 
chiatric changes. 
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In  this  compact  little  article,  a plastic  surgeon  suggests 
a safe  and  simple  corrective  procedure  for  unattractive- 
ly protruding  ears. 

The  Correction 
Of  Protruding  Ears* 


Robby  Meijer,  M.D./East  Orange 

\\’ith  a deformity  of  the  nose  as  the  possible 
exception,  few  parts  of  the  human  anatomy 
draw  the  attention  of  young  and  old  as  much 
as  the  protruding  ear.  The  esthetic  balance  of 
the  head  and  its  appendages  is  easily  dis- 
rupted by  the  deformity,  however  moderate 
the  protrusion  may  be,  since  it  also  accen- 
tuates the  size  of  the  auricle.  Ridicule  often 
takes  place  which  may  have  a lasting  emo- 
tional effect  on  the  victim.  Unfortunately  one 
can  still  hear  common  statements  made  such 
as;  “you  are  a boy  and  do  not  have  to  be 
good-looking”  or  “good  thing  she  is  a girl  and 
can  wear  her  hair  long.”  More  and  more, 
however,  the  futility  of  such  statements  is 
recognized  and  more  individuals  seek  plastic 
surgical  help  to  correct  this  noticeable  de- 
formity. 

The  three  types  of  protruding  ears  most  com- 
monly seen  are:  (1)  the  moderate  form  of 
protrusion  mostly  due  to  an  absence  of  the 
superior  crus,  causing  the  upper  half  of  the 
auricle  to  stand  out,  (2)  the  so-called  “lop  ear” 
— the  antihelix  and  crura  are  absent  giving 
the  whole  auricle  a cuplike  appearance  (see 
Figures  I and  II),  (3)  the  unusually  large  ear 
which  appears  pronrinent  even  when  only  a 
minimal  to  moderate  protrusion  is  actually 
present. 

All  three  types  can  be  satisfactorily  corrected 
by  removing  an  elliptical  piece  of  post-auricu- 
lar skin  and  weakening  the  cartilage  along  the 
lines  of  the  proposed  antihelix  and  superior 

• From  (he  Peer  Group  for  Plastic  Surgery,  East 
Orange,  X.). 


crus.  These  structures  are  then  constructed 
with  the  use  of  buried  non-absorbable  sutures. 
"Wdien  and  where  indicated,  slivers  of  car- 


Figure  I — Pre-operative  ami  posi-operatixe  \ie\vs  of 
patient  with  bilateral  protnuling  ears 


tilage  are  removed,  care  being  taken  not  to 
cause  sharp  edged  folds  on  the  anterior  sur- 
face of  the  ear.  The  skin  is  then  closed  and  a 
bulky  ear  dressing  applied. 
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Figure  2A  — Pre-operative  and  post-operative  view  of 
case  with  “lop”  ears 


Figure  2B  — Close  up  pre-operative  and  post  operative 
view  of  ear  showing  detail  of  constructed  anti  helix 
and  superior  crus 


Usually  the  surgery  is  done  under  general 
anesthesia  requiring  a two  day  hospital  stay. 
For  individuals  over  twelve  to  fourteen  years 
old,  local  anesthesia  is  preferred.  In  adults, 
the  procedure  can  often  be  carried  out  on  an 
out-patient  basis.  Correction  of  protruding 
ears  can  be  done  at  any  age  from  five  years 
up.  There  is  no  growth  interference  since 
around  that  time  the  auricle  has  already 
reached  almost  its  adult  size.  Postoperative 
discomfort  is  minimal.  The  bulky  dressing  is 
worn  for  ten  to  fourteen  days,  followed  by 
binding  the  ears  nightly  for  two  weeks. 


Complications  following  an  otoplasty  arc  few. 
The  earliest  and  most  frequent  one  is  bleed- 
ing which  usually  is  controlled  by  changing 
the  dressings.  Infection  is  rare  and  prophy- 
lactic antibiotics  are  seldom  used.  Late  recur- 
rence of  the  protrusion  does  occur  in  a small 
proportion  of  cases  necessitating  a minor  sec- 
ondary correction. 

Keloid  formation  of  the  post  auricular  scar  is 
occasionally  seen  and  of  course  diflicult  to 
treat,  but  its  location  makes  this  somewhat 
less  cumbersome  than  keloid  scars  elsewhere 
on  the  face. 
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less  than  400  feet  up  and  we  were  afraid  it  was  going 
to  land  on  the  water.  Then  it  went  faster,  lose  quite 
steeply,  and  rode  away.  My  fishing  partner  and  I had 
had  nothing  to  drink.  I have  never  seen  anything  like 
it  before  or  since.” 

"When  niv  partner  got  home  and  told  his  wife,  she 
wouldn't  listen.  She  was  so  scared.  Once  when  I went 
to  their  home  for  dinner,  about  three  months  later,  I 
thought  I'd  mention  it  as  a conversation  piece,  but  she 
w'ouldn’t  let  me  talk  about  it  (confirmed  by  author’s 
interview  of  the  gentleman,  ivhose  wife  interfered  in 
the  telephone  conversation).  Shortly  after  the  event  I 
told  my  wife,  a close  friend  (a  neighbor  of  the  author), 
and  a man  that  I do  business  with.  Strangely  enough, 
another  friend  of  mine,  who  was  in  the  Catskills  a 
hundred  miles  north  of  us,  had  noticed  the  thing  the 
same  day  and  at  approximately  the  same  time.  I 
learned  this  one  week  after  my  experience.”. 

Mr.  Collins’  trusUvorthiness  was  attested  by 
three  people  who  have  known  him  for  many 
years:  the  author’s  neighbor,  the  author’s 
father,  and  the  friend  who  had  been  in  the 
Catskills. 

Although  there  Avere  no  log-book  fishing  rec- 
ords going  back  to  1958,  the  time  of  Afr.  Col- 
lins’ experience,  interviews  with  Officer  Clyde 
Conway  of  the  Canistear  Reservoir  Police, 
Mr.  Conway’s  wife,  his  daughter,  and  his  two 
sons  revealed  several  sightings  of  possible 
UFOs  in  that  area  in  the  past  three  years.  No 
member  of  Officer  Conway’s  immediate  family 
has  had  any  emotional  or  psychosomatic  ill- 
ness. 

Case  3 

Mrs.  Carol  \’ander  Plate,  age  27,  a high  school  grad- 
uate. licensed  practical  nurse  and  housewife,  lives  on  a 
mountain  top  in  Hardyston,  New  Jersey,  where  her 
husband  owns  and  operates  a radio  station,  4VLVP. 
Her  past  life  is  free  of  any  emotional  or  psychosomatic 
disease.  It  was  on  April  1,  1966  at  8:45  p.m.,  during  a 
clear  day,  followed  by  moonlight:  "Our  two  French 
poodles  started  barking  and  carrying  on.  They  refused 
to  obey  and  be  quiet.  They  went  crazy,  running  in 
circles  and  jumping  over  the  furniture.  There  was  a 
horrible  rumbling  sound.  It  sounded  like  a jet  coming 
over  and  about  to  crash.  I looked  out  the  window  and 
saw  this  thing  sitting  on  top  of  the  trees  about  four 
hundred  feet  from  the  house.  I watched  it  for  more 
than  thirty  seconds.  It  turned  pink.  It  had  three  port- 
holes that  were  black  inside.  The  TV'  went  off.  VVhen 
I turned  on  the  porch  light,  the  object  seemed  to  turn 
off  two  big  spotlights.  It  was  white,  then  pink,  then 
^een;  and  then  it  took  off  like  a streak  of  lightning. 
There  was  no  trail  of  gaseous  vapors.  My  husband  an- 
nounced it  over  ‘open  mike,’  and  from  then  until  mid- 


•  As  a clinical  check  on  the  veracity  of  the  witnes.ses, 
the  author  first  learned  of  this  event  from  a nineteen- 
year-old  boy  who  lives  near  Oak  Ridge  Reservoir.  He, 
with  his  teen-age  sister  and  brother,  had  seen  UFOs  at 
close  range  over  the  reservoir  on  two  previous  occasions. 
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night  four  lines  were  steady  with  calls  on  each  line 
from  others  who  had  seen  it.  It  was  fantastic.  It  was 
twice  the  size  of  a jet.  Much  bigger  than  my  house. 
There  w’ere  no  effects  on  the  trees;  I checked  that  the 
next  day.  But  we’ve  had  no  robins  or  cardinals  in  this 
particular  area  since  then.”  (See  Figure  4.) 

This  experience  was  confirmed  upon  questioning  Mr. 
Louis  Vander  Plate  and  five  other  observers  from  the 
town  and  neighboring  area.  Mrs.  Vander  Plate  uses  no 
alcohol  or  drugs.  She  became  pregnant  two  months 
after  this  experience  and  delivered  a healthy  baby. 
She  and  her  husband  estimate  they  have  seen  and/or 
heard  of  similar  sounds  seven  to  ten  times  since  this 
initial  episode.  Many  of  these  accounts  have  been 
verified  by  others  in  the  vicinity.  One  year  after  this 
particular  sighting,  Mrs.  Vander  Plate  developed  an 
allergy  to  nickel  and  her  husband  a severe  reaction 
to  "foam  rubber  — as  in  earphones  — I turn  beet  red: 
it  swells.”  The  possible  allergic  condition  was  never 
related  to  the  UFO  experience,  but  it  is  included 
should  other  similar  observations  be  made. 

The  Vander  Plates’  experience  might  have 
been  related  to  another  sighting  that  occurred 
over  the  near-by  Oak  Ridge  Reservoir  that 
same  night  at  approximately  the  same  time. 
The  Newark  Evening  News  reported  “a  white 
light  with  red  revolving  lights  under  it.  It  was 
hovering  over  the  reservoir.  It  remained  sta- 
tionary and  then  darted  across  the  clear  night 
sky  and  halted  tantalizingly  in  midair.”  Many 
people  telephoned  in  to  the  Milton  Township 
police  headquarters.* 

Case  4 

Mrs.  Estelle  Conway,  age  51,  a business-school  grad- 
uate, housewife,  and  postal  subclerk  of  Highland 
Lakes,  New  Jersey,  looked  out  of  her  dining  room  win- 
dow one  fall  day  in  1966,  at  7:30  p.m.  She  noticed  a 
large  "orange  ball”  with  a dark  vermilion  border, 
suspended,  or  hovering  by  itself,  over  a pond  a quarter 
of  a mile  awav  from  her  home.  .At  that  distance,  she 
estimated  the  size  to  be  that  of  a chicken  coop,  and 
guessed  that  it  would  have  been  much  larger  than  an 
automobile.  She  couldn’t  make  out  any  other  detail, 
but  wondered  if  it  was  somebody’s  auto  headlights 
shining  on  the  trees  in  the  woods.  The  lake  is  1,100 
feet  above  sea  level  and  the  hill  about  1,400  feet; 
therefore,  the  object  was  estimated  to  be  less  than  300 
feet  above  the  water.  The  object  didn’t  change  color 
or  shape;  it  had  no  sound;  and  it  did  not  influence 
the  radio  or  electrical  devices  in  the  home.  The  object 
was  some  700  feet  from  high-tension  wires. 

Mrs.  Conway  was  embarrassed  because  people  would 
not  believe  her  when  she  told  them  what  she  saw.  She 
does  not  use  drugs,  and  only  occasionally  does  she  have 
a cocktail.  She  told  her  husband  and  other  members 
of  her  family  about  the  episode.  The  husband  told  a 
neighbor,  who  was  a state  policeman.  Her  experience 
was  confirmed  on  telephone  interview  of  the  trooper. 
Mrs.  Conway  had  no  past  history  of  any  emotional  dis- 
order or  other  illness.  AVhen  she  looked  for  the  ob- 
ject, approximately  fifteen  minutes  after  first  seeing  it, 
it  was  no  longer  there.  (See  Figure  3.) 

.At  the  same  time  of  Mrs.  Conway’s  experience,  Mr. 
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Ciliy  F.  Adams,  age  46,  an  electrical  engineer,  of  Glen- 
wood,  N.J.,  while  driving  on  the  road  and  approaching 
the  Conway’s  home,  had  the  “surprise  of  my  life”  when 
he  noted,  “a  big,  opalescent-like  neon-green  ball,  500 
to  600  yards  out.  Not  on  a ballistic  course,  but  gliding 
— not  enough  speed  to  maintain  flight  itself.  It  slowly 
went  across  the  road  — tree-top  to  tree-top  — for  an 
estimated  six  to  eight  seconds.  It  w'as  a ball,  straight 
ahead,  right  across  the  road.  I have  good  depth  percep- 
tion. It  was  aquamarine  in  opalescence.  However,  it 
kept  perfect  geometry  all  the  time.  (It  did  not  shim- 
mer.) It  passed  over  the  mountaintop  store.  There 
were  no  effects  in  the  car.  If  it  had  been  a ballistic 
trajectory,  it  would  have  had  to  crash  into  the  lake 
(in  the  valley). 

“I  stopped  the  car  near  the  store  and  jumped  out  to 
see.  I went  down  to  the  point  where  it  had  crossed 
and  where  I thought  it  should  have  crashed.  But  it 
had  by  then  disappeared.  There  was  still  good  light 
out.  The  sun  was  setting.  Obviously  the  light  of  the 
object  had  to  be  greater  than  the  light  of  the  sun  to 
be  .seen.  I was  very  excited  and  wondered  how  could 
a thing  appear  to  have  no  weight  and  “fly”  across  the 
road  at  such  a very  low  speed.  It  traveled  in  an  east- 
to-vvest  direction.  The  estimated  size  was  50  to  55  feet 
acro.ss  — approximately  the  size  of  a dime  on  the 
windshield  — roughly  half  the  size  of  a B-17  bomber. 
1 was  a U.S.  Army  Air  Force  gunner  in  4Vorld  4Var  II, 
and  saw  active  duty.  I’m  a student  pilot  and  have  de- 
signed beacons  for  space  probes,  and  such,  but  have 
never  come  across  anything  like  this  in  my  life.” 

Mr.  Adams  told  his  wife  and  a state  trooper  at 
the  time.  The  locale  of  the  Conway-Adams 
sighting  is  only  a few  miles  from  radio  station 
WLVP-FM.  Aside  from  two  weeks  of  a 
“nervous  breakdown”  in  1944  (when  in  the 
Service)  he  has  had  excellent  health.  Follow- 
ing the  “breakdown”  he  returned  to  active 
duty  in  the  Air  Force,  and  served  six  more 
years  as  a career  man.  He  does  not  use  drugs 
unless  prescribed  and  has  had  excellent  emo- 
tional health. 

The  Newark  Evening  News  contained  several 
articles  of  similar  sightings  in  northern  New 
Jersey  during  the  fall  of  1966. 

Case  5 

Frank  Scanlon,  age  56,  has  been  a United  Parcel  Serv- 
ice driver  for  37  years.  He  is  a union  steward.  He  has 
had  a northern  New  Jersey  route  for  twelve  years.  As 
a U.S.  Air  Force  veteran  of  World  tVar  II  (Fifth  Air 
Force,  ground  crew  in  Japan)  he  is  familiar  with  air- 
craft. He  is  respected  by  his  boss  and  fellow'  employees. 
He  neither  smokes  nor  drinks.  He  enjoys  excellent 
health.  Psychiatric  interview  revealed  no  evidence  of 
emotional  illness.  Although  he  could  not  recall  the 
exact  date  of  his  alleged  ITO  experience,  at  that  time 
he  told  his  immediate  family,  his  boss,  many  fellow 
workers,  and  several  other  people.  Interview's  with  his 
w’ife,  two  of  his  children,  and  four  other  people,  in- 
cluding a police  officer,  confirmed  Scanlon’s  excellent 
reputation  and  his  report  of  the  experience  shortly  af- 
ter it  happened.  It  was  stressed  how  excited  and 
frightened  he  was. 


“It  was  November,  1967.  It  was  bare  and  there  were 
no  leaves  on  the  trees.  It  was  on  Rudeville  Road  on 
the  way  to  Great  Gorge  (within  a mile  of  the  \’ander 
Plates’  radio  station)  at  twelve  noon,  on  a clear  day.  I 
went  to  the  back  of  the  truck  and  heard  this  terrific 
pounding  noise.  As  I went  to  the  front,  I stepped 
away  from  the  truck  as  I thought  the  noise  was  from 
the  well  digger  across  the  street.  But  he  had  dived  into 
the  hole.  At  tree  height,  I saw  a cylindrical  object,  like 
a dirigible,  more  than  twice  the  size  of  the  von  Hin- 
denberg.  It  was  big  enough  for  several  Mack  trucks  to 
get  into  it.  It  had  no  cabins  or  propellers,  no  markings 
of  any  kind.  It  was  a duller  grey  than  aluminum. 
There  was  no  smoke,  heat,  or  exhaust.  There  was  no 
effect  on  my  truck  motor.  It  was  unbelievable.  It  had 
roundish  windows  that  looked  black  inside.  There  was 
no  reflection  on  them.  It  took  off  with  such  force  to- 
ward Newton  that  it  disappeared  in  an  estimated  two 
minutes. 

I never  saw  such  a burst  of  speed  after  hovering.  I 
was  amazed.  There  were  no  exhaust  fumes.  I won- 
dered what  could  defy  gravity  and  hover  there.  It  was 
gigantic.”  (.See  Figure  5.) 

Comment 

Single-witness  UFO  examples,  and,  in  some 
cases,  lack  of  specific  dates,  have  drawbacks. 
However,  the  favorable  close-range  cir- 
cumstances support  the  validity  of  the  ex- 
periences. The  witnesses  were  healthy  and 
trustworthy.  They  had  no  gross  defects  of  vi- 
sion or  hearing.  They  had  ample  time  to  ob- 
serve the  UFOs.  There  was  nothing  sugges- 
tive of  malobservations,  behavioral  aberra- 
tions, mass  hypnosis,  contrived  posthypnotic 
suggestion,  or  fraud.  The  unique  character- 
istics of  the  episodes  and  the  backgrounds  of 
the  witnesses  excluded  such  explanations  as 
satellites,  airplanes,  balloons,  helicopters,  or 
birds,  although  very  atypical  ball  lightning 
could  have  been  a possibility  for  Case  4. 
There  was  nothing  suggestive  of  a parapsy- 
chologic  explanation  in  any  of  the  examples. 
Most  of  the  witnesses  were  frightened  and  had 
a vivid  memory  of  their  unique  experiences. 
In  Case  3,  it  was  possible  to  see  how  easily 
mass  panic  could  have  developed.  The  phy- 
sician, by  having  an  awareness  of  UFOs,  can 
help  to  avert  mass  hysteria. 

Five  hidden  reports  of  UFOs  from  a relatively 
circumscribed  area  in  northern  New  Jersey 
are  but  a small  sample  of  the  thousands  of 
documented  accounts  from  all  over  the  world. 
UFOs  indeed,  do  seem  to  be  real.  Physicians 
are  in  an  excellent  position  to  uncover  “hid- 
den reports”  of  UFOs  and  help  to  establish 
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the  reliability  o£  the  witnesses.  By  study  of  the 
possible  emotional  and  physiologic  effects  of 
the  UFOs,  and  of  the  witnesses  themselves,  the 
physician  can  go  beyond  merely  establishing 
the  event  and  contribute  to  the  more  mean- 
ingful questions  of  (1)  what  UFOs  are  (2) 
where  they  come  from,  and  (3)  what  is  their 
purpose. 
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ImmuRization 

The  best  way  to  be  vaccinated  against  tuber- 
culosis is  with  BCG  vaccine;  and  the  best  way 
to  take  the  vaccine  is  by  breathing  it.  So  says 
Dr.  Sol  Roy  Rosenthal,  professor  of  preven- 
tive medicine  and  director  of  the  Institute  for 
Tuberculosis  Research  at  the  University  of 
Illinois. 

Dr.  Rosenthal  believes  that  people  should  be 
immunized  against  diseases  in  the  same  way 
in  which  they  would  contract  it.  Tuberculosis 
is  spread  by  pathogenic  bacteria  which  are 
inhaled;  therefore,  the  BCG  vaccine  should 
be  inhaled,  rather  than  injected. 

To  put  these  bacteria  into  the  air  in  a dense 
mist.  Dr.  Rosenthal  recently  turned  to  a new 
ultrasonic  nebulizer.  On  modern  electronics 
principles,  this  machine  uses  ultrasonic 
energy  to  create  man-made  fog.  The  fog  is 
composed  of  extremely  small  water  droplets, 
which  means  it  can  penetrate  to  the  smallest. 


By  Inhalation 

deepest,  pulmonary  structures.  This  is  just 
the  sort  of  vehicle  which  Dr.  Rosenthal  needs 
to  carry  the  BCG  clones  into  the  body. 

The  rate  of  success  of  immunization  is  direct- 
ly related  to  the  amount  of  dose.  Dr.  Rosen- 
thal found.  To  be  vaccinated  with  the  ultra- 
sonic nebulizer,  his  subjects  simply  sit  in  a 
room  for  45  minutes.  For  30  minutes  they 
breathe  the  dense  BCG-laden  fog.  During  the 
next  14  minutes  they  wa.t  for  the  fog  to  be 
removed  by  a complete  air  change. 

As  many  as  15  people  have  been  vaccinated 
in  a room  at  one  time  with  this  method.  He 
has  processed  23  school  children  and  10  medi- 
cal students  with  ultrasonic  BCG  fog.  Using 
a tuberculin  skin  test,  he  has  been  able  to  find 
some  degree  of  immunity  in  all  of  them.  Now 
Dr.  Rosenthal  looks  forward  to  an  ultra- 
sonic immunization  console  which  could  vac- 
cinate entire  classes  at  once. 
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Urologic  surgery  in  children  does  present  special  anes- 
thesia problems,  which  are  here  reviewed. 


Anesthesia  Problems 
Associated  With  Obstructed 
Uropathy  In  Children* 


Herbert  Rackow,  M.D./Whitestone,  N.  Y. 

Almost  nineteen  years  ago,  there  was  a sym- 
posium on  anesthesia  in  pediatric  urolog7. 
The  report^  presented  by  the  anesthesiologist 
concerned  itself  mainly  with  the  head  end  of 
the  child,  and  had  little  to  do  with  the  urology 
end.  Two  sentences  from  that  paper  will  make 
this  clear.  “There  is  no  anesthesia  that  is  sin- 
gularly specific  for  uropediatric  cases,”  and 
“the  requirements  of  the  urologist  for  his 
pediatric  patient  do  not  differ  materially  from 
those  of  other  surgeons  concerned  with  chil- 
dren.” These  statements  still  hold  true  today 
despite  a vast  increase  in  the  literature  of 
pediatric  anesthesia.  For  example,  nineteen 
years  ago,  there  was  one  textbook^  on  pediatric 
anesthesia.  Today,  there  are  four^- Never- 
theless, I have  been  able  to  find  fewer  than  a 
half  dozen  references  specific  for  today’s  sym- 
posium. 

Churchill-Davidson,  Way,  and  dejong®  have  a 
report  on  muscle  relaxants  and  renal  excre- 
tion suggesting  that  d-tubocurarine  but  not 
gallamine  is  handled  normally  by  the  body 
when  there  is  ab  ent  renal  function.  This 
study  was  in  adults  who  had  bilateral  ne- 
phrectomies or  explorations  of  renal  tissue. 
The  patients  receiving  d-tubocurarine  were 
treated  with  neostigimine  postoperatively,  re- 
covered completely,  and  had  no  evidence  of 
muscle  paralysis.  Those  patients  receiving 
gallamine  were  also  given  anticholinesterase 
treatment  but  three  out  of  five  patients  had 
recurring  muscular  weakness  lasting  a few 
days  and  required  hemodialysis  to  restore  nor- 
mal neuromuscular  transmission.  This  would 


suggest  that  patients  with  impaired  renal 
function  should  be  grven  d-tubocurarine 
rather  than  gallamine. 

Other  drugs  commonly  used  in  anesthesia  are 
excreted  by  the  kidneys.  Goodman  and  Gill- 
man^  pK)int  out  that  most  of  an  oral  dose  of 
barbital  and  25  per  cent  of  phenobarbital  is 
excreted  in  the  urine.  When  renal  function 
is  impaired,  these  sedatives  are  poorly  excreted 
and  may  cause  severe  depression.  Pentobarbi- 
tal, secobarbital,  and  pentothal  are  metabol- 
ized in  the  liver.  These  should  be  used  rather 
than  barbital  or  phenobarbital.  In  severe  renal 
disease,  it  may  be  safer  to  give  any  barbiturates 
by  the  intravenous  route  so  that  the  response 
may  be  exactly  titrated  with  small  doses, 
rather  than  to  give  one  intra-muscular  injec- 
tion of  an  average  dose.  Rectal  administration 
would  be  least  desirable. 

Although  we  have  a busy  pediatric  urology 
service  at  Babies  Hospital  in  the  Columbia- 
Presbyterian  Medical  Center,  we  rarely  see 
children  with  such  serious  renal  impairment 
that  complications  of  this  type  might  be  ex- 
pected. Nevertheless,  if  alternative  drugs  are 
available,  I would  certainly  avoid  those  which 
are  excreted  in  the  urine  in  patients  with  any 
degree  of  impaired  renal  function. 

The  problem  of  halothane  liver  toxicity 
should  be  mentioned.  Halothane  has  many 
good  properties  and  its  use  has  undoubtedly 


• Read  before  the  Sections  on  .ynesthesiolog\ % Pedi- 
atrics, and  Urology,  Annual  Meeting,  The  Medical  So- 
ciety of  New  Jersey,  Atlantic  City,  May  19,  1969.  This 
work  was  supported  by  NIH  grant  GM-09069-07. 
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saved  many  lives.  Yet,  there  is  associated  with 
it,  as  well  as  with  other  anesthetics,  a fatal 
hepatitis  with  an  incidence  of  about  one  in 
1(),()00  anesthesias.®’®’^®  This  complication 
seems  to  be  much  less  frequent  in  children 
than  in  adults,  although  the  incidence  is  not 
known  in  children.  It  may  be  that  there  are 
simply  fewer  children  anesthetized  than 
adults.  A second  point  is  that  there  seems  to 
l)e  a greater  risk  in  patients  who  have  previ- 
ously been  given  halothane  anesthesia  and 
showed  an  unexplained  fever  or  enlarged  liver 
or  jaundice  in  the  postoperative  course.  Pa- 
tients with  this  history  who  are  subsequently 
given  a second  halothane  anesthesia  make  up  a 
proportion  of  the  fatal  hepatitis  cases“.  Many 
of  the  patients  we  are  here  talking  about  have 
multiple  urologic  procedures  during  which 
multiple  exposures  to  halothane  may  occur. 
Cystoscopies  and  retrograde  pyelograms  are 
important  diagnostic  procedures  which  pre- 
cede definitive  surgery  in  these  children. 
Halothane  is  a non-explosive  anesthetic  and 
therefore  is  often  chosen  because  of  x-ray  re- 
quirements. It  may  set  the  stage  for  hepatitis 
if,  for  the  next  surgical  procedure,  halothane 
is  again  chosen.  The  advantages  of  halothane 
for  a long  surgical  procedure  make  many 
anesthesiologists  reluctant  to  give  it  up,  par- 
ticularly for  such  a short  procedure  as  cysto- 
scopy. I would  prefer  to  use  pentothal  plus 
nitrous  oxide  for  the  cystoscopy  and  save  the 
halothane  for  the  surgery.  When  it  is  at  all 
possible  (and  I recognize  that  perhaps  in  most 
cases  it  may  not  be  possible)  I would  like  to 
see  diagnostic  cystoscopy  scheduled  in  the  op- 
erating room,  to  be  follow’ed  by  surgery.  This 
has  tlie  added  advantage  of  avoiding  one  anes- 
thesia regardless  of  what  anesthetic  is  used. 

If  an  obstructive  uropathy  is  complicated  by 
renal  impairment,  anemia  may  develop.  There 
is  good  indirect  evidence^^  ^p^t  an  anemic 
patient  has  reduced  oxygen  stores,  reduced 
compensatory  mechanisms  and  reduced  oxy- 
gen transport.  The  anemic  patient  will  de- 
velop tissue  hypoxia  faster  than  the  non- 
anemic  patient  in  the  event  of  impaired  circu- 
lation or  impaired  respiration.  The  infant 
and  the  small  child  are  especially  susceptible 
because  of  their  high  oxygen  requirements. 


almost  twice  that  of  the  adult.  If  the  anemia 
is  present  and  surgery  cannot  be  postponed 
(and  if  little  blood  loss  is  anticipated  during 
surgery),  transfusion  may  not  be  justified.  The 
incidence  of  post  transfusion  hepatitis  may  be 
as  high  as  4 per  cent.  The  case  fatality  is  about 
1 1 per  cent.  Overall  fatality^®’  may  be  up  to 
one  in  two  hundred.  The  anesthesia  mortality 
is  less  than  that,  perhaps  one  per  thousand  in 
infants^®.  If  the  anemia  is  severe  or  if  the 
surgery  is  major,  transfusion  is  indicated 
either  preoperatively  or  as  soon  as  anesthesia 
is  started.  Lung  stores  of  oxygen  may  be  in- 
creased by  using  a high  oxygen  concentration 
in  the  anesthetic  mixture. 

Sometimes  the  surgical  position  of  the  child 
that  gives  optimal  surgical  exposure  is  such 
that  it  interferes  with  respiration.  This  is  espe- 
cially so  when  the  child  is  in  a lateral  decu- 
bitus and  the  kidney  bridge  is  raised.  The 
respiratory  inefficiency  may  be  partly  com- 
pensated for  by  endotracheal  intubation  and 
assisted  or  controlled  respirations.  ^Ve  do  not 
hesitate  to  use  an  endotracheal  tube  in  infants 
and  children,  particularly  in  the  absence  of 
an  upper  respiratory  infection.  There  are  com- 
plications due  to  intubation  but  there  are  also 
complications  resulting  from  not  intubating. 
While  we  do  not  have  evidence,  we  think  that 
these  latter  complications  in  the  long  run,  are 
the  more  serious.^^ 

McDonald  and  Good^"  have  written  about 
anesthesia  for  voiding  cystography  in  children. 
The  problem  is  having  the  child  urinate  dur- 
ing the  process  of  recording  bladder  perform- 
ance. The  belladonna  drugs,  scopolamine  and 
atropine,  decrease  bladder  tone  and  premedi- 
cation was  either  meperidine  or  pentobarbital 
alone.  Halothane  anesthesia  was  used.  Under 
anesthesia,  radioopaque  solution  was  instilled 
into  the  bladder  to  30  centimeters  of  water 
pressure.  A cystogram  was  taken  and  the  child 
allowed  to  recover  from  anesthesia.  Of  those 
children  given  pentobarbital  23  of  24  voided, 
while  only  14  of  19  given  meperidine  voided. 
This  is  not  unexpected  because  meperidine 
has  weak  atropine-like  properties. 

Premedication  is  a special  problem  in  pedi- 
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atric  urology  due  to  the  multiple  surgical 
procedures  which  many  of  these  patients  go 
through.  Orthopedic  and  plastic  surgery  pre- 
sent identical  problems.  After  having  been 
through  many  operations,  some  of  these  chil- 
dren seem  to  be  resistant  to  average  doses  of 
commonly  used  sedatives.  Many  will  come  to 
the  operating  room  alert  and  terrified  after 
having  received  enough  secobarbital  and 
meperidine  to  put  an  adult  to  sleep.  Then  as 
soon  as  the  child  is  anesthetized,  he  suddenly 
becomes  severely  depressed  and  breathes  very 
poorly.  Somewhere  along  the  many  surgical 
experiences  of  such  a child,  something,  either 
a traumatic  anesthesia  induction,  or  a painful 
postoperative  course,  or  consistent  periods  of 
postoperative  vomiting  after  each  operation, 
resulted  in  an  emotionally  sensitized  child. 
Sometimes,  such  a child  comes  to  the  operat- 
ing room  retching  and  frightened.  In  a case 
like  this,  the  child  should  be  lightly  rather 
than  heavily  medicated  and  intravenous  pen- 
tothal  used  for  induction.  It  may  also  be 
helpful  to  use  an  endotracheal  tube  and  to 
leave  it  in  place  during  recovery  until  the 
child  is  awake,  because  vomiting  on  emergence 
is  also  frequent  in  these  children. 
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Transplant  Film  Available 


Johnson  8c  Johnson  now  offers  a dramatic 
film,  “The  Transplanters,”  a 40-minute  color 
documentary  which  tells  the  story  of  trans- 
plant surgery  and  the  surgeons  who  pioneered 
in  this  field.  This  film  makes  an  exciting 
agendum  for  your  next  medical  society  meet- 
ing. 

A print  of  “The  Transplanters”  may  be  ob- 
tained on  loan  at  no  charge  by  addressing 


your  request  to  Lawrence  G.  Foster,  Director 
of  Public  Relations,  Kilmer  House  232,  John- 
son 8c  Johnson,  501  George  Street,  New  Bruns- 
wick, New  Jersey  08903.  Just  indicate  the 
date,  time,  and  place  the  film  is  to  be  shown 
and  before  which  audience.  Send  Mr.  Foster 
the  address  and  telephone  number  of  the 
person  to  whom  the  film  should  be  sent.  Re- 
quests must  be  received  at  least  10  days  before 
the  date  of  the  scheduled  showing. 
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Acute  Traumatic  Rupture 
Of  The  Thoracic  Aorta: 

Report  Of  A Case  With  Rupture  Of  The  Innominate  Artery* 


Victor  D’Ambrosio,  M.D./Murray  Hill 

With  the  accelerating  speed  of  modern  trans- 
portation the  emergency  rooms  of  our  hospi- 
tals have  seen  an  increasing  number  of  cases 
of  traumatic  rupture  of  the  thoracic  aorta. 
We  should  consider  this  possibility  whenever 
called  upon  to  care  for  a severely  ill  victim 
of  a traffic  accident.  If  the  diagnosis  is  made 
early  enough  the  patient’s  life  may  be  saved. 

The  patient  may  present  either  of  two  syn- 
dromes: 

(1)  The  exsanguinating  form,  where  the 
mortality  rate  is  about  85  per  cent,  or 

(2)  A milder  form  with  a mortality  rate  of 
about  15  per  cent.  This  is  true  provided  the 
diagnosis  is  established  promptly. ^ From  the 
standpoint  of  prognosis,  traumatic  rupture  of 
the  thoracic  aorta  may  be  divided  into  the 
following  categories: 

(.A)  .Acute  traumatic  rupture  with  severe  exsanguina- 
tion.  The  mediastinum  is  widened,  hemorrhage  is  ex- 
tending into  one  of  the  pleural  cavities.  Chest  x-ray 
can  reveal  this.  These  patients  die  almost  immediately. 

(B)  Chronic  traumatic  rupture.  Here,  patients  who  sur- 
vive the  acute  rupture,  are  divided  into  two  sub- 
groups: 

1.  In  which  the  hemorrhage  is  contained  in  a hema- 
toma.^ The  patient  may  die  of  delayed  rupture  of  this 
hematoma  within  the  first  few  weeks  after  injury; 

2.  In  which  the  patient  survives  hut  develops  a false 
aneurysm.  This  can  remain  stable  for  months  or  years. 
In  I960  Malm  and  Deterling'  reported  a case  of  suc- 
cessful resection  of  traumatic  aneurysm  three  months 
after  the  injury. 


* From  the  .Surgical  Department  of  Overlook  Hospi- 
tal, Summit,  New  Jersey. 


The  following  case  is  illustrative  of  the  diag- 
nostic and  therapeutic  problem: 

A 63-year  old  woman  came  into  the  Newark  City  Hos- 
pital with  multiple  fractures  of  the  low'er  extremities 
and  spine.  She  had  been  hit  by  a motorcycle.  Upon 
admission  she  appeared  confused,  complaining  of  pain 
in  both  legs,  in  her  right  arm,  along  the  cervical  spine, 
and  between  the  scapulas.  She  had  been  hypertensive 
for  ten  years,  and  had  had  a hysterectomy  at  the  age 
of  33.  Blood  pressure  was  180/100.  She  showed  mild 
contusions  of  soft  tissue.  Moist  rales  were  present  in 
the  base  of  both  lungs.  The  heart  had  normal  sinus 
rhythm;  there  was  a grade  1 systolic  murmur  over  the 
base  of  the  precordium.  Abdomen  was  soft.  The  liver 
was  one  finger  below  the  right  costal  margin. 

Bronchoscopic  examination  showed  that  the  right  mid- 
dle lobe  bronchi  were  clear.  Washings  were  negative 
for  tumor  cells.  X-rays  on  admission  revealed  widening 
of  the  aortic  shadow  and  a right  parahilic  shadow, 
thought  to  be  a mediastinal  tumor  or  pneumonia, 
occupying  the  right  middle  lobe  and  medial  basal  seg- 
ment. However,  findings  compatible  with  segmental 
bronchial  obstruction  were  not  revealed  by  broncho- 
scopy and  bronchogram,  which  showed  good  arboriza- 
tion of  bronchi  of  lower  and  middle  lobes. 

Sixty  days  after  admission,  x-rays  showed  disappear- 
ance of  the  mediastinal  shadow  and  widening  of  the 
superior  mediastinum;  the  ascending  aorta  appeared 
wider,  more  prominent,  and  its  lateral  margin  was 
straightened. 

The  diagnosis  of  an  aneurysm  of  the  ascending  aorta 
was  considered  at  this  time,  but  an  attempt  at  doing 
an  aortogram  failed  to  visualize  the  arch  of  the  aorta; 
instead,  it  revealed  an  obstruction  of  the  origin  of  the 
innominate  arterv  and  diffuse  uniform  thickening  of 
the  wall,  compatible  with  a dissection  of  the  ascending 
aorta  extending  into  the  innominate  artery. 

This  represents  a healed  traumatic  rupture  of 
the  aorta.  We  rejrort  it  because  the  formation 
of  a dissecting  aneurysm  produced  obstruc- 
tion of  the  innominate  artery,  which  this  pa- 
tient had  survived®  and  because  of  the  fact 
that  clinical  cxjTcricnce  with  snch  problems  is 
so  limited.  Also  we  have  here  an  association  of 
closed  multiple  chest  injuries  with  the  rup- 
ture of  the  thoracic  aorta  without  concomi- 
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Figure  1.  Widening  of  the  mediastinum.  Bronchoscopy 
and  bronchogram  revealed  normal  bronchial  tree  and 
no  evidence  of  lung  pathology. 


Figure  2.  Reduction  of  mediastinal  shadow,  but  widen- 
ing of  mediastinum  still  evident.  The  ascending  aorta 
appears  wider,  more  prominent  with  straightening  of 
its  lateral  border.  We  consider  this  as  evidence  of  dis- 
section and  aneurysm,  secondary  to  traumatic  chest 
injuries. 


tant  rib  tracture.  Moreover,  as  this  patient 
with  hypertension  was  in  an  upright  position 
when  hit  by  the  motorcycle,  this  case  fits  the 
criteria  expressed  in  the  mechanism  of  dissec- 
tion exposed  below. 

Rupture  of  the  aorta  with  hematoma  may  be 
contained  by  the  overlying  visceral  peri- 
cardium or  lung,  as  it  was  found  by  the 
pathologist  of  Overlook  Hospital  in  one  case. 


Figure  3.  Attempted  aortogram  failed  to  visualize  the 
aortic  arch.  Obstruction  and  diffuse  thickening  of  the 
wall  of  the  innominate  artery  is  obvious.  This  finding 
is  compatible  with  traumatic  dissection  of  the  ascend- 
ing aorta  extending  into  the  origin  of  the  in- 
nominate artery. 

The  hematoma  may  organize  and  give  origin 
to  so-called  “false  aneurysm.”  In  such  case,  the 
outcome  is  not  fatal.  When  the  rupture  of  the 
aorta  takes  place  in  a location  that  does  not 
confine  the  blood,  a hematoma  is  not  formed. 
This  second  chain  of  events  may  give  rise  to 
fatal  hemorrhage.  Cases  have  been  reported^ 
at  post  mortem  in  which  the  incomplete 
aneurysm  involved  the  aortic  arch  at  the  base 
of  the  innominate  artery  with  obstruction  of 
the  latter. 


VOL.  66-NUMBER  8-AUGUST,  1969 


469 


Etiology 

Tiaumatic  thoracic  aneurysms  are  caused  in 
most  cases  by  automobile  accidents.  Uncom- 
mon causes  are  a fall  from  a height,  direct 
crushing  blows  to  the  chest,  and  a sudden  rise 
in  intravascular  pressure.  The  horizontal  de- 
celeration force  is  thought  to  be  the  basic 
cause  of  aortic  rupture  in  automobile  acci- 
dents. I’he  traumata  include: 

(1)  Fracture  of  the  first  rib  is  often  associated  with  dis- 
secting of  aorta. 

(2)  Contusion  of  chest. 

(3)  Fracture  of  the  skull  and  extremities  with  contu- 
sion of  chest  and  abdomen. 

(4)  Flypertension. 

(5)  Pregnancy. 

(6)  Emotional  stress  resulting  in  hypertension. 

The  mechanism  of  traumatic  dissection  of  the 
aorta  includes  the  following  considerations: 

(1)  Compression  of  chest  during  full  inspiration. 

(2)  When  heart  and  aorta  are  bound  between  inflated 
lungs. 

(3)  Trauma  is  more  accelerated  when  the  heart  is  in 
diastole. 

(4)  Closure  of  the  heart  valve  produces  traction  on  the 
aortic  wall. 

(5)  Incomplete  aortic  rupture  as  first  stage  of  dissect- 
ing aneurysm. 

Aortic  dissection  may  occur  just  above  the 
aortic  valve  in  55  to  75  per  cent  of  the  cases.® 
Less  commonly,  it  is  found  just  below  the  at- 
tachment of  ductus  arteriosus.  It  may  be 
noted  at  the  origin  of  the  intercostal  arteries. 
Experimental  rupture  of  the  intima  has  been 
demonstrated  at  the  first  two  sites. 

Diagnosis 

The  clinical  history,  the  mechanism  of  trau- 
ma, and  the  physical  findings  coupled  with 
chest  x-rays  are  usually  sufficient  for  the  diag- 
nosis,i  however  physicians  caring  for  patients 
who  have  undergone  severe  general  trauma 
to  the  chest  must  be  aware  of  progressive 
shock  or  heart  failure  without  obvious  cause. 
The  loss  (or  diminution)  of  peripheral  pulse 
and  blood  pressure  or  discrepancies  of  them 


in  the  four  extremities,  the  development  of 
increasing  venous  pressure,  or  evidence  of 
superior  vena  cava  obstruction,  the  presence 
of  widening  of  the  mediastinum  on  routine 
chest  x-rays  are  signs  of  injuries  to  the  heart 
and  the  great  vessels. 

Roentgenographic  examination  of  the  thorax 
should  be  done  in  patients  less  vitally  ill. 
Aside  from  the  presence  of  mediastinal  or 
pleural  effusion,  and  the  widening  of  the 
mediastinum,  there  are  specific  signs  which 
the  radiologist  looks  for  in  the  aortic  wall. 
This  wall  usually  measures  2 to  3 millimeters 
in  thickness.  Measuring  up  to  10  millimeters 
is  suggestive.  And  a widening  to  over  10  mil- 
limeters is  diagnostic  of  intramural  hema- 
toma. 

The  value  of  roentgenograms  in  confirming 
diagnosis  of  dissection  of  the  aorta,  has  been 
exemplified  by  widening  and  radiolucence  of 
arch  and  descending  thoracic  aorta.  Also 
significant  is  widening  supracardiac  shadow  of 
the  entire  thoracic  aorta  or  of  a segment  of  it. 

Extravasation  of  blood  into  mediastinum  will 
accentuate  the  aortic  shadow.  Dissection  of  a 
major  branch  of  the  aorta  when  demonstrable 
is  an  important  diagnostic  feature. 

The  formation  of  a hematoma  within  the  wall 
thickens  it  and  it  appears  more  radiolucent 
than  the  dense  true  lumen  of  the  aorta.  Also 
meaningful  is  the  double-barreled  appearance 
of  the  aorta. 

Sectional  laminograms  and  aortograms  may 
be  helpful.^ 

Conclusion 

We  have  reported  a case  of  traumatic  dissec- 
tion of  the  ascending  aorta  with  extension 
and  obstruction  of  the  innominate  artery 
which  the  patient  survived.  The  importance 
of  early  diagnosis  of  such  an  injury  is  stressed. 
Note  is  made  of  the  increasing  frequency  of 
aortic  dissection  associated  with  multiple 
trauma  resulting  from  the  ever  growing  traffic 
accidents. 
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The  surgeon  must  be  aware  of  the  possibility 
of  such  catastrophies  not  only  in  patients  who 
have  suffered  immediate  or  recent  trauma, 
but  also  in  patients  with  hypertension  or 
during  pregnancy.  Remember  that  severe  in- 
jury to  the  cardiovascular  system  can  be 
present  even  when  the  patient  does  not  ap- 
pear severely  ill.  And  in  some  patients  like 
the  aged,  the  hypertensive,  and  those  with 
Marfan’s  syndrome,  minor  trauma  can  result 
in  serious  injuries. 

Aortograms,  including  angiocardiogram,  may 
be  indicated  as  emergency  procedure. 

More  use  should  be  made  in  our  emergency 
rooms  of  continuous  monitoring  of  the  elec- 
trocardiogram. The  central  venous  pressure 
and  the  recording  of  peripheral  pulses  and 
blood  pressures  in  all  the  extremities  should 
be  carried  out  on  all  patients  in  whom  serious 
injuries  to  the  cardiovascular  system  are  sus- 
pected. Traumatic  dissection  of  the  aorta  may 
be  a true  immediate  emergency.  In  these 
cases,  successful  treatment  may  ultimately  rest 
on  how  well  equipped  the  modern  community 
hospital  is. 

Suspicion  is  half  of  the  diagnosis.  Some  of 
the  recent  reports  seem  to  indicate  that  treat- 
ment of  hypertension  would  result  in  control 
of  the  acute  dissection.  However,  the  surgeon 


and  the  operating  room  must  be  ready  for 
such  an  emergency,  because  in  some  cases  sur- 
gery, with  the  help  of  the  heart-lung  machine 
may  be  the  decisive  factor  between  life  and 
death. 

The  National  Safety  Council  has  estimated 
that  this  year  there  will  be  approximately 
9,500,000  accidents  causing  93,000  deaths.  In 
66  per  cent  of  victims  of  multiple  injuries, 
two  or  more  body  areas  are  involved.  On  the 
basis  of  these  facts  we  concur  with  those  who 
feel  that  the  heart-lung  machine  for  pulmo- 
nary by-pass  is  essential  for  the  total  care  of 
the  patient  with  cardiovascular  injuries. 
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The  Truth  About  Contact  Lenses 


Can  anyone  wear  contact  lenses?  Are  there 
risks  associated  with  the  wearing  of  the  lense.s? 
These  and  other  pertinent  questions  are  an- 
swered in  the  American  Medical  Association’s 
new  brochure,  “Contact  Lenses?’’ 

Adopted  from  a Today’s  Health  article,  the 
pamphlet  stresses  that  contact  lenses  are  safe, 
and  in  certain  cases,  very  desirable,  when  they 
are  “properly  fitted  and  when  the  wearer  takes 
adequate  care.’’  It  adds  that  scrupulous  clean- 


liness is  essential  in  handling  and  caring  for 
the  lenses. 

The  pamphlet  concludes  that  an  awareness  of 
the  problems  should  encourage  careful,  en- 
lightened, and  medically  supervised  use  of 
what  can  be  an  immensely  useful  device. 
Single  copies  are  available  from  the  Order 
Department  of  the  AMA,  535  North  Dearborn 
Street,  Chicago  60610  for  20^  each.  Quantity 
prices  are  lower. 
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The  community  hospital,  willing,  able,  and  properly 
staffed,  can  operate  a modern  hemodialysis  unit. 


Hemodialysis  At  A 
Community  Hospital* 

A Preliminary  Survey 


John  F.  Mele,  M.D./Neptune 

I'he  first  artificial  kidney  device  was  built  by 
Dr.  Willem  J.  Kolff  in  the  Netherlands  in 
1944.  For  many  years  only  a few  hospitals  pur- 
chased the  machine.  The  equipment  was  ex- 
pensive and  long  term  treatment  was  so  cost- 
ly in  terms  of  personnel  needed,  that  it  did 
not  seem  feasible.  The  hospitals  that  did  ob- 
tain the  machine  used  it  only  several  times  a 
year  for  patients  with  acute  renal  failure, 
where  a few  sessions  on  the  device  would 
give  their  own  kidneys  a rest  and  help  them 
recover. 

The  University  Hospital  in  Seattle,  Washing- 
ton, in  1960,  was  the  first  to  initiate  hemo- 
dialysis for  the  long  term  treatment  of  chronic 
renal  failure.  This  was  accomplished  by  Scrib- 
ner, Buri,  Caner,  Hagstrom  and  Burnell. ^ 

However,  chronic  hemodialysis  was  still  im- 
practical until  a number  of  technical  improve- 
ments w'ere  developed  to  connect  and  discon- 
nect the  arterial  and  venous  circulations  of 
the  patient  to  the  artificial  kidney  without  re- 
peated surgical  procedures.  In  1960,  Quinton, 
Dillard,  and  Scribner  developed  permanent 
arterial  and  venous  cannulation;  thus  permit- 
ting repeated  intermittent  hemodialysis.^  In 
this  way,  when  the  arterial  and  venous  can- 
nulae  are  not  in  use;  they  are  connected  with 
a “shunt”  creating  an  arteriovenous  fistula 
functioning  outside  the  body. 

Gradually,  the  experiences  of  other  centers 
using  chronic  hemodialysis  were  reported^-* 

• This  reoort  is  from  the  Jersey  Shore  Medical  Cen- 
ter where  Dr.  Mele  is  Director  of  the  Dialysis  Unit. 


and,  at  present,  leave  no  doubt  that  this  now 
has  a definite  place  in  the  treatment  of  acute 
and  chronic  renal  failure.  In  this  paper,  we 
describe  the  technic  used  at  Jersey  Shore 
Medical  Center-Fitkin  Hospital  and  report 
some  of  our  experiences  during  the  past  eight 
months. 

Twenty-three  patients  with  ages  ranging  from 
20  to  81  years  of  age  were  treated  at  Jersey 
Shore  Medical  Center  by  hemodialysis.  Ten 
had  chronic  uremia,  seven  had  acute  uremia, 
and  six  had  acute  poisoning.  In  the  latter,  the 
presence  of  hemodialysis  facilities  were  of  life- 
saving importance.  The  chronic  uremic  pa- 
tients had  indwelling  “Silastic”  and  the  teflon 
cannulae  inserted,  according  to  the  method  of 
Ramirez,  in  the  less  dominant  side.®  All  can- 
nulae were  inserted  in  the  operating  room,  by 
one  of  the  two  surgeons  of  the  dialysis  team. 

The  acute  uremics  and  acute  poisonings  had 
a McIntosh  catheter  inserted  into  the  greater 
saphenous  vein  according  to  the  method  of 
McIntosh.®  The  catheter  is  241/2  inches  long; 
one  lumen  runs  the  full  length  and  terminates 
at  the  distal  tip.  The  second  lumen  terminates 
at  7I/2  inches  from  the  distal  tip.  Both  lumens 
have  a bore  of  2.3  millimeters  and  have  a 
more  than  adequate  fluid  capacity.  The 
catheter  is  placed  finally  in  the  inferior  vena 
cava  and  causes  no  undue  harm  if  left  in  place 
for  36  to  48  hours. 

All  hemodialyses  were  performed  with  the 
twin  coil  kidney.  In  the  chronic  uremics  the 
dialyses  were  initially  supervised  by  a phy- 
sician present  in  the  room.  However,  trained 
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nurses  eventually  assumed  this  role  and  the 
physician  acted  only  in  a supervisory  capacity. 
Nurses  were  able  to  initiate  and  terminate 
dialyses  themselves.  The  duration  and  fre- 
cjuency  of  dialyses  were  pre-determined  by  the 
physician  and  were  dependent  upon  each  in- 
dividual’s needs. 

In  the  acute  uremics  and  acute  poisonings,  a 
physician  was  at  all  times  present  to  evaluate 
any  clinical  deterioration;  prescribing,  if 
necessary,  other  therapeutic  measures  for  cir- 
culatory and  respiratory  support. 

The  dialyzer  was  primed  with  heparinized 
normal  saline;  and  again  at  the  conclusion  of 
dialysis,  normal  saline  was  rinsed  through  the 
coil  to  return  the  blood  to  the  patient.  Pa- 
tients were  heparinized  with  a constant  drip 
of  aqueous  heparin  during  the  procedure  un- 
less bleeding  was  excessive  or  suspected;  there- 
fore certain  adjustments  were  made  accord- 
ingly. Laboratory  tests  were  obtained  when 
indicated. 

Chronic  uremics  were  maintained  on  a diet 
that  was  variable,  at  times  restricting  their 
sodium,  potassium  and  protein  intake.  Fluid 
intake  was  restricted  and  varied  according  to 
each  individual’s  need.  Medications  such  as 
antihypertensives,  aluminum  hydroxide  gel, 
iron  and  multi-vitamins  were  prescribed  if  a 
need  arose. 

Results 

The  patients’  data  appear  in  tables  1,  2 and  3. 

Ten  patients  were  accepted  for  our  chronic 
hemodialysis  program  and  were  maintained 
for  a total  of  36  months,  averaging  3.6  months 
per  patient,  with  a range  of  one  to  seven 
months.  During  these  eight  months,  a total  of 
298  hemodialyses  were  done.  Of  the  ten  pa- 
tients, five  are  alive  giving  an  average  of  4.2 
months  per  patient.  Seven  patients  were 
dialyzed  for  acute  uremia;  of  these  seven, 
four  are  alive.  All  six  acute  poison  patients 
are  alive;  giving  a total  of  fifteen  patients  still 
alive  and  eight  patients  dead  and  a general 
survival  rate  of  65  per  cent. 


Chronic  Uremia 

In  the  past  25  years,  treatment  of  patients 
with  uremia  has  changed  drastically.  In  the 
early  days  of  chronic  hemodialysis,  patients 
underwent  dialysis  every  fifth  to  seventh  day 
for  periods  of  20  to  24  hours. i’"’®  Most  of  them 
remained  symptomatic.^  With  better  under- 
standing of  the  pathophysiology  of  the  uremic 
syndrome,  it  became  apparent  that  more  fre- 
quent dialyses  were  necessary  and  contributed 
significantly  to  the  well-being  of  the  patient. 
There  were  also  further  improvements  in  sur- 
vival rates  in  patients  with  chronic  renal 
failure. 

Need  for  dialysis  varies  with  each  individual. 
Frequency  and  duration  of  dialysis  should  be 
sufficient  to  maintain  each  patient  in  such  a 
state  of  health  that  he  may  carry  on  his  daily 
functions.  Ideally,  all  the  symptoms  of  uremia 
should  be  absent  or  held  to  a minimum. 
Actually,  a major  problem  in  a chromic  hemo- 
dialysis program  is  the  selection  of  patients. 
There  are  more  candidates  than  can  be  prop- 
erly cared  for  with  existing  facilities.  The 
prime  criteria  for  patient  selection  were  as 
follows: 

1.  Emotional  stability. 

2.  Ability  to  adapt  and  cooperate. 

3.  Absence  of  a second  disease  which  would  impair 
general  health. 

4.  No  cardiovascular  complications  due  to  severe  hy- 
pertension (cardiac  insufficiency,  coronary  thrombosis, 
cerebral  vascular  accidents). 

5.  Age  limit:  55  years. 

The  criteria  for  medical  acceptability  are 
variable  and  indistinct.  Age,  which  at  first  was 
thought  to  be  the  all  imptortant  factor,  is 
deemed  of  less  importance  at  present.  Not 
only  have  patients  in  their  sixties  done  well, 
frequently  becoming  totally  rehabilitated,  but 
also  in  certain  instances,!^  children  as  young 
as  twelve  years  old  have  had  very  gratifying 
results. 

Hypertension,  associated  with  severe  hyper- 
tensive cardiovascular  disease,  has  been  in  the 
past  considered  sufficient  reason  for  a patient’s 
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rejection. ® 7'hese  patients  are  more  difficult 

to  manage  and  take  more  time  to  rehabilitate. 
But  with  proper  controlled  long  term  inter- 
mittent hemodialysis,  including  bilateral 
nephrectomy  in  a few  selected  instances,®  hy- 
jjertension  and  hypertensive  cardiovascular 
disease  can  be  brought  under  control.  We 
have  had  experience  with  several  of  such 
patients. 

The  combination  of  diabetes  mellitus  with 
chronic  renal  failure  frequently  precludes  pa- 
tients from  dialysis  therapy  regardless  of  the 
severity  of  the  diabetes.  One  patient  under 
our  care,  a 69  year  old  male,  may  have  been 
rejected  from  a chronic  dialysis  program  else- 
where because  of  a history  of  diabetes  mel- 
litus and  advancing  age.  However,  since  the 
inception  of  his  dialytic  therapy  4 months  ago, 
he  has  done  extremely  well  and  has  returned 
to  his  former  job  and  has  experienced  no 
difficulties.^®  Each  patient  should  be  con- 
sidered on  an  individual  basis  rather  than 
through  the  formulation  of  broad  generali- 
ties. The  burden  of  proof  in  the  assessment  of 
medical  eligibility  lies  with  the  physician. 
Prime  consideration  should  be  whether  a pa- 
tient has  the  ability  to  adapt  to  his  disease 
and  the  wall  to  cooperate.  Those  who  cannot 
or  will  not  cooperate  will  not  do  well.^^ 

.\t  times,  social  or  financial  hardships  exist 
which  make  cooperation  difficult.  The  re- 
lationship which  exists  between  patients  and 
their  families  is  extremely  important.  Support 
for  the  patient  must  come  from  the  family. 

In  our  chronic  hemodialysis  program  all  these 
factors  are  investigated  fully  by  the  aid  of  a 
psychiatrist  and  social  worker  prior  to  starting 
a patient  on  chronic  hemodialysis.  Motivation 
is  an  important  factor.  Patients  who  have  a 
vigorous  interest  in  rehabilitation  and  de- 
monstrate a determination  to  return  to  their 
previous  role  in  society  are  frequently  able  to 
do  so,  while  those  who  are  unable  to  accept 
their  disease  and  constantly  bemoan  their  fate, 
more  often  than  not  remain  incapacitated. 

Yet,  in  some,  despite  these  handicaps,  a signif- 
icant change  in  attitude  can  be  brought  about 
through  understanding,  firmness,  and  perser- 


verance  while  human  nature  dictates  exten- 
sion of  sympathy  to  the  sick,  it  is  not  sym- 
pathy that  these  patients  require,  rather  it  is  a 
foundation  of  resiliency  which  enables  them 
to  rebound  anew  from  each  setback  with  a 
firm  determination  to  succeed. 

Acute  Uremia 

Hemodialysis  has  not  improved  the  general 
survival  rate  of  patients  with  acute  uremia  by 
more  than  50  per  cent.  Good  conservative 
management  is  still  a fundamental  part  of  the 
treatment  of  acute  renal  failure.  It  may  be 
supplemented,  but  can  never  be  replaced,  by 
hemodialysis. In  our  series  of  seven  patients, 
four  are  still  alive  and  doing  well,  but  three 
are  dead.  Two  of  the  three  deaths  were  in  pa- 
tients over  65  years  of  age,  emphasizing  that 
the  management  of  older  patients  is  more  dif- 
ficult and  has  a higher  morbidity  and  mor- 
tality rate.i®  All  three  did  show  improvement 
in  their  uremic  symptoms.  Two  patients  died 
of  acute  myocardial  infarction  and  one  in 
respiratory  failure. 

Prime  aim  of  treatment  is  to  minimize  the 
metabolic  derangements  in  acute  renal  fail- 
ure. During  the  oliguric  phase,  Avhere  most  pa- 
tients are  lost,  the  main  hazards  are: 

1.  Cardiac  arrhythmias  or  arrest  related  to  electrolyte 
imbalance. 

2.  Circulatory  overload  leading  to  acute  pulmonary 
edema. 

tVater  intoxication  leading  to  seizures  or  vomiting 
which  may  persist  and  contribute  to  aspiration  of  gas- 
tric contents,  bronchial  obstruction,  and  pneumonia; 

4.  Depressed  sensorium. 

During  the  diuretic  phase,  there  is  decreased 
resistance  to  infection  and  septicemia  may  oc- 
cur and,  at  present,  is  one  of  the  main  causes 
of  death. 

Under  these  circumstances  dialysis  will  ex- 
tend the  capability  of  the  clinical  manage- 
ment to  control  body  fluid  volume  and  com- 
position and  prevent  or  reverse  uremic  symp- 
toms. However,  dialysis  should  be  performed 
at  the  earliest  signs  of  clinical  deterioration. 
The  trend  in  recent  years  has  been  toward  in- 
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TABLE  I 
Chronic  Uremics 


Case  A’o. 

Age  & Sex 

Disease 

Period  of  Dialysis 

Status 

1 

67  M 

Chronic  Pyelonephritis 

7 months 

Dead 

2 

56  F 

Bilateral  Polycystic  Kidney 

7 months 

Dead 

3 

54  M 

Chronic  Pyelonephritis 

6 months 

Dead 

4 

43  M 

Chronic  Pyelonephritis 

2 months 

Dead 

5 

38  F 

Chronic  Glomerulonephritis 

7 months 

Alive 

6 

70  M 

Chronic  Pyelonephritis 

1 month 

Dead 

7 

69  M 

Chronic  Pyelonephritis  Diabetes  Mellitus 

4 months 

Alive 

8 

45  F 

Chronic  Pyelonephritis 

2 months 

Alive 

9 

52  F 

Bilateral  Polycystic  Kidney 

1 month 

Alive 

10 

48  M 

Glomerular  Sclerosis  — Diabetes  Mellitus 

1 month 

Alive 

Case  \o. 

Age  6-  Sex 

TABLE  2 
Acute  Uremics 

Diagnosis  Number  of  Dialysis 

Status 

1 

81  F 

.Acute  Renal  Failure  due  to  obstructive  uropathy, 

dehydration,  electrolyte  imbalance. 

3 

Died 

2 

51  F 

Acute  Renal  Failure  due  to  post-operative  electrolyte 

imbalance  and  shock. 

1 

Alive 

3 

60  F 

Acute  Renal  Failure  due  to  electrolyte  imbalance. 

3 

Alive 

4 

66  M 

Acute  Renal  Failure  due  to  post-operative 

prostatectomy 

6 

Alive 

5 

43  M 

Acute  Renal  Failure.  Pancreatitis.  Electrolyte 

imbalance. 

1 

Died 

6 

72  F 

Acute  Renal  Failure  due  to  obstructive  uropathy. 

7 

Alive 

7 

66  F 

.Acute  Renal  Failure  due  to  obstructive  uropathy 

and  electrolyte  imbalance. 

1 

Died 

creasing  use 

of  dialysis  in 

a growing  number  TABLE 

3 

of  mild  chemical  disorders  so  that  severe  clini- 
cal symtomatology  and  chemical  abnormali- 
ties due  to  renal  failure  can  be  eliminated 
and  further  reduce  the  mortality.  In  those 
centers^^  using  “preventive”  dialysis^®  the 
mortality  rate  has  been  reduced  to  35  per 
cent.  But  the  mortality  in  any  large  un- 
selected group  of  patients  with  acute  renal 
failure  still  will  depend  not  only  on  the  vigor 
with  which  dialysis  is  applied  but  also  on  the 
age  of  the  patients  and  the  severity  and  re- 
versibility of  the  primary  disease.^® 

Table  3 summarizes  our  experience  with  six 
patients  who  were  dialyzed  for  acute  poison- 
ing. All  the  poisonings  occurred  during  sui- 
cide attempts.  Poisoning  by  sedative-hypnotic 
drugs  must  be  distinguished  from  that  due  to 
intracranial,  metabolic,  or  electrolyte  disor- 
ders as  well  as  that  due  to  anaphylaxis  and 
septicemia.  Overuse  of  alcohol,  ataractics, 
bromides,  and  heavy  metals  has  to  be  con- 
sidered. 

A tentative  diagnosis  can  be  often  obtained  by 
questioning  the  patient’s  family  or  friends; 


Cases  Of  Acute  Poisoning 
(All  Siiwived) 


Case 

No. 

Age  ir 
Sex 

Medication  Type,  Amount,  Duration  of 
Total  Doses  Dialysis 

1 

20  F 

Sodium  Secobarbital 
100  mg.,  28  capsules 
2.8  grams 

4 hours 

2 

31  F 

Meprobamate 
400  mg.  40-60  tabs. 
16-20  gr  ams 

4 hours 

3 

40  F 

Chloral  Hvdrate 
500  mg.  30  capsules 
15  grams 

3 hours 

4 

34  F 

Sodium  Secobarbital 
100  nrg.  32  capsules 
3.2  g;iams 

4 hours 

5 

28  F 

.Amitriptyline  HCl  (Elavil)® 
25  mg.  25  tabs. 

.625  grams 

Propoxyphene  hydrochloride 
phenacetin  and  caffeine 
(Darvon  Compound  — 65) 

65  mg.  20-30  capsules 
1.3  — 1 .95  grams 

7 hours 

6 

25  F 

Trifluoperazine  (Stelazine)® 
10  mg.  40  tablets 
.4  grams 

Amitriptyline  HCl  (Elavil)® 
50  mg.  40  tablets 
2 grams 

8 hours 
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finding  an  empty  bottle  or  information  re- 
garding previous  illnesses,  trauma,  or  the  use 
of  drugs.  The  physical  examination  should 
emphasize  vital  signs,  signs  of  trauma,  and 
neurologic  abnormalities.  Odor  of  the  breath 
suggests  alcohol  intoxication  or  acidosis  of 
diabetes  mellitus. 

If  sedative-hypnotic  poisoning  is  suspected, 
treatment  should  be  instituted  immediately. 
Seek  to  restore  ventilation  by  a pharyngeal 
airway  or  endotracheal  tube.  Respiratory  as- 
sistance, if  necessary,  can  be  administered  via 
a respirator.  Frank  shock  is  treated  imme- 
diately with  plasma  expanders,  sympathomi- 
metics  and  corticosteroids. 

TABLE  4 

Depth  Of  Depression  Resulting  From  Sedative- 
Hypnotic  Poisoning 

Class  0 Asleep  but  can  be  aroused 
Class  1 Comatose  but  will  withdraw  from  painful 
stimuli 

Class  2 Will  not  withdraw  from  painful  stimuli  but 
has  no  significant  respiratory  or  circulatory 
depression. 

Class  3 Most  reflexes  (especially  tendon  reflexes)  ab- 
sent, but  only  minimal  respiratory  or  cir- 
culatory depression. 

Class  4 Respiratory  depression  with  cyanosis  or  cir- 
culatory failure  with  shock.  No  reflexes 
present. 

After  the  patient  is  stable,  the  depth  of  de- 
pression is  estimated.  A scale  proposed  by 
Reed,  Driggs  and  Foote  is  extremely  helpfuF^ 
(Table  4).  Patients  in  classes  0 to  2 usually 
recover  with  symptomatic  care  such  as  hydra- 
tion, alkalization,  and  the  use  of  an  osmotic 
diuretic.^®  Those  in  classes  3 and  4 require 
more  vigorous  therapy,  such  as  hemodialysis; 
especially  in  patients  with  deepening  coma 
with  hypotension  and  further  complicating 
pulmonary  edema  or  impaired  renal  function. 

We  have,  to  date,  dialyzed  six  patients  with 
circulatory  poisons  of  the  class  4 type  and 
have  an  overall  survival  rate  of  100  per  cent. 
This  is  a dramatic  example  of  how  supportive 
and  therapeutic  medicine  can  merge  together 
on  a specific  problem.  With  the  greater  ap- 


plication of  these  principles,  many  useful, 
young,  and  intelligent  lives  can  be  spared 
from  death  by  acute  poisoning. 
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In  diabetes,  mayiagement  of  keto-acidosis  requires  swift 
decision-making,  and  a practical  guide  to  that  is  here 
offered. 


Treatment  Of  Diabetic 
Ketoacidosis  With  Insulin 

How  much?  When? 


Bernard  Robins,  M.D./ Westfield 

Management  of  the  patient  with  diabetic 
ketoacidosis  is  an  experience  in  multiple 
simultaneous  decision  making.  Standardization 
of  the  treatment  program  provides  a baseline 
which  frees  the  clinician  to  concentrate  on  the 
unique  problems  which  each  patient  will  pre- 
sent. 

Such  standardization  will  include  the  follow- 
ing factors:  treatment  protocol  and  flow  sheet; 
timing  of  laboratory  studies;  ancillary  diag- 
nostic studies;  and  choice  of  intravenous 
fluids,  alkalinization,  potassium  replacement, 
and  perhaps  most  controversially,  the  amount 
and  timing  of  insulin  administration. 

The  complex  factors  which  influence  the 
choice  of  initial  and  subsequent  insulin 
dosages  include:  the  size  and  the  age  of  the 
patient;i’2  the  length  of  time  the  patient  had 
the  disease;  the  degree  of  hyperglycemia,® 
acidosis,  and  ketonemia;'*  the  presence  of  com- 
plicating factors;  and  the  presence  of  insulin 
resistance.® 

Our  work  in  this  area  has  led  us  to  rely  more 
heavily  on  the  degree  of  ketonemia  and  the 
size  of  the  patient,  rather  than  any  other  fac- 
tor in  choosing  the  initial  dosage  of  insulin, 
especially  in  the  newly  diagnosed  case.  We 
were  able  to  establish  a formula  based  upon 
the  above  factors  which  has  good  correlation 
with  successful  management. 

In  .seven  cases,  the  initial  dosage  of  regular 


insulin  was  given  so  that  the  following  formu- 
la was  applicable: 

Insulin  Units  per  KGM  = 1 -|-  Number  of  times  serum 
diluted  with  saline  and  still  4-\-  acetone 


Table  I 


SERUM  DILUTIONS 

PERCENT 

OF 

ORIGINAL 

SERUM 

IN 

FINAL 

DILUTION 

NUMBER 
OF  TIMES 
SERUM 
HAD  BEEN 
DILUTED 
WITH 
EQUAL 
SALINE 

UNITS 

OF 

INSULIN 

PER 

KILO 

OF 

BODY  WT. 

PARTS 

OF 

SERUM 

PARTS 

OF 

SALINE 

1 

0 

100% 

0 

1 

1 

1 

50% 

1 

2 

1 

3 

25% 

2 

3 

1 

7 

12kt% 

3 

4 

1 

15 

6 '4% 

4 

5 

UNITS  INSUIIN/KGM=[j,,^N“'?8J«  -H 


Table  I shows  the  relationship.  The  serum 
acetone  test  is  performed  by  taking  4 cubic 
centimeters  of  serum  or  plasma  and  testing  it 
for  acetone  with  acetone  test  powder  or  tablet. 
A four-plus  reaction  is  an  indication  to  dilute 
the  serum  or  plasma  with  an  equal  volume  of 
saline.  This  is  a 50  per  cent  concentration  and 
is  tested  again  for  acetone.  If  a four-plus 
reaction  is  achieved,  this  50  per  cent  solution 
is  diluted  with  an  equal  volume  of  saline  to 
give  a 25  per  cent  solution.  If  this  is  four  plus 
for  acetone  then  the  solution  is  equally 
diluted  again  to  give  a 12.5  per  cent  solu- 
tion. Again  the  dilution  will  go  to  6.25  per 
cent  if  the  reaction  is  four-plus  positive  for 
acetone. 
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Insulin  in  the  seven  cases  treated  was  general- 
ly given  in  one  dose  at  the  onset  of  treatment 
or  as  soon  as  the  serum  acetone  was  known. 
The  therapy  also  included  standard  hypotonic 
saline  solutions,  alkalinization  with  bicar- 
lionate  tvhen  indicated®,  potassium  replace- 
ment if  needed,'  and  antibiotics  if  indicated. 

Follow-up  insulin  dosage  in  these  cases  was 
generally  determined  by  the  clinical  and  lab- 
oratory status  of  the  individual  patient.  The 
pertinent  data  concerning  the  initial  insulin 
administration  are  contained  in  Table  II. 


Table  II 


CtSE 

AGE 

WT. 

IN 

KGM 

INITIU 

BLOOD 

SUGAR 

PH 

SERUM 

ACEtONE 

4+ 

HCO3 

INITIAL 

DDSE 

SUGAR 

AT 

4-6HRS 

NO.  OF 
DILUTIONS 

UNITS 

PER 

KGM. 

I 

1^ 

10 

560 

7.14 

1:15 

9 

55 

128 

4 

5 

2 

15 

« 

750 

- 

UNDIL. 

15 

10 

86 

0 

1 

3 

8 

26 

560 

704 

1:1 

6.9 

50 

289 

1 

2 

4 

10 

25 

654 

7.21 

1:1 

8.5 

50 

115 

1 

2 

5 

37 

65 

345 

- 

UNDIL. 

11 

60 

117 

0 

1 

6 

30 

61 

690 

- 

1:7 

14 

240 

282 

3 

4 

7 

83 

58 

525 

7.3 

UNDIL. 

15 

58 

370 

0 

1 

Graph  I 


BICARBONATE 

MEQ/LITER 


10 


IS 


20 


2S 


30 


o 

PH 

BLOOD 


7.4 

7.5 


X + 

INITIAL  SERUM 


UNITS  OF  INSULIN/  KGM 


Excellent  correlation  between  the  initial  in- 
sulin dosage  in  units  per  kilogram  and  the 
serum  acetone  concentration  is  shown  in 
Graph  I.  But  the  lack  of  correlation  between 
the  insulin  dosage  and  the  initial  blood 
glucose,  pH  or  bicarbonate  are  also  shown. 


formula  described  previously.  The  total  amount  is 
given  at  once. 

(3)  No  further  insulin  is  given  until  the  fourth  hour 
of  treatment  although  the  urine  may  be  monitored 
hourly. 

(4)  At  the  fourth  hour  the  second  dose  of  insulin  is 
given  based  on  the  clinical  status,  urinary  Hndings  and 
(most  important)  the  repeat  blood  sugar  at  the  fourth 
hour.  The  dosage  schedule  of  Shaw  et  al.‘  may  be 
judiciously  employed  at  this  point.  The  fourth  hour 
dose  is; 

4th  Hour  Dose  = (4th  Hour  Glucose-200)  ^ 

(Initial  Glucose-4th 
Hour  Glucose) 

(5)  If  the  fourth  hour  glucose  is  less  than  200,  intra- 
venous glucose  is  started  and  insulin  is  withheld. 

(6)  Unresponsiveness  of  the  blood  glucose  at  the  fourth 
hour  test  suggests  marked  insulin  resistence.  This  in- 
dicates the  need  for  an  aggressive  insulin  program. 

(7)  All  of  the  insulin  is  given  subcutaneously  unless 
there  is  a significant  degree  of  shock.  The  use  of  in- 
sulin by  the  intravenous  route  may  change  its  duration 
of  action  and  its  degree  of  effectiveness  to  the  extent 
that  the  use  of  formulae  may  be  invalidated. 

(8)  The  level  of  consciousness,  the  degree  of  dehydra- 
tion, the  level  of  hyperglycemia,  or  the  extent  of 
acidosis,  are  not  considered  in  deciding  the  initial  in- 
sulin dosage,  but  only  the  degree  of  ketonemia  and 
the  body  weight. 

However,  all  other  therapeutic  measures  are 
carried  out  according  to  the  usual  accepted 
criteria. 

Summary 

1.  A method  of  standardization  of  insulin 
therapy  in  diabetic  ketoacidosis  is  described. 

2.  Its  use  in  seven  cases  is  illustrated. 
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In  1907,  physicians  had  to  band  together  to  set  up 
their  oien  study  groups  in  basic  sciences.  Xoiv  it  is  all 
done  for  us. 


The  Essex  County 
Pathological  And 
Anatomical  Society 

A Belated  Obituary 


Samuel  Berg,  M.D. /Newark 

For  half  a century,  the  Essex  County  Patho- 
logical and  Anatomical  Society  was  one  of  the 
most  active  medical  educational  organiza- 
tions in  New  Jersey.  Until  recently,  it  was  the 
only  one  in  the  state  which  had  the  legal  au- 
thority to  obtain  bodies  for  dissection  for 
teaching.  Only  lately  has  our  legislature  per- 
mitted dissection  in  medical  colleges.  Dr. 
IMartland  held  Clinico-Pathological  Con- 
ferences at  Newark  City  Hospital  Tuesday 
nights  which  were  so  w’ell  attended  that 
a large  amphitheatre  was  especially  con- 
structed and  equipped  with  the  financial  as- 
sistance of  the  Society.  In  1935,  the  Society 
sponsored  the  Harrison  S.  Martland  Annual 
Lecture.  Among  the  celebrated  speakers,  some 
of  whom  were  Nobel  Prize  winners,  were 
Whipple,  Ewing,  Libman,  Waksman,  Boyd, 
Goldblatt,  Loewi,  duVineaud,  Lawrence, 
Warren,  Klemperer,  and  Farber.  The  Society 
was  renowned  nationally.  It  was  my  privilege 
to  relate  its  history  on  the  occasion  of  the 
50th  Anniversary  celebration  in  November 
1957.* 

Even  then  changes  were  taking  place  in  medi- 
cal education  and  in  private  and  hospital  prac- 
tice which  presaged  the  decreasing  influence 
of  the  Society,  centered  in  Newark  around 
one  eminent  physician  with  the  main  source 
of  clinical  and  pathological  material  in 


Newark  City  Hospital.  Then,  there  was  the 
increasing  influence  of  medical  centers  aris- 
ing or  enlarging  in  adjacent  cities  and  towns. 
This  development,  foreboding  for  the  Society, 
was  pointed  out  in  the  anniversary  address.  By 
a strange  quirk  of  fate,  it  became  my  unhappy 
concern  to  preside  over  the  dissolution  of  the 
Society. 

What  turned  out  to  be  the  last  Annual  Din- 
ner and  Martland  Memorial  Lecture  (Dr. 
Martland  died  in  1954)  was  held  in  December 
1961.  The  guest  speaker  was  Dr.  Averill  A. 
Liebow,  Professor  of  Pathology  at  Yale.  Senti- 
ment entered  into  inviting  this  speaker,  for 
Professor  Liebow  had  paid  his  respects  to  Dr. 
Martland,  as  the  pioneer  researcher  on  the 
effects  of  ingested  radioactive  materials,  by 
visiting  and  consulting  him  at  his  laboratory 
before  writing  his  definitive  articles  on  the 
pathology  of  nuclear  bomb  injuries. 

For  several  years  thereafter,  though  no  meet- 
ings or  conferences  w’ere  held,  very  few  mem- 
bers made  inquiries  relating  to  the  activities 
of  the  Society.  When  it  became  certain  that 
the  Society  could  not  be  revived  to  offer  edu- 
cational services  unavailable  elsewhere  in 
northern  New  Jersey,  the  decision  was  made 
to  have  the  Society,  in  a dying  gesture,  toss 

• Published  in  The  Journal  of  The  Medical  Society 
of  New  Jersey,  56:2  (February  1959).  Reprints  available 
on  request  to  Dr.  Berg. 
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the  torch  to  others  to  carry  on  the  good  works 
to  which  it  had  been  dedicated  for  half  a cen- 
tury, as  evidenced  by  the  following  letter. 

August  30,  1967 

I he  President 

Academy  of  Medicine  of  New  Jersey 
Itloomfield,  New  Jersey 

The  Director 

New  Jersey  Historical  Society 
Newark,  New  Jersey 

Sirs: 

The  Essex  County  Pathological  and  Anatomical  So- 
ciety, after  more  than  fifty  years  of  service  to  the  phy- 
sicians of  northern  New  Jersey,  has  seen  fit  to  end  its 
existence  because  its  prime  mission  of  education  has 
been  assumed  in  recent  years  by  every  accredited  hos- 
pital in  Essex  County.  It  was  decided  to  divide  the 
italance  of  the  treasury  into  two  equal  parts,  offering 
one  as  a grant  to  the  Academy  of  Medicine  of  New 
Jersey  and  the  other  to  the  New  Jersey  Historical  So- 
ciety. 

I'hese  grants  are  made  with  the  hope  and  expectation 
that  the  two  organizations  will  use  the  funds  to  make 
acquisitions  relating  either  to  medical  education  or  to 
history,  particularly  as  they  pertain  to  New  Jersey, 
thereby  serving  to  perpetuate  the  memory  of  the  Essex 
County  Pathological  and  Anatomical  .Society  which  was 
very  active  in  both  fields. 


Accordingly,  a check  in  the  amount  of  $2,624.61  is 
hereby  submitted  in  anticipation  of  its  acceptance  on 
the  above  basis  by  the  trustees  of  these  organizations. 
Very  truly  yours, 

Samuel  Berg,  M.D. 

President 

Richard  A.  Hopping,  M.D. 
Secretary-Treasurer 

The  Academy  of  Medicine  of  New'  Jersey  has 
set  aside  part  of  the  grant  to  purchase  books 
for  its  library  pertaining  to  the  history  of 
medicine  in  New  Jersey,  and  part  to  establish 
an  aw'ard  to  be  presented  to  the  second-year 
student  in  each  medical  school  of  the  State 
w'ho  show's  outstanding  promise  in  pathology. 

The  New'  Jersey  Historical  Society  will  use  the 
grant  to  make  acquisitions  relating  to  medi- 
cal education  or  history,  particularly  as  they 
pertain  to  New  Jersey. 

The  Essex  County  Pathological  and  Anatomi- 
cal Society  is  dead. 

Long  live  the  Essex  County  Pathological  and 
Anatomical  Society! 


156  Roseville  Avenue 


Home  Care  For  Arthritics 


A new'  booklet  which  tells  arthritis  patients 
how'  they  can  prevent  deformity  is  now'  avail- 
able. Entitled  “Home  Care  Programs  in 
Arthritis,”  this  24-page  illustrated  booklet 
w'as  prepared  by  members  of  the  Arthritis 
Foundation.  Physicians  may  w'ant  to  give  this 
booklet  to  their  patients  as  a supplement  to 
the  treatment  they  prescribe. 

“Because  arthritis  is  a chronic  lifetime  disease, 
what  the  patient  knows  and  does  about  it  on 
a daily  basis  at  home  is  the  key  to  successful 
treatment”  says  William  E.  Reynolds,  M.D., 
medical  director  of  The  Arthritis  Foundation. 

“But  no  professional  helper  can  live  with  the 
patient  around  the  clock  the  way  he  must  live 
with  his  arthritis.  In  the  final  analysis, 
whether  the  patient  recovers  without  de- 


formity or  ends  up  a cripple  with  burnt-out 
joints  depends  on  how  W'ell  the  patient  has 
helped  himself,  under  medical  direction. 
That’s  why  this  manual  on  home  care  may  be 
the  most  important  single  publication  ever 
issued  by  The  Arthritis  Foundation,”  he  says. 

The  booklet  combines  common  sense  advice  to 
the  arthritis  patient  with  discussion  of  pos- 
ture, rest,  illustrated  exercises,  use  of  heat, 
cold,  splints,  canes,  crutches,  self-help  devices, 
and  ways  in  which  home  surroundings  can  be 
modified  for  the  disabled  arthritis  sufferer. 

Copies  of  Home  Care  Programs  in  Arthritis  — 
A Manual  for  Patients  may  be  obtained  by 
physicians  from  The  Arthritis  Foundation, 
1212  Aventie  of  the  Americas,  New'  York,  New 
York  10036. 


4H0 


I HE  JOURNAL  OF  I HE  MEDICAL  .SOCIETY  OF  NFAV  JERSEY 


NEW  JERSEY  DOCTORS’  NOTEBOOK 


Trustees'  Minutes 

May  21,  1969 

I he  reorganization  meeting  of  the  Board  of 
Trustees,  for  the  administrative  year  1969- 
1970,  was  held  in  Atlantic  City  on  May  21, 
1969.  Detailed  minutes  are  on  file  with  the 
.secretary  of  your  county  medical  society.  A 
summary  of  the  significant  actions  follows: 

Ncxo  Members  . . . Welcomed  the  following 
new  members  to  the  Board:  Dr.  William  }. 
D’Elia  (2nd  Vice-President);  Dr.  Charles  L. 
Cunnift  (Secretary);  Dr.  Edward  G.  Bourns 
(Trustee  from  the  1st  District);  Dr.  Robert  C. 
Anderson  (Trustee  from  the  1st  District);  and 
Dr.  I.  Edward  Ornaf  (Trustee  from  the  4th 
District).  Dr.  James  A.  Rogers  (Trustee  from 
the  2nd  District)  was  unable  to  attend. 

Chairman  — 1969-1970  . . . Elected  Dr.  Thomas 
C.  DeC^ecio  of  Cliffside  Park  as  Chairman  of 
the  Board  of  Trustees  for  1969-1970. 

Secretary  — 1969-1970  . . . Re-elected  Dr.  Louis 
F.  Alljright  of  Spring  Lake  as  Secretary  of  the 
Boartl  of  Trustees  for  1969-1970. 

Meeting  Schedule  . . . .\greed  to  continue 
meeting  regularly  at  10:45  a.m.  on  the  third 
Sunday  ol  each  month,  subject  to  cancellation 
sliould  the  agenda  prove  insufficient. 

Finance  and  Budget  . . . Re-elected  Dr.  David 
Eckstein  of  Trenton  as  a Trustee-member  of 
the  Committee  on  Finance  and  Budget  for  a 
three  year  term  (1969-1972). 

AMA  Annual  Meeting  . . . Confirmed  autlior- 
ization  of  the  following  to  attend  the  July 
Annual  Meeting  of  the  American  Medical  .As- 
sociation in  New  York  City,  with  expenses 
paid;  President,  President-Elect,  Executive  Di- 
rector, seven  Delegates,  and  two  Alternate- 
Delegates  (Dr.  John  J.  Bedrick  of  Bayonne  and 
Dr.  Robert  E.  Verdon  of  Cliffside  Park). 


. . . .\utIiorized  Dr.  .Matthew  E.  Boylan  of 
Jersey  City  to  attend  in  the  altsence  of  Dr. 
Marcus  U.  Greifinger. 

AMA  Clinical  Convention  . . . Confirmetl 
authorization  of  the  following  to  attend  tlie 
Clinical  Convention  of  the  .A.M.A  in  Denver, 
Colorado  (November  30  to  December  3),  with 
exjjenses  paid:  President,  President-Elect,  Ex- 
ecutive Director,  seven  Delegates,  and  one  .Al- 
ternate-Delegate (Dr.  Louis  F.  .Albright  of 
Spring  Lake). 

. . . .Authorized  Dr.  Jerome  G.  Kaufman  of 
Maplewood  to  attend  the  meeting  in  the 
absence  of  Dr.  Marcus  FI.  Cheifinger. 

Reappointment  of  Salaried  Personnel  . . . Re- 
appointed for  1969-1970,  at  the  salaries  set 
forth  in  the  adopted  budget,  all  salaried  per- 
.sonnel  not  under  individual  contract. 

Staff  Commendation  . . . Commended  the  staff 
for  the  success  of  the  1969  .\,nnual  Meeting. 

Legal  Counsel  . . . .Appointed  Mr.  E.  Powers 
Mincher  as  Legal  Counsel  to  the  Society. 

Referrals  From  1969  House  of  Delegates  . . . 

(1)  Assimilation  of  Osteopaths  . . . Empowered 
the  Chairman,  in  conjunction  with  the  Execu- 
tive Committee,  to  set  up  a special  committee 
to  implement  the  Reference  Committee  rec- 
ommendation (adopted  by  the  House)  con- 
cerning Resolution  #1  (Essex  County)  and 
Resolution  #2  (Hudson  County).  (See  page 
410,  July  1969  JOURNAL) 

(2)  Relative  Value  Index  . . . Directed  that 
Resolution  #4  (Board  of  Trustees)  be  referred 
to  the  Council  on  Medical  Services  for  imple- 
mentation. (See  page  410,  July  1969  JOUR- 
NAL) 

(3)  Use  of  Medical  Credit  Cards  . . . Directed 
that  Resolution  #28  (Burlington  County),  as 
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amended  by  ihe  Reierence  Committee  and 
adopted  by  the  Hovise,  be  called  to  the  atten- 
tion of  the  membership,  as  indicated,  and  that 
the  item  be  referred  to  The  Journal  and  to 
the  component  societies.  (See  page  411,  July 

1969  JOURNAL) 

(1)  MSP-HSP  Coverage  for  Psychiatric  Pa- 
tients . . . Referred  Resolution  #19  (Morris 
County)  to  the  Permanent  Committee  on  Blue 
Cross  and  Blue  Shield  Plans  of  New  Jersey. 
(See  page  414,  July  1969  JOURNAL) 

(5)  Medical  Students  to  Attend  MSNf  1970 
Annual  Meeting  . . . Referred  a recommenda- 
tion of  Reference  Committee  “D”  — to  extend 
an  invitation  to  the  medical  students  of  the 
two  New  Jersey  medical  colleges  to  attend  the 

1970  Annual  Meeting  of  MSNJ  — to  the  Com- 
mittee on  Medical  Education  and  the  Com- 
mittee on  Annual  Meeting.  (See  page  415,  July 
1969  JOITRNAL) 

(6)  Amend  Abortion  Laws  . . . Referred  Res- 
olution #6  (Essex  County)  to  the  Council  on 
Legislation.  (See  page  416,  July  1969  JOUR- 
NAL) 

(7)  Utilization  of  Physicians’  Services  Under 
Part  R of  Medicare  . . . Directed  that  a recom- 
mendation of  Reference  Committee  “E”  — 
concerning  utilization  guidelines  for  the  fiscal 
intermediary  (Prudential)  — be  referred  to  the 
President.  (See  page  418,  July  1969  JOUR- 
NAL) 

(8)  Chiropractic  . . . Referred  Resolution  #7 
(Bergen  County)  to  the  Council  on  Legisla- 
tion for  imjilementatiou.  (See  page  419,  Jidy 
1969  JOURNAL) 

(9)  Welfare  Recipients  . . . Directetl  that  a 
recommendation  from  Reference  Committee 
“E”  — concerning  problems  relating  to  signing 
of  prescriptions  and  other  necessary  documents 
by  interns  ami  residents  in  hospitals  with  a])- 
provcd  traiidog  programs  — be  referred  to  the 
President.  (This  recommendation  resulted 
from  discussion  on  Resolutions  #15  (Middle- 
sex Clounty)  and  #2.8  (Delegate  from  ITnion 
(iounty)  which  were  not  adopted  by  the 
House.  (See  |);iges  420,  Jidy  1969  JOURN.VL) 


(10)  Mental  Health  Program  Study  Group  . . . 
Directed  the  President  to  call  to  the  Gover- 
nor’s attention  Resolution  #21  (Delegates 
from  Bergen,  Monmouth  and  Passaic 
Counties)  concerning  a new  structure  for 
mental  health  care  in  New  Jersey.  (See  page 
423,  July  1969  JOURNAL) 

(11)  Conservation  of  Vision  . . . Referred  a 
recommendation  from  Reference  Committee 
“G”,  as  amended  and  adopted  by  the  House  — 
to  insure  that  only  licensed  medical  practi- 
tioners and  their  legally  authorized  assistants 
be  permitted  (under  the  direction  of  phy- 
sicians) to  use  drugs  in  eye  examinations  — to 
the  Conference  Committee  on  the  Control  of 
Eye  Medication.  (See  page  424,  July  1969 
JOURNAL) 

(12)  School  Bus  Safety  . . . Referred  Resolu- 
tion #17  (Bergen  County)  to  the  Committee 
on  Traffic  Safety.  (See  page  425,  July  1969 
JOURNAL) 

(13)  Standardized  College  Health  Report 
Form  . . . Directed  that  Resolution  #20 
(Camden  County)  be  referred  to  the  Chairman 
of  the  New  Jersey  Delegation  to  the  .\M.\. 
(See  page  425,  July  1969  JOURN.\L) 

(14)  FAA  Medical  Fxamination  Form  For 
Pilot  Certification  . . . Referred  a recom- 
mendation from  Reference  Committee  “H”  — 
concerning  legislation  to  render  physicians  im- 
mune from  suits  for  reporting  disqualifying 
conditions  to  the  F.\.\  — to  the  Council  on 
Legislation.  (See  page  426,  July  1969  JOl’R- 
N.\L) 

(15)  Annual  Meeting  . . . .Authorized  the  Presi- 
dent, President-Elect,  Chairman  and  \’ice- 
Chairman  of  the  Committee  on  Medical  Edu- 
cation, and  Chairman  of  the  Board  ol 
Trustees  to  meet  with  the  .Annual  Meeting 
Committee  to  discuss  a recommendation  from 
Reference  Committee  “H”— concerning  future 
•Annual  Meeting  programs  — and  report  to  the 
Board  of  Trustees  at  its  next  meeting.  (See 
page  426,  Jidy  1969  JOURNAL) 

American  Board  of  Immunology  and  Allergy 
. . . Referred  a resolution  calling  for  MSNJ 
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ciidorsement  ot  a request  to  the  AMA  House 
of  Delegates  for  the  creation  of  a Board  of 
Immunology  and  Allergy  to  the  Chairman  of 
the  New  Jersey  Delegation  to  the  AMA. 

Dayiop  Village  . . . Authorized  a .‘$250  con- 
tribution to  Daytop  Village  in  recognition  and 
support  of  its  endeavors. 

Communicable  Diseases 
In  New  Jersey 

The  following  communicable  diseases  were 
reported  to  the  Division  of  Preventable  Dis- 
ease during  the  months  of  May  and  June. 


May  1969 

May  1968 

Aseptic  meningitis 

10 

6 

Primary  encephalitis 

1 

4 

Post-infectious  encephalitis 

0 

1 

Hepatitis:  Total 

178 

164 

Infectious 

144 

148 

Serum 

34 

16 

Malaria 

13 

5 

Military 

11 

5 

Civilian 

2 

0 

Meningococcal  meningitis 

17 

19 

Mumps 

314 

460 

German  measles 

131 

361 

Measles 

226 

149 

Salmonella 

61 

65 

Shigella 

21 

23 

June  1969 

June  1968 

Aseptic  Meningitis 

9 

10 

Primary  Encephalitis 

2 

5 

Post-Infectious  Encephalitis 

0 

0 

Hepatitis,  Total 

193 

178 

Infectious 

45 

161 

Serum 

148 

17 

Malaria  (Servicemen) 

11 

9 

Meningococcal  Meningitis, 
Total 

12 

12 

Civilian 

9 

Military 

3 

Mumps 

212 

223 

German  Measles 

42 

215 

Measles 

195 

108 

Rocky  Mt.  Spotted  Fever 

2 

1 

Salmonella 

50 

39 

Shigella 

39 

5 

Parasitic  Disease  Drug  Service 

The  Parasitic  Disease  Drug  Service  of  the  Na- 
tional Communicable  Disease  Center  has  now 
been  in  operation  for  almost  two  years.  This 
service  was  organized  to  satisfy  the  growing 
demand  for  antiparasitic  agents,  many  of 
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which  are  unlicensed  or  not  readily  available 
in  this  country.  With  increasing  involvement 
of  Americans  in  tropical  areas  and  more  so- 
phisticated medical  diagnosis  it  is  likely  that 
the  number  of  rec}uests  for  antiparasitic  drugs 
will  continue  to  increase  in  the  future. 

Eight  of  the  drugs  available  on  an  investiga- 
tional basis  are:  Astiban,  Dehydroemetine, 
Suramin,  Bayer  2502,  Bithionol  N.F.,  Penta- 
midine isethionate.  Niclosamide,  Parenteral 
Chloroquine  and  Parenteral  Quinine. 

\ brief  description  of  these  drugs  follows: 

1.  Astiban  (.Sodium  antimony  dimercaptosuccinate, 
TWSb)  is  used  in  the  treatment  of  schistosomiasis 
caused  by  Schistosoma  hernalobium  and  Schistosoma 
mansoni.  In  the  United  States,  schistosomiasis  is  most 
commonly  seen  in  people  who  have  lived  in  rural  areas 
of  Puerto  Rico.  In  most  cases  Astiban  can  be  given 
on  an  ambulatory  basis  over  a short  period  of  time. 

2.  Dehydroemetine  (for  I.M.  or  subcutaneous  use)  is  for 
the  treatment  of  severe  intestinal  amebiasis  and  ex- 
traintestinal  amebiasis  i.e.,  liver  abscess.  .Amebiasis  is 
cosmopolitan  in  its  distribution.  Both  introduced  and 
indigenous  cases  arc  seen  in  the  United  States.  The  ad- 
vantage of  dehydroemetine  over  emetine  is  that  it  is 
less  toxic  yet  ecjually  as  effective. 

3.  Suramin  is  available  for  the  treatment  of  the  early 
stages  of  sleeping  sickness  due  to  Trypanosoma 
rhodesiense  and  for  the  treatment  of  onchocerciasis 
(usually  in  combination  with  diethylcarbamazine). 
.-African  trypanosomiasis  is  a potentially  serious  disease 
seen  in  expatriates  and  II. ,S.  citizens  who  have  traveled 
through  entlemic  areas  in  .Africa.  Onchocerciasis,  a 
disease  of  the  skin  and  eyes,  is  seen  in  expatriates  and 
U.S.  citizens  who  have  lived  in  endemic  areas  in  AVest 
.Africa,  Mexico,  Central  .America  and  northern  South 
■America. 

4.  Bayer  2.502,  a nitrofurfurylidine  derivative,  is  for  the 
treatment  of  sporadic  cases  of  Chagas’  di.seasc  in  the 
United  States.  Only  two  indigenous  cases  have  been  de- 
scribed in  the  United  States  but  Chagas’  disease  is  oc- 
casionally seen  in  South  and  Central  .American  ex- 
patriates and  accidentally  infected  laboratory  workers. 

5.  Bithionol,  N.F.  is  used  in  the  treatment  of  para- 
gonimiasis. In  the  United  States,  paragonimiasis  is 
usually  seen  in  individuals  who  have  traveled  through 
China,  Korea.  Japan,  Southeast  .Asia,  West  .Africa  or 
northwestern  .South  .America.  It  is  acquired  through 
the  ingestion  of  poorly  cooked  or  freshly-salted  crus- 
tacean meat  or  juices  and  is  usuallv  manifested  bv 
chronic  lung  disease,  although  subcutaneous,  cerebral 
and  abdominal  complications  can  occur. 

6.  Pentamidine  isethionate  (I.omidine)  is  used  in  the 
treatment  of  Pneumocystis  carinii  pneumonia  and  the 
early  stages  of  sleeping  sickne.ss  due  to  Trypanosoma 
gambiense.  Pneumocystis  carinii  pneumonia  is  a serious 
infection  seen  in  neonates,  debilitated  infants  and 
adults  with  altered  immunologic  responses  (usually  in 
association  with  a malignancv). 

7.  Niclosamide  {Yomesan)  is  indicated  in  cestode  infec- 
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tioiis  due  lo  Taenia  saginala,  Hymenolepis  nana  and 
Diphylidium  canimim  (in  man).  The  prime  advantages 
ot  this  drug  are  that  it  can  be  given  to  ambulatory 
patients  and  it  is  relatively  non-toxic. 

S.  Parenteral  Chloroquinc  atid  Parenteral  Quinine  are 
antimalarials,  licensed  in  and  commercially  avail- 
able in  the  United  States.  I’hey  have  sometimes  been 
diHiciilt  to  obtain  rapidly.  .Although  it  is  preferable 
that  they  Ite  procured  through  commercial  channels,  a 
sup])l\  of  both  is  stocked  by  the  Parasitic  Disease  Drug 
Ser\  ice  for  etnergency  use. 

Kctittcsis  for  these  drtigs  should  be  made 
through  the  Communicable  Disease  Control 
Program  ol  the  New  Jersey  State  Health  De- 
piirtment.  (609-292-5590).  At  hours  when  the 
Health  Deiiartment  offices  are  closed,  call 
609-.592-2020. 

Measles  Surveillance  and  Immunization 
Activities 

During  the  first  four  months  ot  1969,  411 
clinically  confirmed  cases  of  measles  were  re- 
portetl  to  the  State  Health  Department.  This 
number  represents  a 34  per  cent  increase  over 
the  cases  reported  during  the  same  period 
last  year.  ITndoubtedly  .some  of  this  increase  is 
due  to  improved  surveillance  activities.  De- 
tailed clinical  information  is  obtained  on  each 
case  of  reported  measles  and,  of  the  reported 
cases,  approximately  10  per  cent  are  felt  to  be 
other  rash  illnesses.  Each  case  is  questioned  for 
contacts,  who  in  turn  are  followed.  If  there  is 
a clustering  of  cases  in  a school,  a susceptibility 
survey  is  undertaken  to  see  if  a vaccination 
program  is  warrantetl.  More  than  75  per  cent 
of  the  cases  occurred  in  six  cities  — Newark, 
Passaic,  Paterson,  Jersey  City,  Union  City,  and 
Pennsauken.  Measles  immun  i/at  ion  programs 
have  been  carried  out  in  these  cities. 

.According  to  the  Morbidity  and  Mortality 
Weekly  Rejxnt  (.May  3,  1969),  9,615  cases  of 
measles  had  lieen  reported  for  the  United 
.States  during  the  first  16  weeks  of  1969.  This 
was  92  jter  cent  and  26  per  cent  of  the  cases 
rejjoried  for  the  comparable  periods  in  1968 
and  1967.  .Along  with  New  Jersey,  17  otlicr 
states  rejjorted  an  increase  in  measles  cases  for 
the  first  cpiartcr  of  l‘)69  compared  with  the 
same  period  last  year. 

Meningococcal  Meningitis 

Menitigococcal  meningitis  and  meningococ- 


cemia  persist  as  a public  health  problem.  In 
order  to  document  the  occurrence  of  sulfona- 
mide-resistant meningococci,  all  clinical  isola- 
tions should  be  sent  to  the  State  Bacteriology 
Laboratory,  where  the  cultures  are  sent  for 
resistatice  studies  and  serogrouping.  During 
1969,  sulfadia/ine  resistant  strains  of  menin- 
gococci have  been  reported  from  Bergen,  Bur- 
lington, Camden,  Cumberland,  Essex,  Glou- 
cester, EJnion,  and  Somerset  Counties.  The 
majority  of  these  strains  have  been  serogroup 
C btit  there  have  been  a few  serogroup  B 
strains. 

Of  the  72  isolates  tested  thus  far  in  1969,  91 
per  cent  have  been  sulfonamide-resistant. 
Eifty-seven  of  the  isolates  were  from  military 
personnel  of  which  f)6  per  cent  were  sulfona- 
mide-resistant. In  the  civilian  population  ten 
out  of  fifteen  cultures  were  sulfonamide-re- 
sistant. Because  of  the  widespread  occtirrence 
of  sulfonamide-resistant  meningococci,  penicil- 
lin is  the  drug  of  choice  for  treatment. 

Though  primarily  due  to  increased  cases  in 
the  military  population,  there  has  been  a rise 
in  meningococcal  disease  in  New  Jersey  since 
1965. 
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During  the  first  four  months  of  1969,  16  of  the 
21  counties  had  reported  cases  of  meningococ- 
cal meningitis. 

Medical  Journals  May 
Be  Taxed 

I he  .American  .Medical  .\s.sociation  has  told 
Congress  that  the  Internal  Revenue  Service 
acted  arliitrarily  in  imposing  a tax  on  revenue 
from  drug  advertising  in  journals  of  tax- 
exempt  medical  associations.  .According  to  a 
recent  .AM.A  release,  Bernard  D.  Hirsh,  AM.A 


1H4 


HIE  JOURNAL  CAE  I HE  MEDICAL  SOCIETY  OF  NEtV  JERSEY 


general  counsel,  testified  that  the  relation  be- 
tween the  tax-exempt  purposes  of  a medical 
association,  national  or  state,  and  tlie  drug 
advertising  in  its  journal  is  self-evident. 

“Drug  advertising  alerts  and  stimulates  the 
physician’s  interest  in  new  drugs  as  they  be- 
come available,  and  also  serves  to  remind  him 
of  the  broad  spectrum  of  useful,  time-proved 
drugs.  Physicians  do  not  rely  upon  drug  ad- 
vertisements as  their  principal  source  of  in- 
formation, but  drug  advertisements  often 
provide  an  important  step  in  the  process 
through  which  physicians  become  educated 
in  the  therapeutic  value  and  risks  of  new 
drugs  and  a wider  variety  of  useful  drugs. 
Indeed,  no  other  advertising  provides  as  much 
complete  and  objective  information.’’ 

Hirsh  said  the  IRS  regulations  taxing  medical 
associations  on  their  advertising  revenues  rep- 
resents an  attempt  to  change  the  law  without 
congressional  action.  The  IRS  ofhcials  made  a 
mistake,  he  said,  and  he  urged  that  this  mis- 
take be  rectified  expeditiously  and  in  the 
most  practical  tvay  possible.” 

Spokesmen  for  other  tax-exempt  associations 
joined  the  AMA  in  opposing  the  ta.x  on  their 
advertising  revenues.  These  included  the 
.American  College  of  Physicians,  the  American 
College  of  Obstetricians  and  Gynecologists, 
the  .American  Psychiatric  .A.ssociation,  the 
American  Dental  .Association,  the  Boy  Scouts 
of  .America,  the  Girl  Scouts  of  .America,  the 
.American  Chemical  Society  and  the  Society  of 
National  Association  Publications. 

Representatives  of  commercial  publishing 
firms,  hotvever,  contended  that  the  previous 
tax  exemption  gave  the  journals  of  the  asso- 
ciations an  unfair  advantage  in  competition 
for  advertising  dollars.  AVhen  the  IRS  an- 
nounced the  new  tax  regulations  15  months 
ago,  it  stated  that  the  purpose  of  the  regula- 
tions was  not  to  raise  federal  revenue  but  to 
remove  a competitive  advantage  of  the  tax- 
exempt  associations.  The  Internal  Revenue 
Service  said  that  it  also  is  considering  taxing 
the  income  that  these  exempt  associations  get 
from  rental  of  exhibit  and  display  space  at 
conventions. 


Exploitation  Of  Medicare 
And  Medicaid 

The  .American  Medical  .Asset  iation  has  of- 
fered to  cooperate  in  a Senate  investigation 
of  large  medicare  and  medicaid  payments  to 
physicians  and  other  health  practitioners. 

The  offer  followed  a Setiate  speech  by  Sen. 
John  J.  Williams  (R.,  Del.)  iti  which  he 
reported  that  the  staff  of  the  Senate  Fitiance 
Committee  had  found  that  .several  thousand 
doctors,  dentists  and  others  in  1969  had  re- 
ceived $25,000  or  more  each  tor  their  services 
under  the  two  government  programs.  Senator 
Williams  reacted  to  the  .AM.A  offer,  saying: 

“This  is  the  type  of  cooperation  we  need.  I 
appreciate  this  support  from  the  .Americait 
Medical  .Association  and  I sincerely  hope  that 
we  shall  have  similar  pledges  of  support  from 
representatives  of  the  other  groups  affected. 

“I  can  assure  each  of  these  groups  that  our 
study  will  not  result  in  a blanket  indictment 
against  atiy  segment  of  the  industry  involved. 
We  fully  recognize  that  the  overwhelming 
proportion  of  those  connected  or  working 
with  this  program  are  trying  to  do  a good 
job;  however,  when  exploitation  or  excessive 
charges  are  discovered  they  must  be  exposed 
aitd  proijerly  dealt  with.” 

Williams  said  that  the  committee’s  investiga- 
tion already  had  shown: 

“First,  in  f968  tlie  niedicave  progiain  paid  $2.5.000  or 
more  to  each  of  at  least  5,000  physicians. 

"Second,  thousancis  of  health  practitioners  — doctors, 
dentists,  optometrists,  and  others  — were  each  paid 
$25,000  or  more  under  the  welfare  health  care  ]>ro- 
grams  in  1968.  . . . .\  surprising  note  is  the  large  num- 
ber of  dentists  appearing  on  the  lists  from  welfare 
agencies. 

"Tabulations  have  been  prepared  comparing  the  a\cr- 
age  Medicare  payments  for  the  most  common  surgical 
procedures  for  older  people  with  the  maximum  pay- 
ments allowed  under  the  most  widely  held  Blue  Shield 
contract  in  the  same  geographical  area.  Results  are 
startling.  5fedicare's  average  payments  run  as  much  as 
two  to  four  times  as  high  as  Blue  Shield  maximnms. 
For  example,  in  two  areas  of  the  conntrv  Medicare’s 
average  payment  for  a cataract  operation  is  more  than 
four  times  as  much  as  the  Blue  Shield  allowance.  These 
are  not  isolated  cases.  There  is  a pronounced  pattern 
of  inflated  payments  by  Medicare. 
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“ I he  report  to  the  committee  will  iiicliulc  pinpointing 
the  causes  underlying  these  extremely  generous  hand- 
outs of  public  funds. 

“Another  unusual  situation  has  occurred  in  Social 
Security  pressing  carriers  to  pay  for  so-called  super- 
visory serrices  rendered  by  a teaching  physician  even 
though  the  actual  care  is  provided  by  an  intern  or 
resident,  llefore  Medicare  virtually  no  insurer  paid  for 
such  services.  . . . 

“The  in\ estigation  has  expanded  the  evaluation  of 
carrier  and  intermediary  pertormance  to  determine 
whether  the  Government  is  getting  what  it  is  paying 
for  and  the  extent  to  which  intermediaries  and  carriers 
are  carrying  out  specific  functions  assigned  to  them  by 
the  Medicare  statute. 

“A  wide  variance  and  level  of  performance  has  been 
observed.  The  law  requires  intermediaries  and  carriers 
to  exercise  effective  controls  on  utilization  of  services. 
Kut  some  carriers  and  intermediaries  appear  to  ignore 
performance  of  this  vital  function  while  others  seem  to 
ijc  doing  a reasonably  effective  job.” 

The  AMA  has  issued  a statement  saying  that 
it  shared  with  the  Senator  a concern  over  the 
rising  costs  of  Medicare  and  Medicaid;  “For 
some  time,  the  AMA  has  been  giving  national 
leadership  in  coordinating  the  efforts  of  state 
and  county  medical  societies  in  the  establish- 
ment and  effective  functioning  of  local  re- 
view and  utilization  committees  checking  on 
the  health  care  services  rendered  under  the 
Medicare  and  Medicaid  programs.  Close  liai- 
son also  has  been  established  between  carriers 
and  many  medical  societies  in  reviewing  dis- 
bursements under  the  government  programs. 

“All  investigations  so  far  have  indicated  that 
an  overwhelming  majority  of  physicians  par- 
ticipating in  Medicare  and  Medicaid  are 
charging  reasonable  fees.  The  charges  of  only 
about  two  per  cent  of  the  physicians  receiving 
payments  from  the  programs  have  been  chal- 
lenged. The  AMA  favors  appropriate  action 
in  any  of  the  cases  where  physicians  are  found 
to  receive  improper  payments.  The  AMA 
Board  of  Trustees  has  urged  all  state  and  local 
i7iedical  societies  ‘to  act  swiftly  and  firmly  in 
all  instances  of  known  exploitation,  and  ex- 
cessive charges  for  health  care  that  may  occur 
in  their  jurisdiction.’  Indeed  several  medical 
societies  have  expelled  members  where  it  has 
been  proved  that  a physician’s  charges  w'ere 
excessive  or  he  in  some  other  way  exploited 
the  program. 

“I'he  .\MA  has  been  emphasizing  to  physicians 
the  responsibility  they  have  to  hold  dowm  the 


health  care  costs  of  their  patients  both  under 
and  outside  government  jirograms.  In  an 
April  17  letter  to  Finch,  Dr.  Wilbur  said  the 
AMA  ‘is  eager  to  make  available  to  your  office 
the  composite  experience  and  judgment  of  the 
nation’s  physicians,  who  are  the  principal  pro- 
viders of  health  care  to  all  the  people.’ 

“The  knowledge  and  judgment  of  the  nation’s 
physicians  — as  w'ell  as  of  the  prepayment 
plans,  health  insurance  industry,  hospitals,  the 
allied  health  professions,  the  actuaries  and 
others  — must  be  enlisted  in  your  battle  against 
the  health-care  portion  of  the  inflation  prob- 
lem.’’ 


PHYSICIANS 
SEEKING  LOCATION 
IN  NEW  JERSEY 

(Listed  in  order  of  receipt) 

The  following  physicians  have  written 
to  the  Executive  Offices  of  MSNJ  seek- 
ing information  on  possible  opportw- 
nities  for  practice  in  New  Jersey.  The 
information  listed  below  has  been  suv- 
plied  by  the  physician.  If  you  are  in- 
terested in  any  further  information 
concerning  these  physicians,  we  suggest 
you  make  inquiries  directly  of  them. 

ANESTHESIOLOGY— Claude  Magnant,  M.D.,  710  Zumbro 
Drive,  NW,  Rochester,  Minnesota  55901.  Temple, 
1963.  Board  Eligible.  Group  or  partnership.  Avail- 
able July  1969. 

CARDIOLOGY— Richard  Helfant,  M.D.,  Peter  Bent  Brig- 
ham Hospital,  Boston,  Massachusetts  02115.  NYU — 
Bellevue  1963.  Board  eligible.  Cardiac  catherization 
laboratory  in  hospital.  Available  July,  1970. 

DERMATOLOGY— Charles  Wasilewski,  Jr.,  M.D.,  205  Oak 
Street,  Danville,  Pennsylvania  17821.  Jefferson,  1963. 
Board  eligible.  Multispecialty  group.  Available  July 
1969. 

INTERNAL  MEDICINE— David  A.  Berkowitz,  M.D.,  2408A 
Snark  Street,  Griffiss  AFB,  New  York  13440.  New 
York  Medical,  1963,  Board  eligible.  Group  or  part- 
nership. Available  July  1969. 

David  Lemper,  M.D.,  8700  West  Wisconsin  .Avenue, 
Milwaukee,  Wisconsin  53226.  University  of  Pennsyl- 
vania, 1965.  Subspecialty,  nuclear  medicine.  Solo, 
group  or  partnership.  .Available  July  1969. 
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Edward  Lebowitz,  M.D.,  37  Saranac  Avenue,  Lake 
Placid,  New  York  12946.  Downstate  Medical  Center 
(NYU),  1963.  Board  eligible.  Subspecialty,  diabetes 
and  endocrinology.  Group  or  partnership.  Available. 

OBSTETRICS  AND  GYNECOLOGY  — Donald  S.  Cohen, 
M.D.,  2512A  Atlas  Drive,  Griffiss  Air  Force  Base, 
New  York,  13440.  Columbia,  1962.  Board  certified. 
Partnership  or  group.  Available  July  1969. 

Harold  M.  Yatvin,  M.D.,  Kirk  Army  Hospital,  Aber- 
deen Proving  Ground,  Aberdeen,  Maryland  21001. 
New  York  Medical,  1962.  Board  eligible.  Group. 
Available  August  1969. 

Jerry  A.  Wider,  M.D.,  315  Congressional  Lane, 
Rockeville,  Maryland  20852.  Columbia,  1963.  Board 
eligible.  Partnership  or  Group.  Available  July  1969. 
Ronald  P.  Portadin,  M.D.,  296-B  Bizerte  Road,  Fort 
Lee,  Virginia  23801.  Georgetown,  1962.  Board  eligi- 
ble. Associate.  Available  July  1969. 

Louis  V.  Miller,  M.D.,  353  Rolling  Hill  Road,  Elkins 
Park,  Pennsylvania  19117.  Ohio  State,  1959.  Board 
eligible.  Group  or  partnership.  Available  July  1969 

OPHTHALMOLOGY  — Franklin  L.  Bocian,  M.D.,  54 

Orange  Street,  Brooklyn,  New  York  11201.  Downstate 
Medical  Center  (NYU),  1964.  Solo  or  associate.  Avail- 
able July  1969. 

ORTHOPEDICS— Seymour  Einhorn,  M.D.,  2nd  General 
Hospital,  Box  24,  APO  09180,  New  York.  New  York 
Medical,  1957.  Board  Certified.  Partnership.  Avail- 
able September  1969. 

PATHOLOGY— Martin  Berman,  6309  Winner  Avenue, 
Baltimore,  Maryland  21215.  Downstate  Medical  Cen- 
ter (NYU),  1961.  Board  certified.  Group,  partnership, 
institution.  Available  July  1969. 

PEDIATRICS— Franz  Hummert,  M.D.,  58  Pine  Grove  Ter- 
race, Newark  07106.  Muenster,  West  Germany  1961. 
Board  eligible.  Group  or  partnership.  Available 
November  1969. 

SURGERY— Malcolm  H.  Sawyer,  M.D.,  HQ,  3rd  Air 
Force,  Box  1563,  APO  New  York  09125.  Northwest- 
ern, 1936.  Board  eligible.  Industrial  or  administra- 
tive. Available  September,  1969. 

Warren  X.  Collmann,  M.D.,  77  Penn  Drive,  West 
Chester,  Pennsylvania  19380.  University  of  Pennsyl- 
vania, 1950.  Board  certified.  Group,  partnership,  or 
solo.  Available. 

Pun  Fai  Yuen,  M.D.,  413  USPH  Hospital,  Lawton, 
Oklahoma  73501.  St.  Louis  University  School  of  Med- 
icine, 1960.  Board  eligible.  Group.  Available  October 
1969. 

THORACIC— CARDIOVASCULAR  SURGERY-John  K.  Garan, 
M.D.,  Medical  College  of  Georgia,  Augusta,  Georgia 
30902.  University  of  Paris  (France)  Medical  School, 
1961.  Partnership,  Group,  Associate.  Available  July 
1969. 

UROLOGY— Albert  P.  Tarasuk,  M.D.,  350  East  17th 
Street,  New  York,  New  York  10003.  George  Washing- 
ton, 1964.  Associate.  Available  July  1969. 

Alfred  R.  Bozzo,  M.D.,  3106  Holly  Street,  Alexandria, 
Virginia  22305.  Georgetown,  1962.  Board  eligible. 
Solo  or  partnership.  Available  July  1969. 

Myron  M.  Smith,  M.D.,  1115  Sixth  Street,  SW,  Min- 
neapolis, Minnesota  55414.  NYU  (Downstate)  1962. 
Board  Eligible.  Partnership.  Available  July  1969. 


Chairmen  Councils  and  Committees 

1969-1970 

Alcoholism 

Henry  J.  Mineur,  M.D.,  Cranford 
Annual  Meeting 
James  A.  Rogers,  M.D.,  Paterson 
Cancer  Control 

John  L.  Olpp,  M.D.,  Englewood 
Child  Health 

William  J.  Farley,  M.D.,  Nutley 
Conservation  of  Vision,  Hearing,  and  Speech 
Frank  B.  Vanderbeek,  M.D.,  Paterson 
Credentials 

Charles  L.  Cunniff,  M.D.,  Jersey  City 
Drug  Abuse 

Henry  A.  Davidson,  M.D.,  East  Orange 
Emergency  Medical  Care 

Jack  R.  Karel,  M.D.,  Hillside 
Emotional  Disorders  of  Childhood  and  Adolescence 
Eugene  V.  Resnick,  M.D.,  Paramus 
Environmental  Health 

Roslyn  Barbash,  M.D.,  Teaneck 
Finance  and  Budget 

Thomas  C.  DeCecio,  M.D.,  Cliffside  Park 

Honorary  Membership 

Ralph  M.  L.  Buchanan,  M.D.,  Phillipsburg 

Judicial 

John  S.  Madara,  M.D.,  Salem 
Legislation 

jesse  McCall,  M I).,  Newton 
Maternal  and  Infant  Welfare 
John  D.  Preece,  M.D.,  Trenton 
Medical  Defense  and  Insurance 

William  J.  D Elia,  M.D.,  Neptune  City 
Medical  Education 

Morris  H.  Saffron,  M.D.,  Passaic 
Medical  Services 

Louis  K.  Collins,  M.D.,  Glassboro 
Medical  Student  Loan  Fund 

Frank  J.  Hughes,  M.D.,  Gloucester 
Medicine  and  Religion 

Luke  A.  Mulligan,  M.W.,  Leonia 
Mental  Health 

Robert  S.  Garber,  M.D.,  Belle  Mead 
Mental  Retardation 

Miles  E.  Drake,  M.D.,  Vineland 
Occupational  Health,  Workmen’s  Comp.  & Rehab. 

Joseph  A.  Lepree,  M.D.,  Elizabeth 
Project  Hope /Vietnam 

Thomas  C.  DeCecio,  M.D.,  Cliffside  Park 

Publication 

George  B.  Sharbaugh,  M.D.,  Trenton 
Public  Health 

Rudolph  G.  Matflerd,  M.D.,  Nerv  Brunswick 
Public  Relations 

John  J.  Crosby,  M.D.,  Jersey  City 
Retirement  Plan  for  Physicians 

Nicholas  E.  Marchione,  M.D.,  Vineland 
Revision  of  Constitution  and  Bylaws 
Fred  A.  Mettler,  M.D.,  Blairstown 
Seizures 

J.  Lloyd  Morrow,  M.D.,  Passaic 
Traffic  Safety 

Irwin  S.  Smith,  M.D.,  Willingboro 
Woman’s  Auxiliary  Advisory 

Keith  R.  Young,  M.D.,  Burlington 
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Antibiotic  Combinations 


The  Clubby  Road 
For  The  Chubby 

The  American  Medical  Association  has  issued 
a warning  concerning  commercially  pro- 
moted “clubs”  lor  weight  losers.  “After  all,” 
they  said,  “since  excess  weight  may  be  a 
symptom  of  disease,  any  person  who  wants  to 
lose  weight  should  have  a meticulous  exam- 
ination by  his  physical!  before  participating 
in  any  of  these  club  programs.”  Many  such 
clubs  are  operated  locally  by  businessmen 
who  obtain  franchises  from  a national  head- 
c}uarters  organization. 

“The  regimen  and  rapport  of  group  work- 
outs, commercially  promoted,  may  give  the 
overweight  person  some  moral  support  for  his 
effort  at  weight  reduction  and  little  else,”  the 
AM  A said.  “The  group  approach  may  be 
satisfactory  for  the  person  who  wants  to  lose 
a few  pounds  and  can  afford  the  fee  charged 
by  a club. 

"The  group  approach  that  does  not  include 
an  honest  and  thorough  physical  examination 
and  medical  supervision  is  definitely  not 
satisfactory  for  the  significantly  overweight, 
person;  nor  for  one  who  plans  to  lose  15  per 
per  cent  or  more  of  his  total  weight.  Signifi- 
cant weight  reduction  must  be  carried  out 
under  the  supervision  of  a physician.”  The 
AMA  then  added  that,  “there  is  in  the  over- 
weight population  a higher  incidence  of  hy- 
jiertension,  cardiovascular  and  kidney  diseases, 
tlisorders  of  the  liver  and  gallbladder,  and 
diabetes  mellitus. 

“Sudden  loss  of  significant  amounts  of  weight, 
or  the  requirement  for  an  unusual  amount  of 
exercise,  may  be  hazardous  for  the  patient 
with  any  of  these  conditions.  “Adecpiate  treat- 
ment of  obesity  is  often  a more  complex  mat- 
ter than  diet  and  exercise,  which  constitutes 
the  traditional  club  regimen.  ’While  simple 
over-eating  and  under-exercising  may  be  a 
cause  of  obesity,  significant  overweight  fre- 
quently has  a genetic,  metabolic,  or  emotional 
component  which  requires  medical  diagnosis 
ajid  treatment.”  Ifecause  there  is  no  single 
cause  of  obesity,  there  is  no  single  proper 
treatment  to  correct  it.” 


The  Food  and  Drug  Administration  has  taken 
the  first  step  to  halt  the  marketing  of  78  anti- 
biotic combination  products.  This  action  was 
recommended  by  the  National  Academy  of 
Sciences-National  Research  Council,  which  is 
evaluating  the  effectiveness  of  3,600  new  drugs 
marketed  from  1938  to  1962. 

Generally,  the  78  products  were  found  inef- 
fective as  fixed  combinations  tor  claims  made 
in  their  labeling.  The  FD.A  emphasized  that 
this  does  not  necessarily  mean  that  either  the 
antibiotics  or  other  active  ingredients  of  the 
products  are  ineffective  when  used  alone. 
“But  the  use  of  two  or  more  active  ingredients 
in  the  treatment  of  a patient  who  can  be  cured 
by  one  is  irrational  therapy,”  said  Herbert  L. 
Ley,  Jr.,  M.D.,  Commissioner  of  Food  and 
Drugs.  “It  exposes  the  patient  to  an  unneces- 
sary risk.  Antibiotics  should  be  used  like  a 
rifle  rather  than  a shotgun.” 

Most  of  the  78  products  are  antibiotic-sulfa 
combinations  in  tablet,  capsule,  or  liquid 
form.  Also  included  are  16  penicillin-strepto- 
mycin combinations  that  are  given  by  injec- 
tion. Other  antibiotics  used  in  the  prepara- 
tions include  erythromycin,  neomycin, 
tetracycline,  chlortetracycline,  nystatin  oxy- 
tetracycline,  oleoandomycin,  and  triacetylo- 
leandomycin.  In  addition,  some  of  the 
preparations  contain  analgesics,  vitamins,  or 
other  ingredients. 

Many  of  the  affected  products  have  been  pro- 
moted widely  and  found  wide  acceptance  in 
the  medical  profession.  Several  of  the  manu- 
facturers promptly  said  they  would  contest 
the  FDA  ruling.  The  manufacturers  were 
given  30  days  to  submit  any  new  data  on  ef- 
ficacy of  the  products. 

The  FD.\  can  halt  the  marketing  of  antibiotic- 
containing  preparations  by  deleting  them 
from  regulations  listing  the  antibiotic  drugs 
acceptable  for  certification.  Antibiotics  and 
insulin,  unlike  other  drugs,  must  be  certified 
on  a batch-by-batch  basis  before  they  can  be 
marketed. 
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and  subsequently  served  as  senior  anestlietisi 
at  the  I’assaic  Betii  Israel  Hosjntal. 


Dr.  Samuel  S.  Butler 

For  decades  one  of  Camden  County’s  most 
prominent  members,  Samuel  S.  Butler,  M.D. 
died  on  April  26,  1969  at  the  age  of  84.  He 
earned  his  M.D.  at  the  old  “Medico-Chi”  in 
Philadelphia  in  1916.  Dr.  Butler  was  a family 
doctor  with  a special  interest  in  otolaryn- 
gology. He  retired  some  years  ago  and  was 
living  in  Ocean  City  at  the  time  of  his  death. 

Dr.  Francis  H.  DeGrace 

Francis  H.  DeGrace,  M.D.  who  was  born  in 
1907,  died  on  April  19,  1969.  He  was  a mem- 
ber of  Loyola  Medical  School’s  class  of  1934. 
Active  in  the  affairs  of  the  Passaic  County 
Medical  Society,  he  was  an  internist,  affiliated 
with  the  medical  department  of  Curtis  ^\’right. 
Dr.  DeGrace  was  identified  with  the  field  of 
industrial  medicine  and  was  a prominent  fig- 
ure in  the  New  Jersey  Industrial  Medical 
Society. 

Dr.  Paul  Dranow 

One  of  the  best  known  practitioners  of  North 
Essex,  Paul  Dranow  died  on  May  14,  1969  at 
the  age  of  68.  He  was  a family  doctor  of  the 
old  school,  but  took  active  part  in  the  Acad- 
emy of  General  Practice.  Dr.  Dranow  was 
affiliated  with  both  the  Clara  Maass  Hospital 
in  Belleville  and  St.  Mary’s  Hospital  in  Passaic. 
He  was  a graduate  of  Boston  University’s 
Medical  School  where  he  received  his  degree 
in  1930. 

Dr.  Morton  N.  Fenster 

Word  has  just  been  received  of  the  death  on 
January  20,  1969,  of  Morton  N.  Fenster,  one 
of  Passaic  County’s  best  known  anesthetists. 
Dr.  Fenster,  born  in  1904,  was  graduated  from 
Bellevue  in  1929.  He  was  a general  practi- 
tioner who  had  an  early  interest  in  anesthesia. 


Dr.  Lester  J.  Finkle 

Lester  J.  Finkle,  M.D.,  died  suddenly  of  a 
coronary  attack  on  May  14,  1969,  at  the  un- 
timely age  of  60.  A graduate  ol  the  Jefferson 
Medical  College,  class  of  1935,  Dr.  Finkle  en- 
tered the  field  of  internal  medicine  and  be- 
came a Board  Diplomate  in  that  specialty.  He 
was  associated  with  the  St.  Francis  Hospital 
in  Trenton,  and  at  the  time  of  his  death  was 
chief  of  medicine.  Dr.  Finkle  was  a major  in 
the  medical  corps  of  the  U.S.  .Army  dining 
World  War  II,  and  was  active  in  the  affairs 
of  the  Mercer  County  Component  Medical 
Society. 

Dr.  William  S.  Fithian 

Bearer  of  a name  written  large  in  New  Jersey 
medical  history,  ^Vblliam  S.  Fithian  was  killed 
in  an  automobile  accident  on  June  6,  1969  at 
the  untimely  age  of  46.  He  was  a 1949  graduate 
of  the  College  of  Physicians  and  Surgeons  of 
Columbia  University  and  a well-known  Cum- 
berland County  internist.  Dr.  Fithian  was  on 
the  staffs  of  both  the  Bridgeton  General  and 
the  Salem  Memorial  Hospital.  He  was  an 
active  member  of  our  Cumberland  County 
Medical  Society. 

Dr.  Kurt  F.  Friedlander 

Dr.  Kurt  F.  Friedlander  of  East  Orange,  who 
was  born  in  Germany  in  1890  died  in  New 
Jersey  on  May  19,  1969.  He  was  graduated 
at  the  Medical  School  of  the  University  of 
Berlin  in  1914.  After  he  came  to  the  Ibiitcd 
States,  he  established  a general  practice  in 
Essex  County  and  was  invited  to  join  the  staffs 
of  the  Clara  Maass  Hospital  in  Belleville  and 
the  Beth  Irsael  Medical  Center  in  Newark. 
Dr.  Friedlander  belonged  to  our  Essex  County 
Medical  Society. 

Dr,  Bartley  M.  Howley 

At  the  age  of  58,  Bartley  M.  Howley,  M.D.  of 
Highland  Park,  died  on  May  27,  1969.  He 
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received  his  M.D.  at  the  College  of  Physicians 
and  Surgeons  of  Columbia  University  in  1937. 
After  internshi}^,  Dr.  Howley  did  graduate 
work  ami  residency  in  otolaryngology  and 
soon  became  a certified  diplomate  in  that 
specialty.  He  was  on  the  staff  of  the  Middlesex 
General  Hospital  in  New  Brunswick  and  be- 
longed to  our  Middlesex  County  Medical 
Society. 

Dr.  Harvey  K.  Mechanik 

A 1940  graduate  of  the  Jefferson  Medical  Col- 
lege, Harvey  Mechanik  died  at  the  too-young 
age  of  55.  Dr.  Mechanik,  after  a brief  period 
of  general  practice,  did  graduate  work  in 
obstetics  and  gynecology  and  became  certified 
as  a board  diplomate  in  both  fields.  He  was 
especially  well  known  for  studies  in  gynecol- 
ogic endocrinology.  Dr.  Mechanik  was  on  the 
staff  of  the  St.  Barnabas  Hospital  in  Livings- 
ton, and  was  an  active  Fellow  of  the  American 
College  of  Obstetrics  and  Gynecology.  He  died 
after  a brief  illness  on  April  5,  1969. 

Dr,  Dean  C.  Moore 

Word  has  just  been  received  of  the  death  in 
Marathon,  Florida,  of  Dean  C.  Moore,  M.D.,  a 
retired  surgeon  from  Essex  County.  Although 
Dr.  Moore  died  in  1968  (June  24),  The  Jour- 
nal was  not  notified  of  his  death  until  recently. 
He  was  a surgeon  and  gynecologist,  and  was  71 
at  the  time  of  his  death.  He  had  been  affiliated 
with  the  Orange  Hospital  Center  and  the  East 
Orange  General  Hospital.  During  World  War 
1,  he  entered  the  U.S.  Navy  as  an  ensign  and 
was  a full  commander  at  the  time  of  his  de- 
mobilization, in  1918.  He  then  entered  Cor- 
nell Medical  College  and  received  his  M.D. 
degree  in  1922. 

Dr.  Berthold  T,  D.  Schwarz 

One  of  the  country’s  best  known  physicians  in 
the  actuarial  and  insurance  fields.  Dr.  Bert- 
hold T.  D.  Schwarz,  died  on  June  20,  1969 
at  the  age  of  70.  Dr.  Schwarz  was  a graduate 
of  the  Medical  College  of  New  York  Univer- 
sity, class  of  1924.  Originally  an  internist,  he 
became  active  in  the  field  of  life  insurance 


and  medical  statistics,  and  during  the  last  two 
decades  was  medical  director  of  the  Bankers 
National  Life  Insurance  Company. 

Dr.  Schwarz  was  active  in  The  Academy  of 
Medicine  of  New  Jersey,  a national  trustee 
of  the  American  Cancer  Society,  a Eellow  of 
the  American  Public  Health  Association,  and 
a past  lieutenant  governor  of  the  New  Jersey 
District  of  Kiwanis  International. 

Dr.  Harry  Subin 

HaiTy  Subin,  M.D.,  one  of  the  best  known 
and  best  loved  medical  figures  in  Atlantic 
County  — a former  president  of  his  County 
Medical  Society  — died  on  April  7,  1969  at  the 
age  of  80.  He  was  one  of  the  first  men  in  New 
Jersey  to  become  board  certified  in  surgery 
and  was  an  early  member  of  the  prestigious 
Society  of  Surgeons  of  New'  Jersey,  as  well  as 
a Fellow  of  the  American  College  of  Surgeons. 
He  was  a 1924  graduate  of  the  Jefferson  Medi- 
cal College  and,  for  many  years,  was  an  at- 
tending surgeon  at  the  Atlantic  City  Hospital. 

Dr.  Henry  Suesserman 

His  many  friends  were  shocked  on  May  28, 
1969,  to  learn  of  the  unexpected  death  of 
Henry  Suesserman,  M.D.  He  won  his  M.D. 
at  the  medical  faculty  of  St.  Andrew's  Univer- 
sity, in  Scotland,  in  1934.  He  was  an  attending 
internist  at  the  Irvington  General  Hospital 
and  was  a board  certified  diplomate  in  that 
specialty.  He  was  an  internist  with  special 
training  and  skill  in  allergy.  Dr.  Suesserman 
w'as  64  at  the  time  of  his  death.  He  belonged 
to  our  Essex  County  Medical  Society. 

Dr.  Herman  Weiss 

Herman  Weiss,  M.D.  was  a well  known  Morris 
County  internist.  He  was  born  in  1899  and 
received  his  medical  degree  in  1923  at  the 
University  of  Frankfurt  am  Main  in  Germany. 
He  had  staff  affiliations  at  both  hospitals  in 
Morristown  and  had  his  office  in  Dover. 
Dr.  Weiss,  for  many  years,  was  the  senior 
internist  on  the  consulting  staff  at  the  State 
Hospital  in  Greystone  Park.  He  died  on  May 
24,  1969,  at  the  age  of  70. 
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Experimental  Medicine  And  Surgery 
In  Primates 

A conference  on  experimental  medicine  and 
surgery  in  primates  will  be  held  September  7 
to  12  under  the  sponsorship  of  the  New  York 
University  School  of  Medicine.  Cosponsors  in- 
clude the  New  York  State  Society  of  Medical 
Research  and  the  Committee  of  Scientists  for 
the  Use  of  Primates  in  Medical  Research.  The 
program  will  be  held  at  the  Hunter  College- 
Bellevue  Department  of  Nursing  Education, 
1st  Avenue  and  26th  Street,  New  York. 

Here  is  a forum  for  discussion  of  the  rapidly 
expanding  medical  research  utilizing  primate 
animals.  The  biologic  resemblance  between 
man  and  nonhuman  primates  gives  investiga- 
tors the  advantage  of  accomplishing  studies 
germane  to  human  disease  problems  without 
risking  human  lives. 

Sessions  will  deal  with  cross-circulation,  trans- 
plantation immunology  research,  behavioral 
and  neurologic  studies,  virology  and  infectious 
diseases,  studies  in  fertility  and  birth  control, 
research  on  the  use  of  pregnant  monkeys  in 
investigating  causes  and  prevention  of  birth 
defects,  studies  utilizing  juvenile  primate 
animals  in  investigations  of  growth  and  phy- 
sical and  mental  development,  utilizing  of 
primate  animals  in  teaching  medical  students, 
and  reports  from  major  primate  laboratories 
in  the  U.S.  and  abroad. 

For  more  details,  write  to  J.  Moor  Jankow- 
ski, M.D.  at  the  Department  of  Forensic  Med- 
icine, New'  York  University,  550  First  Avenue, 
New'  York  11016. 

Clinical  Application  Of  Basic  Sciences 

The  Burlington  County  Memorial  Hospital  in 
Mount  Holly  announces  a new  series  of  pre- 
sentations on  the  general  topic  of  “Clinical 
Application  of  the  Basic  Sciences.” 

This  is  accepted  by  the  AAGP  with  a credit 


of  U/2  points  per  session.  A star-studded 
faculty  has  been  provided.  The  meetings  are 
held  on  Thursdays  at  3:.S0  p.m.  in  the  T.  }. 
Summey  Building  of  the  hospital. 

The  September  series  will  cover  intravenous 
ntitrition  on  September  11;  colitis  on  Sep- 
tember 18;  and  gallbladder  disorders  on  Sep- 
tember 25. 

Subsequent  issues  of  this  Journal  will  list  the 
programs  for  the  months  following. 

These  lectures  are  supported  by  educational 
grants  from  Merck  Sharp  and  Dohme,  and 
The  Burlington  County  Tuberculosis  and 
Health  Association. 

For  registration  and  further  information, 
please  contact  J.  R.  Wolgamot,  M.D.,  Director 
of  Medical  Education,  Burlington  County 
Afemorial  Hospital,  175  Madison  Avenue, 
Mount  Holly  08060. 

Congress  On  Occupational  Health 

The  next  Congress  on  Occupational  Health 
will  be  held  in  St.  Louis  September  15  and  16. 
On  the  agenda  are  practical  papers  on  air 
pollution,  aviation  medicine,  radiation  pro- 
tection, whiplash  injuries,  hiring  the  disad- 
vantaged, the  role  of  the  industrial  nurse,  and 
the  measurement  of  impairment.  For  details, 
write  to  the  Department  of  Occupational 
Health,  American  Medical  Association,  535 
North  Dearborn  Street,  Chicago  60610. 

Radiobiology  Sourse 

Columbia  University  announces  a course  in 
the  Radiobiology  of  bones  and  joints,  to  be 
given  Thursday  evenings  from  September  18 
through  December  11.  For  more  details,  write 
to  Melvin  D.  Yahr,  M.D.,  College  of  Phy- 
sicians and  Surgeons,  630  West  168th  Street, 
New  York  10032. 
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Radiobiology  Course  For  Residents 

An  unusual  course  in  the  biology  of  radiology', 
including  absorption,  survival,  dose-rate,  ra- 
diosensitivity, autoradiography,  and  cbroino- 
some  aberrations  •will  be  given  at  Colninbia- 
I’resbyterian  Medical  Center  in  New  York  for 
residents  in  radiology  on  twelve  ^\'ednesdays 
from  8 to  9 a.m.,  September  24  tbrongh 
December  17  (except  December  3).  The  tui- 
tion is  S50.  For  information  and  registration 
write  to  Melvin  D.  Yabr,  M.D.,  College  of 
Physicians  and  Stirgeons,  630  ^VTst  168tb 
Street,  New  York  10032. 


Hypnosis  Course 

Physicians  may  now  take  a course  in  basic 
medical  hypnosis  at  Columbia  University  on 
Saturdays  (September  27— November  8)  from 
10  a.m.  to  5 p.m.  Tuition  is  $175.  The  course 
is  under  the  direction  of  Herbert  Spiegel, 
M.D.  For  more  details,  write  to  Melvin  D. 
Yabr,  M.D.,  College  of  Physicians  and  Sur- 
geons, 630  \V'^est  168tb  Street,  New  York 
10032.  An  advanced  course,  ojjen  only  to 
psychiatrists  who  have  taken  the  basic  hypno- 
sis course,  will  be  given  on  four  Saturdays  dur- 
ing january,  1970.  The  fee  lor  this  series  is 
,$100. 


MEETINGS  OF  MEDICAL  INTEREST 


t his  listing  has  been  compiled  by  the  .-ycademy  of  Medicine  of  New  Jersey.  For  additional 
information,  including  exact  time  of  meetings,  write  to  the  society  or  hospital  listed. 


1969 

September 

10  Academy  of  Medicine  of  New  Jersey 

Symposium:  "Organ  Transplants” 

10  New  Jersey  Heart  Association  and 
New  Jersey  Department  of  Health 
Ocean  County  Community  College 
Toms  River 

Seminar  on  Stroke 

1 1 Burlington  County  Memorial  Hospital 
Mount  Holly 

Principles  of  Total  Intravenous  Ntitrition 

17  .\cademy  of  Medicine  of  New  Jersey 
Symitosiitm:  "Diabetes  Melliitis” 

17  .\cademy  of  Medicine  of  New  Jersey 
.St.  Barnabas  Medical  Center 
I .ivingston 

“A  Clinic  and  Histopathologic  Survey  of 


Gynecology” 

Burlington  County  Memorial  Hospital 
Mount  Holly 

Granulomatous  and  Tlcerative  Colitis:  Dif 
ferential  Diagnosis,  Complications  and  Man 
agement 

25  Burlington  County  Memorial  Hospital 

Mount  Holly 

1 he  Diagnosis  and  Management  of  Some 
Common  and  Uncommon  Gallbladder  Con- 
ditions 

October 

2 Burlington  County  Memorial  Hospital 

Mount  Holly 

Mesenteric  \’ascular  Instiffic  iency:  Diagnosis 
and  The  .Approach  to  Treatment 

9 Burlington  County  Memorial  Hospital 

Mount  Holly 

Diseases  of  Intestinal  Malabsorption 
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14  Academy  of  Medicine  of  New  Jersey 
Section  on  Dermatology  and  New 
Jersey  Dermatological  Society 

15  Academy  of  Medicine  of  New  Jersey 

Svinposium:  Iiueipretation  and  Control  of 

Aniiythmias 

15  Academy  of  Medicine  of  New  Jersey 
Section  on  Urology 

I’lology  in  Viet  Nam 

16  Burlington  County  Memorial  Hospital 
Mount  Holly 

riie  Dilferential  Diagnosis  of  Jaundice 

20-24  Newark  Beth  Israel  Medical  Center 
and  Academy  of  Medicine  of  New 
Jersey 

Newark  Beth  Israel  Medical  Center 

Basic  \'ectorelectrocardiography 

2S  Burlington  County  Memorial  Hospital 

Mount  Holly 

Endocrine  and  Physiologic  Sequelae  of  the 
Oral  Contraceptives 

25-26  New  Jersey  Heart  Association  and 

New  Jersey  Regional  Medical  Program 
Atlantic  City 

Seminar  on  Coronary  Care 

30  Burlington  County  Memorial  Hospital 

Mount  Holly 

Interservice  Seminar;  The  Role  of  the  Pastor 
in  Death 

November 

5 Academy  of  Medicine  of  New  Jersey 
Symposium:  “Controversies  in  Medicine” 

6 Academy  of  Medicine  of  New  Jersey 
Symposium;  "Infectious  Diseases” 

6 Burlington  County  Memorial  Hospital 

Mount  Holly 

Certain  Gynecologic  Disorders  and  Endocrine 
Management 

12  Academy  of  Medicine  of  New  Jersey 
St.  Barnabas  Medical  Center 
Livingston 

“A  Clinical  and  Histopathologic  Survey  of 
Gynecology” 

13  Academy  of  Medicine  of  New  Jersey 
and  American  Cancer  Society,  New 


Jersey  Division 

Morristown  Memorial  Hospital 
Symposium:  “N'curoltlastoma  in  Clhildren” 

13  Burlington  County  Memorial  Hospital 

Mount  Holly 

Hematologic  Prohlcms  in  Pregnancy 

19  New  Jersey  Chapter,  American 

Academy  of  Pediatrics 
Holiday  Inn 
Kennilworth 
Seminar  on  Pediatric  .Allergy 

19  New  Jersey  State  Dental  Society 

Semiannual  Session 

20  Burlington  County  Memorial  Hospital 
Mount  Holly 

Microsurgery  of  the  Ear 

December 

3 Academy  of  Medicine  of  New  Jersey 

“Symposium:  “Shock” 

4 Burlington  County  Memorial  Hospital 
Mount  Holly 

Parkinsonism:  Assessment  of  New  Therapeu- 
tic Modalities 

1 1 Burlington  County  Memorial  Hospital 

Mount  Holly 
Common  .Allergic  Emergencies 

18  Burlington  County  Memorial  Hospital 

Mount  Holly 

Crisis  Counseling 

1970 

January 

7 .\cademy  of  Medicine  of  New  Jersey 
Symposium:  “Immunology  and  Radiation 
Protection” 

8 Burlington  County  Memorial  Hospital 
Mount  Holly 

Newer  .Anesthetic  .Agents 

15  Burlington  County  Memorial  Hospital 

Mount  Holly 

Diagnosis  and  Medical  Management  of  Gas- 
trointestinal Hemorrhage 

22  Burlington  County  Memorial  Hospital 

Mount  Holly 

Surgical  Management  of  Gastrointestinal 
Hemorrhage 
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29  Burlington  County  Memorial  Hospital 

Mount  Holly 

Indications  and  Techniques  for  Trinary 
D i vers io n a ry  P roced iires 

February 

5 Burlington  County  Memorial  Hospital 

Mount  Holly 

Angiogra])hic  aiul  Echograpliic  Diagnosis  of 
Genito-Urinary  Lesions 

11  Academy  of  Medicine  of  New  Jersey 
.Syinposiiim;  "Isotopes  and  Recent  Advances 
in  Radiologic  Diagnosis” 

12  Burlington  County  Memorial  Hospital 

Mount  Holly 

Management  of  Chronic  Renal  Insidficiency 

19  Burlington  County  Memorial  Hospital 

Mount  Holly 

Renal  Transplantation:  Indications  and 
Technitptes 

2(>  Burlington  County  Memorial  Hospital 

Mount  Holly 
C'.ompulers  in  Medicine 

March 

5 Burlington  County  Memorial  Hospital 

Mount  Holly 

Diagnosis  and  Treatment  of  Lvmjdiomatous 
Disease 

10  Academy  of  Medicine  of  New  Jersey 
Section  on  Dermatology  and 
New  Jersey  Dermatological  Society 

12  Academy  of  Medicine  of  New'  Jersey 

Symposium:  “Pulmonary  Embolism’’ 

12  Burlington  County  Memorial  Hospital 

Mount  Holly 

Recent  Advances  in  the  Treatment  of 
Leukemia 

19  Burlington  County  Memorial  Hospital 

Afount  Holly 

tdiemoiherapy  of  Disseminated  Solid  I innors 

2()  Burlington  County  Memorial  Hospital 

Mount  Holly 

Differential  Diagnosis  of  the  Polycythemic 
States 

April 

2 Burlington  County  Memorial  Hospital 

Mount  Holly 


Management  of  Painful  Syndromes  of  the 
Head  and  Xeck 

8 Academy  of  Medicine  of  New  Jersey 
Symposium:  "Neurology’' 

9 Burlington  County  Memorial  Hospital 
Mount  Holly 

Rheumatoid  Arthritis:  Current  Concepts  of 
Differential  Diagnosis  and  Management 

15  Academy  of  Medicine  of  New'  Jersey 
Section  on  Dentistry 

Veterans  Administration  Hospital 
East  Orange 

Symposium:  "Preventive  Dentistry  ” 

16  Burlington  County  Memorial  Hospital 
Afount  Holly 

Tits,  Taints,  and  Tunny  Turns 

23  Burlington  County  Memorial  Hospital 

Alount  Holly 

The  Significance  of  Hypoglycemia 

30  Burlington  County  Memorial  Hospital 

Alount  Holly 

Definition.  Etiology,  and  Classification  of  Con- 
gestive Heart  Tailure;  The  Pathology  and 
Dynamics  of  the  Tailing  Heart 

day 

6 New  Jersey  Heart  Association 
Rutgers 

New  Brunswick 

Myocardial  Infarction  and  Drug  Therapy 

7 Burlington  County  Memorial  Hospital 
Alount  Holly 

Evaluation  and  Medical  Management  of 
Acute  and  Chronic  Heart  Tailure 

14  Burlington  County  Memorial  Hospital 

Alount  Holly 

Surgical  Management  of  Heart  Disease  and 
Selection  of  Patients  for  Heart  Transplant 

16-20  The  Aledical  Society  of  New  Jersey 

Chalfonte-Hadtlon  Hall 
Atlantic  City 

.\nniial  Meeting 

21  Burlington  Ciounty  Memorial  Hospital 

Alount  Holly 

Diagnosis  and  Management  of  Pulmonary 
Emlrolic  Disease 

27  Academy  of  Medicine  of  New  Jersey 
Annual  Awards  Dinner 
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REVIEWS 


The  Apologie  and  Treatise  of  Ambroise  Pare.  Edited  by 
Geoffrey  Keynes,  M.D.  New  York,  1969,  Dover 
Publications.  Pp.  227  ($2.50) 

.■\mbroise  Pare  dominated  the  surgical  field  during  the 
16th  century.  He  turned  from  the  blind  following  of 
other  surgeons  and  also  common  practice  to  observa- 
tion and  thought  as  the  foundation  of  therapy.  The 
enormous  breadth  of  his  experience  with  battle  in- 
juries is  shown  by  a sketch  in  the  beginning  of  the 
book  in  which  the  man  is  wounded  at  all  points  by 
various  weapons  of  war. 

The  “.Apologie  and  Treatise,”  Part  1 of  the  volume, 
serves  as  a first  hand  report  on  the  hfty  most  significant 
vears  of  Pace’s  life.  In  it  he,  among  other  things,  com- 
ments on  the  wisdom  of  using  a ligature  to  secure 
hemostasis  and  also  on  the  unwiseness  of  using  boiling 
oil  on  open  wounds.  He  recounts  many  experiences  as 
a surgeon  during  the  numerous  military  campaigns  in 
which  he  participated. 

Selected  surgical  writings  such  as  discussion  of  hernia, 
wounds  in  general,  cataracts,  and  the  “How  to  Make  Re- 
port” section,  which  is  a fine  comment  on  the  tech- 
nic of  post-mortem  examinations,  make  up  Part  II  of 
the  volume. 

There  are  a number  of  fine  pictures  in  the  book. 
Curved  and  straight  cutting  edge  needles  with  sutures 
are  shown.  The  similarity  to  modern  needles  is  strik- 
ing. 

Pare  himself  is  shown  in  three  engravings.  The  quiet 
dignity  of  the  man  is  evident  in  the  pictures  of  him  at 
sixty-eight  and  seventy-two  years  of  age. 

The  book  is  an  unaltered  and  unabridged  republica- 
tion of  the  first  edition  prepared  in  1952  by  Sir  Geof- 
frey Keynes.  It  is  a handsome  paperback  and  is  of 
value  for  the  personal  library  of  surgeons  and  for  all 
who  are  interested  in  medical  history.  It  will  serve  in 
libraries  in  general  as  a basic  historical  volume  in  med- 
ical science  and  also  as  a prime  source  about  the  16th 
century.  Robert  K.  Spiro,  M.D. 


Cooking  For  Your  Celiac  Child.  Charlotte  Baum  Sheedy 
and  Norman  Keifetz.  New  York,  1969,  Dial  Press. 
Pp.  244.  ($5.95) 

One  author  is  a cookbook  editor,  the  other  a writer  for 
a medical  journal.  Together  they  have  prepared  a fine 
book,  helpful  both  to  physicians  and  their  celiac  pa- 
tients. Have  you  ever  wondered  about  the  derivation 
of  the  name  celiac?  It  comes  from  the  Greek  “koilio,” 
meaning  abdomen.  The  text  makes  understanding  of 
malnutrition  syndromes  easy;  at  the  same  time,  the 
authors  caution  that  gluten-free  recipes  are  meant  to 
be  adapted  to  the  individual  patient  under  the  care  of 
his  physician. 

The  therapist  here  gains  an  ease  in  the  treatment  of 
his  patient.  It  is  simple  to  verbalize  the  elimination  of 
barley,  rye,  oats,  and  wheat  from  the  diet  of  the  celiac 
and  sprue  patient,  but  it  is  more  difficult  to  tell  him 
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what  exactly  he  can  eat.  These  recipes  make  the  pa- 
tient feel  “less  different.”  Almost  all  foods  that  tickle 
the  palate  can  be  prepared  gluten-free  — such  as  ice 
cream,  cookies,  cake,  and  candy.  This  book  tells  you 
how.  There  is  an  ethnic  flavor  to  the  recipes  also.  Egg 
drop  soup,  gazpacho,  chicken  marsala,  tamale  pie, 
flufly  chocolate  mousse,  and  saltimbocca  are  all  saliva 
stimulating.  One  can  be  a celiac  or  sprue  patient  and 
still  enjoy  good  eating. 

This  book  of  delicious  recipes  fills  a void  in  the 
therapy  of  malnutrition  syndromes.  It  belongs  in  the 
library  of  every  physician  and  every  individual  who 
must  live  with  these  abnormalities. 

H.arvey  P.  Eimiorn,  M.D. 

Care  of  The  Ceriafric  Patient,  Ed.  3.  Edited  by  E.  V. 

Cowdry,  Ph.D.  St.  Louis,  1968,  Mosby.  Pp.  430. 
Illustrations  19.  ($15.75) 

This  is  a collection  of  essays  by  different  authors,  spe- 
cialists in  medicine,  surgery,  cancer,  religion,  social 
service,  rehabilitation,  psychiatry,  and  so  on.  They  seek 
to  inform  us  about  geriatric  patients,  their  illnesses, 
problems,  and  care.  Most  of  the  cited  references  ante- 
date 1953  and  little  material  has  been  rewritten  since 
the  book's  first  edition  in  1958.  The  subjects  are  much 
better  dealt  with  in  standard,  modern  textbooks  where 
the  doctor  with  questions  will  be  safer  and  much 
better  rewarded  for  his  time. 

The  essays  are  either  overlong,  out-of-date,  incorrect, 
or  at  best  platitudinous  Norman  Riecei..  M.D. 


The  Mentally  Abnormal  Offender.  Edited  by  A.  V. 
deReuck  and  Ruth  Porter.  Boston,  1968,  Little 
Brown.  Pp.  260.  (Price  not  stated) 

In  July  1967,  the  Ciba  Eoundation  held  a colloquium 
on  the  mentallv  abnormal  offender.  This  volume  is  a 
transcript  of  the  papers  given  and  the  discussion  re- 
corded at  that  symposium.  Four  of  the  essayists  (Bitt- 
ner, Diamond,  (ioldstein,  and  \Vatson)  were  American. 
The  remaining  18  were  British  or  Scandinavian  plus 
one  each  from  Belgium,  Bulgaria,  and  Netherlands. 
The  formal  papers  were  followed  by  informal  discus- 
sion, most  of  which  is  recorded  here  verbatim. 

One  gets  a somewhat  discouraging  impression  from  a 
reading  of  the  entire  symposium.  It  is  easy  enough  to 
calculate  statistically  the  chance  of  a catatonic,  a de- 
fective, a manic,  or  an  obsessive-compulsive  committing 
a crime  next  year.  But  this  doesn’t  help  us  when  we 
have  to  decide  whether  to  release  this  specific  patient 
at  this  time.  If  statistics  indicate  that  there  is  a 90  per 
cent  likelihood  of  his  committing  another  violent 
crime,  should  we  keep  him  locked  up  because  that 
probability  is  too  high?  But  if  the  chances  are  ten  to 
one  that  he  will  not  engage  in  violence,  would  it  still 
be  safe  to  release  him,  knowing  that  that  one  chance 
in  ten  might  explode  any  day? 

IVhile  the  book  offers  no  easy  answers,  it  provides  a 
thoughtful,  often  a wise  approach  to  its  problem,  and 
is  well  worth  the  attention,  the  thought,  and  self-com- 
munion of  anyone  with  responsibility  for  decision- 
making in  his  field.  For  a centurv,  those  of  us  in  the 
behavior  sciences— especially  psychiatrists,  social  work- 
ers, and  psychologists,  have  implied  that  if  vou  turn 
over  the  offender  to  us,  we  have  a better  chance  of 
remolding  him  than  the  prison  guard  has.  It  might 
be  embarrassing  if  some  day,  some  government, 
opened  the  doors  to  its  prisons,  invited  us  in  and  said: 
“Gentlemen,  these  are  all  yours.  Show  us  how.” 

Henry  A.  Davidson.  M.D. 
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Private  Proprietary  Medicine  Stamps.  Edited  by  C.  B. 
Criffenhagen,  R.PH.  American  Topical  Association, 
Milwaukee.  Wisconsin,  1968.  Pp,  78.  (Paperback 
$4) 

Most  of  us  are  familiar  with  the  revenue  stamp  you 
have  to  tear  to  open  a fresh  pack  of  playing  cards. 
Compared  to  postage  stamps,  few  collectors  show  in- 
terest in  revenue  stamps,  yet  they  are  a genuine  part 
of  our  social  historv.  It  seems  that  in  1624,  the  Dutch 
(ioternment  olfered  a reward  for  "the  invention  of  a 
new  tax”  (an  activity  these  days  which  doesn’t  seem 
very  dilficult).  Some  enterprising  Hollander  suggested 
that  thev  require  stamps  on  all  legal  documents,  de- 
clare unstamped  documents  invalid,  and  then  watch 
the  guilders  roll  in.  Thus  was  born  the  revenue  stamp. 
The  British  ado[)ted  the  idea  within  a few  decades, 
and  the  "stamp  tax”  jtlayed  a dramatic  role  in  colonial 
American  history. 

Since  revenue  stamps  were  equated  with  royal  tyranny 
in  the  18th  century,  the  new-born  T.S..4.  government 
avoided  them  untii  the  expense  of  the  Civil  4Var  led 
to  a search  for  new  federal  income.  Thus,  revenue 
stamps  were  printed  by  the  I’.S.  Government  as  far 
back  as  1862.  The  idea  was  to  tax  only  items  that 
were  not  realiv  necessary  to  sur\ival,  and  so  the  stamps 
were  put  on  cosmetics,  plaviug  cards,  and  proprietary 
("patent”)  medicines. 

During  the  19th  century,  .\merican  patent  medicines 
were  wild  and  woolly.  Jtist  reading  the  labels  on  some 
of  their  bottles  is  a fascinating  exercise  in  cultural 
historv.  Some  companies  then  got  another  bright  idea. 
They  would  print  their  own  revenue  stamps,  save  the 
U.S.  Government  the  cost  of  printing,  and  then  run  a 
little  advertising  on  the  stamp.  .\nd  that  is  what  this 
booklet  is  all  about.  It  lists  the  proprietaries  in  alpha- 
betical order  from  .\rnold’s  19th  century  cough  killer 
and  anti-bilious  pills,  through  Bianca’s  Bitters  (1869), 
Crinenton’s  Honey  and  Horehound  (1860),  Drake’s 
I’lantation  Toddy  (1870),  Hazeltine’s  1878  Cure  for 
Consunqnion.  and  so  on,  to  ^\'inslow’s  .Soothing  Syrup. 
\Vhile  S4  seems  a bit  high  for  a 78  page  paperbound 
book,  this  one  is  profusely  illustrated  with  several 
hundred  pictures  of  stamps  and  advertising  posters. 
You  can  hardh  call  this  book  a "must”  for  the  doctor's 
librarv.  but  it  is  an  interesting  presentation  and  makes 
us  feel  that  we  liave  made  much  progress  in  the  last 
ceniurv.  Or  ha\e  we-  Joseph  L.  Barone,  M.D. 


Pediatric  Cardiology.  Edited  by  Hamish  Watson,  M.D. 
St.  Louis,  1968,  Mosby.  Pp.  996  ($36.50) 

This  is  a ma,gnificent  volume,  in  spite  of  the  high  cost 
fi,gure  which  induces  a form  of  shock  not  treated  within 
its  pages.  Watson  has  here  collected  an  international 
coterie  of  experts  including  Rudolph.  Xeill.  Mc- 
Namara, Kaplan,  Braunwald,  Los.  Bossina,  AValker, 
Engle,  Walsh,  and  others,  and  has  edited  the  contribu- 
tions beautifully  while  translating  all  material  into 
•Scottish  English.  It  is,  however,  a bit  unnerving  to  read 
Texan  Dr.  Denton  Cooley  writing  about  “Haemodilu- 
tion.  Oesophageal,  and  Paediatric”  problems. 

Since  the  shelves  of  my  medical  bookstore  now  contain 
six  large  and  expensive  volumes  on  the  subject  of 
pediatric  cardiology',  all  written  recently,  one  wonders 
at  the  justification  for  yet  another  publication.  I will 
not  compare  these  volumes  except  to  sav  that  I prefer 
an  edited  anthology-  to  the  single  author  volume  and 
that  1 found  this  book  by  Dr.  AN’atson  particularly 
clear  and  well  yvritten. 

Since  receiving  this  text  for  revierv  I have  looked  up 
answers  to  the  following  problems  occurring  in  the 


course  of  a general  pediatric  practice.  This  approach  to 
my  revieyv  is  intended  to  indicate  that  I found  the 
text  of  great  value. 

On  page  891,  I found  the  dose  of  digoxin  given  in 
milligrams  per  kilogram  yvhile  on  page  905  of  the  same 
chapter  I found  the  dose  of  acetazolamide  given  in 
milligrams  per  pound. 

On  page  211  one  reads  that  good  results  can  be  ex- 
pected from  surgical  repair  of  isolated  coarctation  at 
tbe  appropriate  age.  The  appropriate  age.  however,  is 
not  suggested. 

The  indications  for  surgical  closure  of  ventricular 
septal  defects  seem  quite  reasonable,  including  large 
shunts,  congestive  heart  failure,  and  failure  to  thrive. 
The  discussion  of  spontaneous  closure  of  ventricular 
septal  defects  is  good. 

I yvas  disappointed  in  not  finding  a discussion  on 
marital  advice  to  be  given  to  adolescents  with  con- 
genital cardiac  disease  in  the  chapter  on  social  aspects. 
This  may  be  due,  hoyvever,  to  narrotver  age  limits  im- 
plied by  the  term  pediatric  in  some  parts  of  the  world. 

The  foreivord  yvas  yvritten  by  Dr.  Helen  Taussig  yvhose 
oyvn  book  is  a classic  in  the  field. 

Soi.oMON  J.  Cohen,  M.D. 


Introduction  to  Medical  Science.  Clara  C.  Young  and 
j.  D.  Barger,  M.D.  St.  Louis,  1969,  Mosby.  Pp.  294. 
Illustrated.  ($7.95) 

It’s  about  time  someone  offered  a book  like  this.  It  is 
a combination  text  book  and  .self-administered  quiz 
manual  for  technicians,  medical  secretaries,  nurses, 
physical  therapists,  and  other  paramedical  personnel. 
Each  chapter  opens  yvith  sound  textual  material, 
yvhether  dealing  yvith  clinical  concepts  like  epilepsy  or 
heart  disease  or  fundamental  preclinical  material  like 
inflammation,  metabolism  or  repair  of  injured  tissue. 
Most  chapters  also  include  self-administered  examina- 
tions yvith  the  ansyvers  in  the  back  of  the  book.  5Vhile 
the  l)ook  does  not  try  to  make  physicians,  junior 
grade,  out  of  its  readers,  it  does  avoid  the  sin  of  talk- 
ing down  to  intelligent  readers.  It’s  a good  office 
manual  or  Christmas  present  for  the  staff  of  anv 
doctor.  \’k:tor  Hibfrm.vn,  M.D. 


Picforial  History  of  Psychology  and  Psychiatry.  A.  A. 

Roback  and  Thomas  Kiernan.  Pp.  294.  Profusely 

illustrated.  New  York,  1969,  The  Philosophical 
Library.  ($12.50) 

In  this  atlas,  the  compilers  present  a Itrief  accounting 
of  the  great  names  in  the  history  of  psychology,  and.  in 
someyvhat  shorter  compass,  the  history  of  psychiatry. 
Most  of  the  people  mentioned  are  shoyvn  by  photo- 
graphs yvith  concise  biogfraphic  accounts.  Many  of  the 
historical  tfireails  in  psychology  are  traced  in  narrative 
fashion.  The  editors  seem  obsessed  yvith  the  female 
breast,  and  this  is  portrayed  on  all  kinds  of  pictures 
and  for  all  kinds  of  reasons  — to  illustrate  exhibition- 
ism. to  shoyv  Catherine  the  Great  (cliaracterized  as  the 
nvmphomaniac  on  the  throne),  to  exemplify  narcis- 
sisni,  to  shoyv  yvitches  riding  bare-breasted  on  goats,  in 
pictures  of  .\phrodite  and  Cleopatra,  to  accompany  a 
text  on  the  yvomen  of  the  Kama  Suira,  and  a gallery  of 
camp  folloyvers  and  courtesans.  The  text  is  a bit  heavy 
on  the  side  of  experimental  and  clinical  psychology, 
and  gives  a once  over  liglitly  to  psychiatry  and  the 
medical  phases  of  the  problem.  Wii.liam  Schram,  M.D. 
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i ' TEPANIL — the  right  start  in  support  of  the 

\ weight-control  program  you  recommend.  It 

^ \ reduces  the  appetite.  Doesn’t  kill  it.  Weight 

^ loss  is  significant — gradual — yet  there  is  a 
^ relatively  low  incidence  of  CNS  stimula- 

tion.  Because  TEPANIL  works  on  the 
\ , y\  ^ appetite,  not  on  the  "nerves." 

\ V ^ Contraindications;  Concurrently  with  MAO  inhibitors,  in  patients 

' ^ \ \ hypersensitive  to  this  drug;  in  emotionally  unstable  patients 

^ \ susceptible  ta  drug  abuse. 

\ Warning;  Although  generally  safer  than  the  amphetamines, 

use  with  great  caution  in  patients  with  severe  hypertension  or 
severe  cardiovascular  disease.  Do  not  use  during  first  trimester  of 
pregnancy  unless  potential  benefits  outweigh  potential  risks. 

Adverse  Reactions;  Rarely  severe  enough  to  require  discontinuation  of  ther- 
apy, unpleasant  symptoms  with  diethylpropion  hydrochloride  have  been  reported 
to  occur  in  relatively  low  incidence. 

As  is  characteristic  of  sympathomimetic  agents,  it  may  occasionally  cause  CNS  effects  such  as 
insomnia,  nervousness,  dizziness,  anxiety,  and  jitteriness.  In  contrast,  CNS  depression  has  been 
reported.  In  a few  epileptics  an  increase  in  convulsive  episodes  has  been  reported. 
Sympathomimetic  cardiovascular  effects  reported  include  ones  such  as  tachycardia,  precordial 
pain,  arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report  described 
T-wave  changes  in  the  ECG  of  a healthy  young  male  after  ingestion  of  diethylpropion  hydro- 
chloride; this  was  an  isolated  experience,  which  has  not  been  reported  by  others. 

Allergic  phenomena  reported  include  such  conditions  as  rash,  urticaria,  ecchymosis,  and  erythema. 
Gastrointestinal  effects  such  as  diarrhea,  constipation,  nausea,  vomiting,  and  abdominal  discom- 
fort have  been  reported. 

Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow  depression, 
agranulocytosis,  and  leukopenia. 

A variety  of  miscellaneous  adverse  reactions  have  been  reported  by  physicians.  These  include 
complaints  such  as  dry  mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain, 
decreased  libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms;  TEPANIL  Ten-tab  tablets;  One  75  mg.  tablet  daily,  swallowed 
whole,  in  midmorning  (10  a.m.);  TEPANIL;  One  25  mg.  tablet  three  times  daily,  one  hour  before 
meals.  If  desired,  an  additional  tablet  may  be  given  in  midevening  to  overcome  night  hunger. 
Use  in  children  under  12  years  of  age  is  not  recommended. 


Tepanil  Ten-tab 

(diethylpropion  hydrochloride) 


THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 
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Convalescing ...  but  still  a long  way  to  go. 
Anxiety  can  make  it  even  longer. 


Convalescence  following  medical  or  surgical  procedures  may  be  almost 
endless  to  an  anxious  patient.  And,  indeed,  anxiety  with  some  patients 
actually  retards  progress — for  example,  by  inducing  insomnia  and  reducing 
cooperation. 

As  physicians  have  found  during  nearly  15  years  of  widespread  use,  Equanil 
may  be  a beneficial  part  of  aftercare.  It  helps  relieve  anxiety  and  tension, 
thus  often  aiding  your  primary  therapy. 


Indications:  For  use  in  management  of 
anxiety  and  tension  occurring  alone  or  as 
accompanying  symptom  complex  to  med- 
ical and  surgical  disorders  and  pro- 
cedures. Though  not  a hypnotic,  fosters 
normal  sleep  through  antianxiety  and 
related  muscle-relaxant  properties. 
Contraindications:  History  of  sensitivity 
to  meprobamate. 

Important  Precautions:  Carefully  super- 
vise dose  and  amounts  prescribed,  espe- 
cially for  patients  prone  to  overdose 
themselves.  Excessive  prolonged  use  has 
been  reported  to  result  in  dependence  or 
habituation  in  susceptible  persons,  as 
alcoholics,  ex-addicts,  and  other  severe 
psychoneurotics.  After  prolonged  exces- 
sive dosage,  reduce  dosage  gradually  to 
avoid  possibly  severe  withdrawal  reac- 
tions. Abrupt  discontinuance  of  excessive 
doses  has  sometimes  resulted  in  epilepti- 
form seizures. 

Warn  patients  of  possible  reduced  alcohol 
tolerance,  with  resultant  slowing  of  reac- 
tion time  and  impairment  of  judgment  and 
coordination. 

Reduce  dose  if  drowsiness,  ataxia  or 
visual  disturbance  occurs;  if  persistent, 
patients  should  not  operate  vehicles  or 
dangerous  machinery. 

Side  Effects  include  drowsiness,  usually 
transient;  if  persistent  and  associated  with 
ataxia,  usually  responds  to  dose  reduc- 
tion; occasionally  concomitant  CNS  stim- 
ulants (amphetamine,  mephentermine 
sulfate)  are  desirable.  Allergic  or  idio- 
syncratic reactions  are  rare,  but  such 
reactions,  sometimes  severe,  can  develop 
in  patients  receiving  only  1 to  4 doses  who 
have  had  no  previous  contact  with  mepro- 
bamate. Previous  history  of  allergy  may 
or  may  not  be  related  to  incidence  of 
reactions.  Mild  reactions  are  charac- 
terized by  itchy  urticarial  or  erythematous 
maculopapular  rash,  generalized  or  con- 
fined to  groin.  Acute  nonthrombocyto- 
penic purpura  with  cutaneous  petechiae, 
ecchymoses,  peripheral  edema  and  fever 
have  been  reported.  One  fatal  case  of 
bullous  dermatitis  following  intermittent 
use  of  meprobamate  with  prednisolone 
has  been  reported.  If  allergic  reaction 
occurs,  meprobamate  should  be  stopped  ^ 
and  not  reinstituted.  Severe  reactions, 


observed  very  rarely,  include  angioneu- 
rotic edema,  bronchial  spasms,  fever, 
fainting  spells,  hypotensive  crises  (1  fatal 
case),  anaphylaxis,  stomatitis  and  proc- 
titis (1  case)  and  hyperthermia.  Treat 
symptomatically  as  with  epinephrine,  anti- 
histamine and  possibly  hydrocortisone. 
Aplastic  anemia  (1  fatal  case),  thrombo- 
cytopenic purpura,  agranulocytosis  and 
hemolytic  anemia  have  occurred  rarely, 
almost  always  in  presence  of  known  toxic 
agents.  A few  cases  of  leukopenia,  usually 
transient,  have  been  reported  on  con- 
tinuous administration. 

Meprobamate  may  sometimes  precipitate* 
grand  mal  attacks  in  patients  susceptible- 
to  both  grand  and  petit  mal.  Extremely 
large  doses  can  produce  rhythmic  fast 
activity  in  the  cortical  pattern.  Impairment 
of  accommodation  and  visual  acuity  has 
been  reported  rarely.  After  excessive 
dosage  for  weeks  or  months,  withdraw 
gradually  (1  or  2 weeks)  to  avoid  recur- 
rence of  pretreatment  symptoms  (insom- 
nia, severe  anxiety,  anorexia).  Abrupt 
discontinuance  of  excessive  doses  has- 
sometimes  resulted  in  vomiting,  ataxia, 
tremors,  muscle  twitching  and  epilepti- 
form seizures.  Prescribe  very  cautiously 
and  in  small  amounts  for  patients  with 
suicidal  tendencies.  Suicidal  attempts 
have  resulted  in  coma,  shock,  vasomotor 
and  respiratory  collapse  and  anuria.  Ex- 
cessive doses  have  resulted  in  prompt 
sleep;  reduction  of  blood  pressure,  pulse 
and  respiratory  rates  to  basal  levels;  and 
occasionally  hyperventilation.  Treat  with 
immediate  gastric  lavage  and  appropriate 
symptomatic  therapy.  (CNS  stimulants 
and  pressor  amines  as  indicated.)  Doses 
above  2400  mg. /day  are  not  recom- 
mended. 

Composition:  Tablets,  200  mg.  and  400' 
mg.  meprobamate.  Coated  Tablets, 
WYSEALS®  EQUANIL  (meprobamate)  400' 
mg.  (All  tablets  also  available  irt 
REDIPAK®  [strip  pack],  Wyeth.)  Contin- 
uous-Release Capsules,  EQUANIL  L-A 
(meprobamate)  400  mg. 

EQUANIH 

(meprobamate) 

Wyeth  Laboratories  Philadelphia,  Pa. 


Photo  professionally  posed. 


Barbara  Putnam  said  safety  belts 
made  her  feel  strapped  in.  I 


when  relief 
means  so  much 
in  keeping 
your  G.U. 
patient  comfortable 

URISED 


^ czarsjAL 


for  G.  U.  Therapy'^ 

There  are  not  many  drug  combinations  in  use  today 
which  can  claim  to  have  served  the  medical  profes- 
sion for  more  than  50  years.  Such  a record  reflects 
the  continued  confidence  of  physicians  in  URISED. 
This  is  not  a dramatic  “wonder  drug’’  — but  a 
useful  one. 

It  fills  a need  in  urologic  and  general  practice— a 
need  for  a mild  but  reliable  agent  with  a very  low 
order  of  toxicity.  It  can  be  used  alone  to  treat  mild 
and  uncomplicated  urinary  infections.  It  can  be  used 
as  “interim  therapy’’  while  awaiting  the  results  of 
urine  culture.  It  can  be  used  as  an  adjunct  (to  relieve 
pain  and  spasm)  with  almost  any  other  form  of  anti- 
bacterial therapy. 

The  characteristic  blue/green  urine  tells  the  patient 
that  something  is  happening.  The  patient  generally 
tells  you  that  symptomatic  relief  follows  the 
first  dose. 

REFERENCES:  (1)  Sands.  R.X.:  New  York  St.  J.  Med.  61:2598-2602. 
1961;  (2)  Renner,  M.J.,  et  al.:  Hosp.  Topics  39:71-73,  1961;  (3)  Haas, 

Jr..  J.,  and  Kay,  L.  L.;  Southwest  Med.  42;30-32,1961;  (4)  Marshall,  W.: 

Clin.  Med.  7:499-502,  1960;  (5)  Strauss  B.:Clin.  Med.  4:307-310. 1957. 


Each  Blue-Coated  Tablet  contains  Active: 

Atropine  Sulfate  0.03  mg.  Methylene  Blue  . 5.4  mg. 

Hyoscyamine  . . 0.03  mg.  Phenyl  Salicylate  18.1  mg. 

Methenamine  40.8  mg.  Benzoic  Acid  4.5  mg. 


PRECAUTIONS:  Administer  with  caution  to  persons  with  atro- 
pine idiosyncrasy  or  cardiac  disease. 

SIDE  EFFECTS:  Neither  irritation  nor  untoward  reactions  have 
been  reported;  however,  if  pronounced  dryness  of  the  mouth, 
flushing,  or  difficulty  in  initiating  micturition  occur,  decrease 
dosage.  If  rapid  pulse,  dizziness  or  blurring  of  vision  occur, 
discontinue  use  immediately.  Acute  urinary  retention  may  be 
precipitated  in  prostatic  hypertrophy. 

CONTRAINDICATIONS:  Glaucoma,  urinary  bladder  neck  or 
pyloric  obstruction,  duodenal  obstruction  and  cardiospasm. 
Hypersensitivity  to  any  of  the  ingredients. 

DOSAGE:  Adults — Two  tablets,  orally,  four  times  per  day  fol- 
lowed by  liberal  fluid  intake.  Acute  cases — initially  two  tablets 
every  hour  for  three  doses  followed  by  the  recommended  daily 
administration.  Children — One-half  the  adult  dose. 

(Stocked  Nationally  Through  All  Service  Wholesale  Druggists) 
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PMARMACeUTlCALS.  INC 

CHICAGO.  lULiNOis  eoeco 


MANUFACTURERS  OF  URICEUTICAL*  SPECIALTI 


ANESTACON®  . CYSTOSPAZ*  . MANDACON™  . URISED* 
URISEDAMINE*  . UTRASUL*  Tablets  and  Suspension 


Printed  in  U.S.A. 
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In  1967  almost  45,000  new  active  cases  were 
reported.  Isn’t  that  a good  reason  to  make  tubercu* 
lin  testing  with  the  white  LEDERTINE"^  Applicator 
a routine  part  of  your  physical  examinations? 


TUBERCULIN 
TINE  TEST 


(Rosenthal)  with  Old  Tuberculin 


Precautions:  With  a positive  reaction,  consider  further 
diagnostic  procedures.  Use  with  caution  in  persons  with 
active  tuberculosis  or  known  allergy  to  acacia.  Vesicula* 
tion,  ulceration,  or  necrosis  may  occur  at  the  test  site  in 
highly  sensitive  persons. 

LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company.  Pearl  River.  N,  Y. 


HIGHLAND  HOSPITAL 


Asheville,  North  Carolina 

Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF  DUKE  UNIVERSITY 
Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 


Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  including 
individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive  therapy,  Indoklon 
convulsive  therapy,  drugs,  social  service  work  with  families,  family  therapy,  and  an  extensive 
and  well  organized  activities  program,  including  occupational  therapy,  art  therapy,  athletic 
activities  and  games,  recreational  activities  and  outings.  The  treatment  program  of  each  patient 
is  carefully  supervised  in  order  that  the  therapeutic  needs  of  each  patient  may  be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on 
grounds.  The  School  Program  is  fully  integrated  into  the  hospital  treatment  program  and  is 
accredited  through  the  Asheville  School  System. 

Complete  modem  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City  of 
Asheville. 


Brochures  and  information  on  financial  arrangements  available 
Contact:  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

Charles  W.  Neville,  Jr.,  MJ). 

Assistant  Professor  of  Psychiatry  and  Medical  Director 
Area  Code  704-254-3201 
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PART-TIME 
RETIRED  PHYSICIAN 
WANTED 

SENIOR  Center  Medical  Clinic  is  interested 
in  obtaining  the  services  of  a retired  physi- 
cian who  can  give  us  a few  hours  a week  for 
consultation  with  our  elderly  members  in  a 
recently  developed  clinic.  A social  worker 
and  registered  nurse  are  in  attendance. 
Newark  Day  Center,  305  Halsey  Street, 
Newark,  New  Jersey  07102.  Phone  643-5710 


PHYSICIAN 

WANTED 

For  Emergency  Room.  Must  have 
New  Jersey  State  license.  $25,000  per 
year.  Immediate  opening.  Call  201-, 
859-1500  or  reply 

Box  No.  142, 
c/o  THE  JOURNAL. 


EMERGENCY 

ROOM 

PHYSICIANS 

Excellent  opportunity;  must  be  licensed  in 
State  of  New  Jersey,  to  join  in  physicians’ 
group  panel  to  staff  Emergency  Dept.,  400- 
bed  general  hospital  with  new  and  enlarged 
area  and  facilities  under  construction. 
Physicians  shall  bill  for  services  rendered 
with  the  hospital  doing  the  paper  work. 
Minimum  guaranteed  income  of  $35,000 
per  year.  All  income  from  physician’s  fees 
over  and  above  $35,000  shall  be  divided 
equally  among  panel  physicians.  Fast 
growing  community,  over  30,000  cases 
per  year  and  constantly  growing.  Excellent 
opportunity  awaits  for  qualified  physicians. 
Apply  DOVER  GENERAL  HOSPITAL,  Jardine 
St.,  Dover,  N.J.  07801,  attention  John 
Tyler,  M.D.,  Chief  of  Panel  Physicians, 
and/or  C.  T.  Barker,  Hospital  Director. 


TEMPLE  UNIVERSITY  HEALTH  SCIENCES  CENTER 

presents  the 

13th  Annual  Postgraduate  Course,  Recent  Advances  in  Medicine, 
on  8 consecutive  Wednesdays  from  Oct.  15th  to  Dec.  3rd,  1969,  from  11:00  a.m.  to  4:00  p.m. 

Aims  of  Course;  Problems  in  Clinical  Practice 

Methods:  Grand  Rounds,  Clinics,  Case  Discussions,  Office  Procedures,  Lectures  and 
Panel  Discussions,  all  with  audience  participation. 

Faculty:  Members  of  the  Department  of  Medicine  and  other  selected  Departments 
of  Temple  University  Health  Sciences  Center:  guest  faculty: 

Dr.  J.  Willis  Hurst,  Emory  University 

Dr.  David  Kipnis,  Washington  University,  St.  Louis 

Dr.  Kurt  Isselbacher,  Harvard  Medical  School,  Massachusetts  General  Hospital 

Dr.  David  P.  Lauler,  Harvard  Medical  School,  Peter  Bent  Brigham  Hospital 

Dr.  Carroll  M.  Leevy,  New  Jersey  College  of  Medicine 

Dr.  Robert  E.  Olson,  St.  Louis  University 

A.A.G.P.  Credit  requested. 

For  Further  Information  and  Curriculum 

Department  of  Medicine,  Temple  University  Health  Sciences  Center 
3400  N.  Broad  Street,  Philadelphia,  Pennsylvania  19140 
Sol  Sherry,  M.D.,  Chairman,  Department  of  Medicine  Albert  J.  Finestone,  M.D.,  Director  of  Course 


26A 


THE  JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


CLASSIFIED  ADVERTISEMENTS 


FOR  SALE— Fluorescope-excellent  condition,  accessories 
included.  Moving  to  another  office  and  must  sell.  Call 
CA  4-2223  in  Phila. 


PEDIATRICIAN— North  Jersey  college  town  of  20,000  — 
To  join  staff  in  full  service  private  clinic  — up  to 
$30,000  first  year.  Write  Box  No.  138,  c/o  THE  JOUR- 
NAL. 


LICENSED  PHYSICIAN— For  emergency  calls  and  in  pri- 
vate practice  clinic  at  night  and  Sunday.  Salary  plus 
house  — 30  minutes  from  Newark.  Write  Box  No.  139 
c/o  THE  JOURNAL. 


MEDICAL  DIRECTOR— Full  time,  experienced,  wanted  for 
a small  hospital  in  an  attractive  area  of  northern  New 
Jersey.  Board  certification  desirable.  Salary  negotiable. 
Please  submit  resume  in  first  letter.  Write  Box  No.  140, 
c/o  THE  JOURNAL 


PRACTICE  AVAILABLE— 5 room  office  fully  equipped,  lo- 
cation excellent.  Excellent  opportunity  for  family  phy- 
sician or  specialist.  May  accommodate  two.  5 hospitals 
serving  area.  Arrangements  negotiable.  Mrs.  Helen 
Kolbay,  181  Amboy  Avenue,  Metuchen,  New  Jersey 
08840.  Call  201-549-2172  after  4 P.M. 


FOR  SALE  OR  RENT— Hoboken  physician’s  office  and 
practice  for  sale  or  rent.  Brand  new,  fully  equipped, 
air-conditioned  quarters  in  attractive  location.  Foi  in- 
formation call  201-659-3404. 


OPPORTUNITY— For  Pedodontist,  Endodontist  or  Peri- 
odontist, needed  in  Morris  County  Community.  New 
professional  building,  prime  location.  One  level  oc- 
cupied by  Oral  Surgery  office.  Will  build  to  suit.  Am- 
ple parking.  Maurice  E.  Stevens,  D.D.S.,  63  Bassett 
Highway,  Dover,  New  Jersey  0780T  or  phone  Fox- 
croft  6-8050. 


OFFICE  SPACE— Freehold  Borough,  County  seat,  center 
of  fast  growing  Western  Monmouth  County.  New,  mod- 
ern, all-electric  office  building,  40,000  square  feet,  ready 
for  individual  offices  summer  1969.  Build  to  suit;  rea- 
sonable terms.  Contact:  Maker  Corporation  201-462- 
8003. 


HAS  DRINKING  BECOME  A PROBLEM— If  alcohol  in  any 
way  interferes  with  your  work,  health,  or  family  rela- 
tions, you  may  need  our  help.  The  Medical  Profes- 
sional Group  of  Alcoholics  Anonymous  meets  every 
Friday  in  North  Central  New  Jersey.  Our  aim  is  to 
help  the  alcoholic  physician  or  dentist  achieve  and 
maintain  sobriety.  Anonymity  preserved.  Call  201-242- 
1515. 


Information  for  Advertisers — RATES:  $5.00  per  insertion  up  to  25  words;  10  cents  each  additional  word.  Payable  in 
advance.  WORD  COUNT:  Count  as  one  word  all  single  words,  two  initials  of  a name,  each  abbreviation,  isolated 
numbers,  groups  of  numbers,  hyphenated  words.  Count  name  and  address  as  five  words,  telephone  number  as  one 
word,  and  “Write  Box  No.  000,  c/o  THE  JOURNAL”  as  six  words.  COPY  DEADLINE:  Fifth  of  preceding  month. 


STAFF  NEUROLOGIST 

Modern  Psychiatric  Hosp  near  Phila.-New  York 
area  seeking  a full  time  qualified  Neurologist. 
Annual  Salary  up  to  $23,000  depending  on  quali- 
fications. Full  range  of  benefits  and  modem  low 
cost  staff  housing  with  commissary  privileges. 
New  Jersey  licensure  or  eligibility  required.  Write 

John  B.  K.  Smith,  M.D.,  Medical  Director,  Ancora 
State  Hospital,  Hammonton,  N.  J.  08037 


EMERGENCY  ROOM 
GROUP  PRACTICE 

300  bed  general  hospital;  New  Jersey  license 
required;  fee-for-service  plan;  over  $130,- 
000.00  guaranteed  annual  income  to  estab- 
lish emergency  room  group;  minimum  $32,- 
760.00  per  man  for  42  hour  week.  Contact 
William  R.  Merritt  or  Dr.  Mario  L.  Zingarini 

HELENE  FULD  HOSPITAL 

750  Brunswick  Avenue 
Trenton,  New  Jersey  08607 
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ACHROMYCIN  V 

TETRACYCLINE  HCl 

•48IC-9 


‘‘Prescribe  With  Confidence” 

KATES  BROS. 

SCIENTIFIC  SHOE  FITTING 


A Shoe  and  Last  for  Every  Foot 


SOLD  ON  Rx  ONLY 

CORRECTIVE  FOOTWEAR  FOR  MEN  - WOMEN  - CHILDREN 
OUTFLAIR  SHOES  FOR  CLUB  FEET 


69  WESTWOOD  AVENUE  350  MAIN  STREET 

WESTWOOD,  N.  J.  HACKENSACK,  N.  J. 

Dennis  Brown  Splints  — In  all  sizes  — Carried  in  stock 
CUSTOM  SHOE  SHOP  ON  PREMISES 
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and  one  ne/)nam^  / 

as  you  would  hope  to  find  it . . . 

natural  • unspoiled  • away  from  the  crowds 


Hard  to  believe... a natural  beauty  spot  like  this .. .within  easy  weekend  commuting  dis- 
tance. But  it’s  here  atop  the  Pocono  Mountains.  A 2 Vi -mile  long  private  lake,  undisturbed 
by  power  boating,  set  in  20,000  wooded  acres. 


Recreational  living  at  its  finest.  $150,000  private  Lake  Naomi  Club  with  teen  center, 
ballroom,  cocktail  lounge,  and  dining  room  overlooking  the  lake.  Great  sailing,  fishing. 

horseback  riding.  Four  sand  beaches  with  lifeguards. 
PHYSICIANS  Championship  Pocono  Manor  golf  courses  at  your 

it’s  time  that  doorstep,  also  famous  Camelback  ski  area.  Sched- 

you  discovered  uled  airline  service,  Mt.  Pocono  Airport  only  3 miles 

LAKE  NAOMI  ‘he  lake. 


the  incomparable 
second-home  retreat 


Paved  roads,  quality  homes,  property  patrolled  by 
Lake  Naomi  Ranger.  Financing  easily  arranged  . . . 
20  year  bank  mortgages.  Wide  selection  of  house 
models,  custom-built  by  our  bank-approved  builders. 

For  literature,  road  directions  write 
Box  188,  Pocono  Pines,  Pa.  Phone  717-646-2222 


When  disease  is  ruled  out 


and  psychic  tension  is  implicated 


diazepam) 

helps  relax  the  patient 
and  relieve  his  somatic  symptoms 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com< 
plaints  which  are  concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  adjunc- 
lively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to 
local  patholo^,  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome,  con- 
vulsive disorders  (not  for  sole  therapy). 
Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convul- 
sive disorders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant  medica- 
tion; abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  have  occurred  following  abrupt  discon- 
tinuance. Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence.  In  pregnancy,  lactation 


or  women  of  childbearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed.  Usual  precautions  indicated  in  pa- 
tients severely  depressed,  or  with  latent  depression, 
or  with  suicidal  tendencies.  Observe  usual  precau- 
tions in  impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypo- 
tension, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred 
vision.  Paradoxical  reactions  such  as  acute  hyperexcitec 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation, 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaundice;  peri- 
odic blood  counts  and  liver  function  tests  advisable 
during  long-term  therapy. 


XI  Roche 


LABORATORIES 


Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jeisey  07110 
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THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 

Endorsed  Insurance  Plans 

ACCIDENT  AND  HEALTH  INSURANCE 

$1,200  a month  maximum  BASIC  total  disability  benefit. 

Accident:  from  1st  day,  up  to  5 years  (Partial  Accident 
Disability,  half  benefit  up  to  six  months) 

PLUS  Sickness:  from  8th  day,  up  to  2 years 

Accident:  may  be  EXTENDED  to  Lifetime 
^ Sickness:  may  be  EXTENDED  to  7 years 

$1,000  a month  maximum  NEW  LONG-TERM  PLAN. 

Payable  up  to  Lifetime  for  accident  — Age  65  for  sickness 
Choice  of  waiting  periods: 

Benefits  may  begin  on  1st,  15th,  31st,  61st  or  91st  day. 

★ ★ ★ 

LIFE  INSURANCE 

$10,000  to  $100,000  of  Convertible  Term  Life  Insurance. 

(Guaranteed  exchangeable  at  any  time  into  Permanent  Cash 
Value  life  insurance  without  medical  examination) 

★ ★ ★ 

MAJOR  EXPENSE  INSURANCE 

$15,000  maximum  for  Covered  Expenses  as  stated  in  the  policy  for  each 
accident  or  sickness,  covering  member,  spouse,  and  eligible 
children.  $500  deductible,  20%  co-insurance.  ( Physicians’  and 
surgeons’  fees  are  not  a Covered  Expense.) 

★ ★ ★ 

SIX  POINT,  HIGH-LIMIT  ACCIDENT  INSURANCE 

$200,000  maximum  for  member,  covering  accidental  death,  dismember- 
ment, loss  of  sight,  total  and  permanent  disability,  exposure 
and  disappearance. 

$100,000  maximum  for  spouse  (without  disability  benefit). 


APPLICATIONS  CONSIDERED  AT  ANY  TIME 

Applications  are  subject  to  age  limits  and  other  company  rules  and  regulations  for 
acceptance  of  risks.  New  members  have  special  privileges  during  the  first  few 
months  of  membership;  ask  for  specific  details  if  you  were  recently  elected  or  have 
applied  for  membership. 


Information  and  claim  service  are  as  close  as  your  telephone. 

E.  & W.  BLANKSTEEN 
E.  & W.  Blanksteen  Agency,  Inc. 

75  MONTGOMERY  STREET  JERSEY  CITY,  NEW  JERSEY  07302 

(201)  DEIaware  3-4340 


BSP^  DISPOSABLE  UNIT 

HW&D  BRAND  OF  SODIUM  SULFOBROMOPHTHALEIN  INJECTION,  USP 

(50  mg.  per  ml.) 


^ S 


The  Bromsulphalein  test  is  a 
convenient,  sensitive,  reliable  test  of 
liver  function. 

The  precalibrated  syringe  contained 
in  the  BSP  Disposable  Unit  makes 
weight  calculations  unnecessary, 
providing  proper  dosage  regardless  of 
patient-weight.  Each  unit  contains 
complete  directions  for  use,  precautions 
and  contraindications. 


The  all-inclusive  BSP  Disposable  Unit 
provides  economic  unit  dispensing. 


(i, 


Complete  literature  available  on 

HYNSON,  request. 

WESTCOTT  €l 
DUNNING.  INC 


Baltimore,  Maryland  21201 
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ne  IS  miaiue-agea. 
When  he  needs  an  antibiotic 
he  may  be  a candidate  for 


DECLOSTATIN  300 


Demelhjlchlortelracycline  H€1  300  mg 
and  ^'y8tatil>  500.000  units 
CAPSILE-SHAPKI)  TABLETS  Led.-rle 


b.i.d. 


To  guard  susceptible  patients  against  intestinal  monilial  over- 
irowth  during  broad-spectrum  therapy  — the  protection  of 
lystatin  is  combined  with  demethvlchlortetracycline  in 
DECLOSTATIN. 

For  your  susceptible  candidates,  prescribe  DECLOSTATIN 
-the  broad-spectrum  therapy  that  prevents  monilial 
overgrowth. 

Effectiveness;  Because  its  antibacterial  component  is  DECLOMYCIN 
Demetbylchlortetracycline,  DECLOSTATIN  should  be  equally  or  more 
effective  therapeutically  than  other  tetracyclines  in  infections  caused  by 
elracycline-sensitive  organisms.  The  antifungal  component.  Nystatin, 
orotects  against  superinfection  by  antibiotic-resistant  fungal  overgrowth 
I particularly  monilial  in  the  intestinal  tract. 

Eontraindication:  History  of  hypersensitivity  to  demethylchlortetracy- 
line  or  nystatin. 

Earning:  In  renal  impairment,  usUal  doses  may  lead  to  excessive  accum- 
ilation  and  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
ire  indicated,  and,  if  therapy  is  prolonged,  serum  level  determinations 
■nay  be  advisable.  A photodynatnic  reaction  to  natural  or  artificial  sun- 
ight  has  been  observed.  Small  amounts  of  drug  and  short  expo'sure  may 
produce  an  exaggerated  sunburn  reaction  which  may  range  from  ery- 
hema  to  severe  skin  manifesfations.  In  a smaller  proportion,  photo- 
illergic  reactions  have  been  reported.  Patients  should  avoid  direct 
‘xposure  to  sunlight  and  discontinue  drug  at  the  first  evidence  of  skin 
liscomfort.  Necessary  subsequent  courses  of  treatment  with  tetracy- 
'lines  should  be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptiblc  organisnts  may  occur.  Con- 
stant observation  is  essential.  If  new  infections  appear,  appropriate 
measures  should  be  taken.  In  infants,  increased  intracranial  pressure 
with  bulging  fontanels  has  been  observed.  .All  signs  and  symptoms  have 
disappeared  rapidly  upon  cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system— anorexia,  nausea,  vomiting,  diar- 
rhea, stomatitis.  glossitis,  enterocolitis,  pruritus  ani.  .Skin— maculopap- 
ular  and  erythematous  rashes:  a rare  rase  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  discoloration  of  the 
nails  (rare).  Kidney— rise  in  BUN.  apparently  dose  related.  Transient 
increase  in  urinary  output,  sometimes  accompanied  by  thirst  (rare). 
Hyjtersensitivity  reactions— urticaria,  angioneurotic  edema,  anaphylaxis. 
Jeeth— dental  staining  (yellow-brown)  in  children  of  mothers  given  this 
drug  during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel  hypo- 
plasia has  been  seen  in  a few  children.  If  adverse  reaction  or  idiosyn- 
crasy occurs,  discontinue  medication  and  institute  appropriate  therapv. 
Demethylchlortetracycline  may  form  a stable  calcium  complex  in  any 
bone-forming  tissue  with  no  serious  hainiful  effects  reported  thus  far 
in  humans. 

.Average  Adult  Daily  Dosage:  1.50  mg  q.i.d.  or  300  mg  b.i.d.  Should  be 
given  i hour  before  or  2 hours  after  meals,  since  absorption  is  impairetl 
by  the  concomitant  administration  of  high  calcium  content  drugs,  foods  ^ 
and  some  dairy  products.  Treatment  of  streptococcal  infections  should  V 
continue  for  10  days,  even  though  symptoms  have  subsided. 

LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company.  Pearl  River,  New  York 


DRUG  ABUSE:  A National  Problem 
Blue  Shield  Offers  Helpful  Free  Booklet 


Now  that  vacation  days  are  over,  children  have  returned 
to  school  and  doctors  are  back  to  their  normal  schedules.  In  many 
instances,  this  includes  giving  time  to  community  and  civic  bet- 
terment through  service  on  Boards  of  Education,  volunteer 
health  organizations,  associations  and  other  public-spirited  en- 
terprises. 

One  of  the  problems  of  greatest  concern  to  today’s  society 
— and  the  various  organizations  that  serve  it — is  the  use  of 
drugs  by  young  people.  Blue  Shield  has  concerned  itself  with  this 
proWem  by  compiling  and  publishing,  as  a public  service,  a book- 
let “Drug  Abuse : the  Chemical  Cop-Out,”  dealing  with  all  phases 
of  the  drug  abuse  problem  such  as  motivation,  analyses  of  the 
various  drugs  used,  legal  implications,  and  means  of  combating 
the  problem. 

The  booklet  has  been  widely  hailed  as  providing  adults 
with  the  information  they  need  to  cope  with  the  problem.  Its 
availability  from  local  Blue  Shield  Plans  has  been  advertised  in 
national  publications,  and  to  date,  Medical-Surgical  Plan  of  New 
Jersey  has  filled  requests  for  more  than  6,000  copies  from 
schools,  churches,  police  departments,  a County  Narcotics  Bu- 
reau, departments  of  health,  hospitals,  pharmacies,  business  or- 
ganizations and  many  individuals,  including  a number  of  phy- 
sicians. 

We  believe  that  any  physician — and  particularly  those 
who  serve  with  organizations  that  deal  with  young  people — will 
find  the  booklet  informative  and  helpful.  We  invite  you  to  send 
in  the  coupon  below  for  a copy  to  examine — and  then  if  you  wish 
to  obtain  a quantity  for  distribution  by  any  group  or  organiza- 
tion, write  to  the  Plan,  and  we  will  be  happy  to  supply  as  many  as 
you  need. 


P ^ 

I Medical-Surgical  Plan  of  New  Jersey  ■ 

Attention:  Franklin  H.  Romaine,  Public  Relations  Officer  * 
I 500  Broad  Street  I 

I Newark,  N.  J.  07101 

. Please  send  me  a copy  of  the  Blue  Shield  booklet  “Drug 
I Abuse;  the  Chemical  Cop-Out.’’  | 

‘ NAME  I 


ADDRESS 


CITY 


STATE ZIP  CODE | 

_ _ / 


BLUE  SHIELD 

MEDICAL-SURGICAL  PLAN  ^ 
OF  NEW  JERSEY 

500  Broad  Street,  Newark 


In  Cervicitis 

Help  the  healing  process 
with  StomAseptine'  douching 


Helps  flush  away  exudates, 
maintain  internal  cleanliness, 
reduce  odor... reassures  the  patient 

StomAseptine  douching  is  a valuable  adjunct  to 
cervicitis  therapy.  These  gentle,  non-irritating 
internal  irrigations  help  maintain  a clear  field  by 
washing  away  pus  and  secretions...  relieve 
itching  and  burning. ..reduce  malodor...and  offer 
the  patient  a refreshing,  reassuring  procedure 
that  can  help  speed  the  healing  process. 


Write  for  new  booklet  on  patient  douching 
instructions;  space  is  provided  for  your  specific 
recommendations.  Advise  quantity  needed. 
Write:  Harcliffe  Laboratories,  Inc.,  Dept.  1004, 
423  Atlantic  Avenue,  Brooklyn,  N.Y.  11217 


SIOMAsepIINE  e DOUCHE  POWDER 

Contains:  Sodium  perborate,  sodium  bicarbonate, 
sodium  chloride,  sodium  borate,  menthol,  thymol, 
eucalyptol,  methyl  salicylate  and  aromatics— Bottles  of 
6 02.,  15  02.,  32  02.,  Cartons  of  12,  10  Gm.  Packets 
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when  it’s  late  in  life 
and  anxiety 
and  depression 
coexist... 

initial  therapy 

Triavil440 

Each  tablet  contains  4 mg.  of  perphenazine  and  10  mg.  of 
amitriptyline  hydrochloride 

maintenance  therapy 

Triavir240 

Each  tablet  contains  2 mg.  of  perphenazine  and  10  mg.  of 
amitriptyline  hydrochloride. 

appropriate 
therapy  in  an 
appropriate 

dosage 


During  the  years  of  declining  strength  and  in- 
creasing infirmity,  many  patients  are  more  sen- 
sitive to  both  the  desired  response  and  the 
unwanted  effects  of  some  drugs.  That’s  when 
low-dosage  therapy  is  needed.  And  that’s  when 
Triavil  4-10,  as  initial  therapy,  and  Triavil 
2-10,  for  maintenance,  can  prove  particularly 
useful. 

Starting  with  Triavil  4-10  should  help  mini- 
mize possible  dose-related  side  effects  in  the 
geriatric  patient  with  coexisting  anxiety  and 
depression.  And,  subsequently,  Triavil  2-10 
can  increase  flexibility  in  adjusting  maintenance 
dosage. 

Activities  made  hazardous  by  diminished  alert- 
ness should  be  avoided.  You  will  want  to  inform 
your  patients  that  the  effects  of  alcohol  may  be 
potentiated.  Because  of  the  potentiation  of 
other  drug  effects  possible  with  MAO  inhibitors, 
such  agents  should  not  be  given  concomitantly 
with  Triavil.  However,  therapy  with  Triavil 
can  be  initiated  cautiously  two  weeks  or  more 
after  withdrawal  of  the  MAOI  drugs.  And, 
until  significant  remission  is  observed,  close 
supervision  of  any  seriously  depressed  patient 
is,  of  course,  essential  to  guard  against  possible 
suicide.  The  drug  is  contraindicated  in  glau- 
coma, in  patients  expected  to  experience  prob- 
lems of  urinary  retention,  in  drug-induced  CNS 
depression,  and  in  bone  marrow  depression. 
Triavil  4-10  & 2-10 — tranquilizer-antidepres- 
sant therapy  especially  appropriate  for  the 
elderly  patient  so  often  intolerant  to  medica- 
tion in  high  dosages. 


TRIAyiL 

containing  perphenazine  and  amitriptyline  HCI 
TRANQUILIZER-ANTIDEPRESSANT 


for  moderate  to 
severe  anxiety 
with  coexisting 
depression 


For  additional  prescribing  information,  please  see  following  page. 


TRWIL 

TRANQUILIZER-ANTI  DEPRESSANT 


TRIAVIL  4-10:  Each  tablet  contains  4 mg.  of  perphenazine 
and  10  mg.  of  amitriptyline  hydrochloride. 

TRIAVIL  2-25;  Each  tablet  contains  2 mg.  of  perphenazine 
and  25  mg.  of  amitriptyline  hydrochloride. 

TRIAVIL  4-25:  Each  tablet  contains  4 mg.  of  perphenazine 
and  25  mg.  of  amitriptyline  hydrochloride. 

TRIAVIL  2-10:  For  use  in  adjusting  maintenance  dosage. 
Each  tablet  contains  2 mg.  of  perphenazine  and  10  mg.  of 
amitriptyline  hydrochloride. 


for  moderate  to  severe  anxiety  with  coexisting  depression 


INDICATIONS:  Patients  with  moderate  to  severe  anxiety 
and/or  agitation  and  depressed  mood;  patients  with  depres- 
sion in  whom  anxiety  and/or  agitation  are  severe;  patients 
with  depression  and  anxiety  in  association  with  chronic 
physical  disease;  schizophrenics  with  associated  depressive 
symptoms. 

CONTRAINDICATIONS:  Central  nervous  system  de- 
pression from  drugs  (barbiturates,  alcohol,  narcotics, 
analgesics,  antihistamines);  bone  marrow  depression;  uri- 
nary retention;  pregnancy;  glaucoma.  Do  not  give  in  com- 
bination with  MAOl  drugs  because  of  possible  potentiation 
that  may  even  cause  death.  Allow  at  least  2 weeks  between 
therapies.  In  such  patients  therapy  with  TRIAVIL  should 
be  initiated  cautiously,  with  gradual  increase  in  the  dosage 
required  to  obtain  a satisfactory  reponse. 

WARNINGS:  Patients  should  be  warned  against  driving 
a car  or  operating  machinery  or  apparatus  requiring  alert 
attention,  and  that  response  to  alcohol  may  be  potentiated. 
PRECAUTIONS:  Suicide  is  always  a possibility  in  mental 
depression  and  may  remain  until  significant  remission 
occurs.  Supervise  patients  closely  in  case  they  may  require 
hospitalization  or  concomitant  electroshock  therapy.  Un- 
toward reactions  have  been  reported  after  the  combined 
use  of  antidepressant  agents  having  various  modes  of 
activity.  Accordingly,  consider  possibility  of  potentiation 
in  combined  use  of  antidepressants.  Not  recommended  for 
use  in  children.  Mania  or  hypomania  may  be  precipitated 
in  manic-depressives  (perphenazine  in  TRIAVIL  seems  to 
reduce  likelihood  of  this  effect).  If  hypotension  develops, 
epinephrine  should  not  be  employed,  as  its  action  is  blocked 
and  partially  reversed  by  perphenazine.  Caution  patients 
about  errors  of  judgment  due  to  change  in  mood. 

SIDE  EFFECTS:  Similar  to  those  reported  with  either 
constituent  alone.  Perphenazine:  Should  not  be  used 
indiscriminately.  Use  caution  in  patients  with  history  of 
convulsive  disorders  or  severe  reactions  to  other  pheno- 
thiazines.  Likelihood  of  untoward  actions  greater  with 
high  doses.  Closely  supervise  with  any  dosage.  Side  effects 
may  be  any  of  those  reported  with  phenothiazine  drugs: 
blood  dyscrasias  (pancytopenia,  thrombocytopenic  pur- 
pura, leukopenia,  agranulocytosis,  eosinophilia);  liver 
damage  (jaundice,  biliary  stasis);  extrapyramidal  symptoms 
(opisthotonos,  oculogyric  crisis,  hyperreflexia,  dystonia, 
akathisia,  dyskinesia,  parkinsonism)  usually  controlled  by 
the  concomitant  use  of  effective  antiparkinsonian  drugs  and/ 

MERCK  SHARP  A DOHME 

Division  of  Merck  & Co.  Inc.  West  Point  Pa  19486 

whore  today's  theory  is  tomorrow’s  therapy 


or  by  reduction  in  dosage,  but  sometimes  persist  after  discon- 
tinuation of  the  phenothiazine;  severe,  acute  hypotension 
(of  particular  concern  in  patients  with  mitral  insufficiency  or 
pheochromocytoma);  skin  disorders  (photosensitivity,  itch- 
ing, erythema,  urticaria,  eczema,  up  to  exfoliative  dermatitis); 
other  allergic  reactions  (asthma,  laryngeal  edema,  angio- 
neurotic edema,  anaphylactoid  reactions);  peripheral  edema; 
reversed  epinephrine  effect;  endocrine  disturbances  (lacta- 
tion, galactorrhea,  disturbances  of  menstrual  cycle);  grand 
mal  convulsions;  cerebral  edema;  altered  cerebrospinal 
fluid  proteins;  polyphagia;  paradoxical  excitement;  photo- 
phobia; skin  pigmentation;  failure  of  ejaculation;  EKG 
abnormalities  (quinidine-like  effect);  reactivation  of  psy- 
chotic processes;  catatonic-like  states;  autonomic  reactions 
such  as  dryness  of  the  mouth,  headache,  nausea,  vomiting, 
constipation,  obstipation,  urinary  frequency,  blurred  vision, 
nasal  congestion,  and  a change  in  the  pulse  rate;  hypnotic 
effects;  pigmentary  retinopathy;  corneal  and  lenticular  pig- 
mentation; occasional  lassitude;  muscle  weakness;  mild 
insomnia;  significant  unexplained  rise  in  body  temperature 
may  suggest  intolerance  to  perphenazine,  in  which  case 
discontinue.  Antiemetic  effect  may  obscure  signs  of  toxicity 
due  to  overdosage  of  other  drugs  or  make  diagnosis  of  other 
disorders  such  as  brain  tumors  or  intestinal  obstruction 
difficult.  May  potentiate  central  nervous  system  depressants 
(opiates,  analgesics,  antihistamines,  barbiturates,  alcohol), 
atropine,  heat,  and  phosphorous  insecticides.  Amitriptyl- 
ine: Careful  observation  of  all  patients  recommended. 
Side  effects  include  drowsiness  (may  occur  within  the  first 
few  days  of  therapy);  dizziness;  nausea;  excitement;  hypo- 
tension; fainting;  fine  tremor;  jitteriness;  weakness;  head- 
ache; heartburn;  anorexia;  increased  perspiration;  inco- 
ordination; allergic-type  reactions  manifested  by  skin  rash, 
swelling  of  face  and  tongue,  itching;  numbness  and  tingling 
of  limbs,  including  peripheral  neuropathy;  activation  of 
latent  schizophrenia  (however,  the  perphenazine  content 
may  prevent  this  reaction  in  some  cases);  epileptiform 
seizures  in  chronic  schizophrenics;  temporary  confusion, 
disturbed  concentration,  or  transient  visual  hallucinations 
on  high  doses;  evidence  of  anticholinergic  activity,  such  as 
tachycardia,  dryness  of  mouth,  blurring  of  vision,  urinary 
retention,  constipation,  paralytic  ileus;  agranulocytosis; 
jaundice.  The  antidepressant  activity  may  be  evident  with- 
in 3 or  4 days  or  may  take  as  long  as  30  days  to  develop 
adequately,  and  lack  of  response  sometimes  occurs.  Re- 
sponse to  medication  will  vary  according  to  severity  as  well 
as  type  of  depression  present.  Elderly  patients  and  adoles- 
cents can  often  be  managed  on  lower  dosage  levels. 
Before  prescribing  or  administering,  read  product  cir- 
cular with  package  or  available  on  request. 


One  of  these  disposables  connes  prefilled. 
Its  unit  dose  - in  nonreactive  glass 
cartridge  - is  prenneasured. 

The  cartridge  is  clearly  labeled: 
drug  name,  strength,  control  number. 

Even  expiration  date  where  appropriate. 

You're  more  confident  that  the  patient  gets. . 


. . . just  what  the  doctor  ordered 
with  theTubex  Closed  Injection  System. 


Injections  with  the  Tubex  system  are  as 
easy  as  1,  2,  3, 

1.  Select— from  an  extensive  variety  of  prefilled  Tube: 
sterile  cartridge-needle  units.*  No  multi-dose  vials  to 
bother  v/ith;  no  unlabeled  syringes  to  cause  confusion 

2.  Inject— with  a minimum  of  pain.  Thanks  to  the 
single-use,  stainless-steel  needle  that’s  both  ultra- 
sharpened  and  siliconized.  Aspirate  simply  and 
conveniently. 

3.  Throw  away— empty  cartridge-needle  unit.  Never 
used  again,  it  can’t  transmit  infection.  And  there’s 
no  clean-up  job. 

*For  injectables  not  yet  in  the  ever-expanding  prefilled  Tubex 
line,  empty  sterile  cartridge-needle  units  are  available. 

TUBEX® 

Closed  Injection  System 
Hypodermic  Syringe 
Sterile  Cartridge-Needle  Unit 


Wyeth  Laboratories  Philadelphia,  Pa. 


vacation  in 
;j  a vial : 

the  spasm 
reactors 
in  your  practice 
deserve 


‘the  *T>onnataI^E^0ect'' 


each  tablet,  capsule  or  each  Donnatal  each 

5 cc.  of  elixir  (23%  alcohol)  No.  2 Extentab® 


oscyaniine  sulfate  0.1037  mg. 
•opine  sulfate  0.0194  mg. 

oscine  hydrobromide  0.0065  mg. 
enobarbital  (14  gr.)  16.2  mg. 
'arning:  may  be  habit  forming) 


0.1037  mg.  0.3111  mg. 

0.0194  mg.  0.0582  mg. 

0.0065  mg.  0.0195  mg. 

(Va  gr.)  32.4  mg.  (%  gr.)  48.6  mg. 


A.  H.  ROBINS  COMPANY,  RICHMOND,  VIRGINIA  23220 


Brief  Summary.  Blurring  of  vision,  dry  mouth,  diffi- 
cult urination,  and  flushing  or  dryness  of  the  skin  may 
occur  on  higher  dosage  levels,  rarely  on  usual  dosage. 
Administer  with  caution  to  patients  with  incipient 
glaucoma  or  urinary  bladder  neck  obstruction.  Contra- 
indicated in  acute  glaucoma,  advanced  renal  or  hepatic 
disease  or  a hypersensitivity  to  any  of  the  ingredients. 

AH'I^OBINS 


Two  ways  to  provide  your  i 
patients  with  a month’s  , ij 
therapeutic  ^pply  i f / 

of\htamine:  III 


1 

290  tangennes 
or  30  flllbee*  with  6. 

Your  patient  would  have  to  peel  and  eat  290  tangerines  a month, 
almost  10  every  day,  to  get  as  much  Vitamin  C as  is  contained  in  just 
one  bottle  of  30  Allbee  with  C capsules  (taken  one  capsule  daily). 

In  addition,  each  capsule  provides  full  therapeutic  amounts  of  the 
B-complex  vitamins.  For  example,  as  much  niacin  as  2 pounds  of  sirloin 
steak.  This  handy  bottle  of  30  Allbee  with  C capsules  gives  your  patient 
a month’s  supply  at  a very  reasonable  cost.  Also  the  economy  size  of 
100.  Available  at  pharmacies  on  your  prescription  or  recommendation. 


A.H.  Robins  Company,  Richmond. Va.  23220 


30  Capsules 


Allbee'withC 


Each  capsule  Contains; 
Thiamine  mono- 
nitrate (Vit.  B.)  15  mg 

Riboflavin  (Vit.  B^)  10  mg 

Pyridoxine  hydro- 
chloride (Vit.  B,)  5 mg 

Niacinamide  50  mg 

Calcium  pantothenate  10  mg 
Ascorbic  acid  (Vit.  C)  300  mg 


and  one 

as  you  would  hope  to  find  it... 

natural  * unspoiled  * away  from  the  crowds 


Hard  to  believe ...  a natural  beauty  spot  like  this . . . within  easy  weekend  commuting  dis- 
tance. But  it’s  here  atop  the  Pocono  Mountains.  A -mile  long  private  lake,  undisturbed 
by  power  boating,  set  in  20,000  wooded  acres. 


Recreational  living  at  its  finest.  $150,000  private  Lake  Naomi  Club  with  teen  center, 
ballroom,  cocktail  lounge,  and  dining  room  overlooking  the  lake.  Great  sailing,  fishing. 

horseback  riding.  Four  sand  beaches  with  lifeguards. 
Championship  Pocono  Manor  golf  courses  at  your 
doorstep,  also  famous  Camelback  ski  area.  Sched- 
uled airline  service,  Mt.  Pocono  Airport  only  3 miles 
from  the  lake. 


PHYSICIANS 

it’s  time  that 
you  discovered 

LAKE  NAOMI 

the  incomparable 
second-home  retreat 


Paved  roads,  quality  homes,  property  patrolled  by 
Lake  Naomi  Ranger.  Financing  easily  arranged  . . . 
20  year  bank  mortgages.  Wide  selection  of  house 
models,  custom-built  by  our  bank-approved  builders. 

For  literature,  road  directions  write 
Box  188,  Pocono  Pines,  Pa.  Phone  717-646-2222 
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The  Apprehensive  Hypertensive 


WELL, YOU  HAVE  WHAT  WE  CALL 
MODERATE  HYPERTENSION- 
HIGH  BLOOD  PRESSURE.  NOW  I 
DON'T  WANT  YOU  TO  WORRY, 

BUT  WE  ARE  GOING  TO  HAVE  TO 
CHANGE  A FEW  LIVING  HABITS. 
FIRST,  WE'RE  GOING  TO  HAVE  TO 
CUT  OUT  SMOKING-ALTOGETHER. 


THEN  WE  HAVE 
TO  LOSE  WEIGHT. 
20  POUNDS 
SHOULD  DO  IT... 
WE'LL  TALK  A LITTLl 
LATER  ABOUT  this! 
DIET  WE'RE  GOINJ( 
TO  START. 


Regrotorf  to  lower  blood  pressur 


chlorthalidone  50  mg. 
reserpineU.S.P.  0.25  mg. 


Regroton® : chlorthalidone  50  mg. , reserpine  U.S.P.  0.25  mg. 
Indications:  Hypertension.  Contraindications:  History  of  mental  depres- 
sion, hypersensitivity,  and  most  cases  of  severe  renal  or  hepatic  dis- 
eases. Warning:  With  the  administration  of  enteric-coated  potassium 
supplements,  which  should  be  used  only  when  adequate  dietary  sup- 
plementation is  not  practical,  the  possibility  of  small-bowel  lesions 
(obstruction,  hemorrhage,  and  perforation)  should  be  kept  in  mind. 
Surgery  for  these  lesions  has  frequently  been  required  and  deaths  have 
occurred.  Discontinue  coated  potassium-containing  formulations  imme- 
diately if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointesti- 
nal bleeding  occur.  Discontinue  one  week  before  electroshock  therapy, 
and  if  depression  or  peptic  ulcer  occurs.  Use  in  pregnancy:  Because 
chlorthalidone  may  cross  the  placental  barrier  and  appear  in  cord  blood 
and  thiazides  may  appear  in  breast  milk,  this  drug  should  be  used  with 
care  in  pregnant  patients  and  nursing  mothers.  When  used  in  women 
of  childbearing  age,  the  potential  benefits  of  the  drug  should  be 
weighed  against  the  possible  hazards  to  the  fetus.  Use  of  chlorthalidone 
may  result  in  fetal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly 


other  adverse  reactions  which  have  occurred  in  the  adult.  Incrq 
respiratory  secretions,  nasal  congestion,  cyanosis  and  anorexia 
occur  in  infants  born  to  reserpine-treated  mothers.  Precautions:  Al 
pertensive  therapy  with  this  drug  should  always  be  initiated  cautil 
in  postsympathectomy  patients  and  in  patients  receiving  gang! 
blocking  agents,  other  potent  antihypertensive  drugs,  or  curare.  RC 
dosage  of  concomitant  antihypertensive  agents  by  at  least  one-h^ 
avoid  hypotension  during  surgery,  discontinue  therapy  with  this  I 
two  weeks  prior  to  elective  surgical  procedures.  In  emergency  su| 
use,  if  needed,  anticholinergic  or  adrenergic  drugs  or  other  supp 
measures  as  indicated.  Because  of  the  possibility  of  progressi 
renal  damage,  periodic  kidney  function  tests  are  indicated.  DiscoJ 
if  the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic  coml 
be  precipitated.  Electrolyte  imbalance,  sodium  and/or  potassiu* 
pletion  may  occur.  If  potassium  depletion  should  occur  during  th| 
the  drug  should  be  discontinued  and  potassium  supplements 
provided  the  patient  does  not  have  marked  oliguria.  Take  particula 
in  cirrhosis  or  severe  ischemic  heart  disease  and  in  patients  reel 


WE'VE  GOT  TO  GET 
PLENTY  OF  REST  AND 
TRY  TO  AVOID  SITUATIONS 
THAT  MAKE  US  ANXIOUS 
OR  TENSE.  AND  WE'LL 
TAKE  MEDICINETO  LOWER 
OUR  BLOOD  PRESSURE 
AND  CALM  US  DOWN. 


WE'VE  GOT 


and  allay  anxiety  in  hypertension 


Drticosteroids,  ACTH,  or  digitalis.  Severe  salt  restriction  is  not  recom- 
lended.  Use  cautiously  in  patients  with  ulcerative  colitis  or  gallstones 
)iliary  colic  may  be  precipitated).  Bronchial  asthma  may  occur  in 
usceptible  patients.  Adverse  Reactions:  The  drug  is  generally  well 
)lerated.  The  most  frequent  side  effects  are  nausea,  gastric  irritation, 
smiting,  diarrhea,  constipation,  muscle  cramps,  headache,  dizziness 
nd  acute  gout.  Other  potential  side  effects  include  angina  pectoris, 
nxiety,  depression,  bradycardia  and  ectopic  cardiac  rhythms  (espe- 
ially  when  used  with  digitalis),  drowsiness,  dull  sensorium,  hypergly- 
emia  and  glycosuria,  hyperuricemia,  lassitude,  restlessness,  transient 
lyopia,  impotence  or  dysuria,  orthostatic  hypotension  which  may  be 
otentiated  when  chlorthalidone  is  combined  with  alcohol,  barbiturates 
r narcotics,  leukopenia,  aplastic  anemia,  skin  rashes,  thrombocyto- 
enia,  agranulocytosis,  nasal  stuffiness,  increased  gastric  secretions, 
ightmare,  purpura,  urticaria,  ecchymosis,  weakness,  uveitis,  optic 
trophy  and  glaucoma,  and  pruritus.  Eruptions  and/or  flushing  of  the 
kin,  a reversible  paralysis  agitans-like  syndrome,  blurred  vision,  con- 
inctival  injection,  increased  susceptibility  to  colds,  dyspnea,  weight 


gain,  decreased  libido,  dryness  of  the  mouth,  deafness,  anorexia,  and 
pancreatitis  when  epigastric  pain  or  unexplained  G.l.  symptoms  de- 
velop after  prolonged  administration.  Jaundice,  xanthopsia,  paresthesia, 
photosensitization  and  necrotizing  angiitis  are  possible.  Average  Dos- 
age: One  tablet  daily  with  breakfast.  Availability:  Pink,  single-scored 
tablets  in  bottles  of  100  and  1000.  (B)46-600-C 

For  details,  please  see  complete  prescribing  information. 


50  mg. 
reserpineU.S.P.  0.25  mg. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502  he-6742 


Regroton 


chlorthalidone 


It's  no  longer  necessary  to  deny  patients  fresh,  fluid 
palatable  Milk  in  low-salt  diets.  Walker-Gordon  fresh 
Lo-Sodium  Milk  (Certified  Milk  with  90%  of  Sodium  removed) 
contains  less  than  50  mg.  Sodium  per  quart.  Guaranteed 
free  of  antibiotic  residue.  Paper  half-pints  for  hospitals, 
quart  bottles  for  home  delivery.  Write  or  phone  for  literature, 
low-sodium  diet  sheets,  and  professional  sample. 


WALKER-GORDON  LO-SODIUM  MILK 

Walker-Gordon  Certified  Milk  Farm,  Plainsboro,  N.  J.  -k  (609)  799-1234 


New  York:  (212)  WAIker  5-7464  ^ Philadelphia:  (215)  MArket  7-6338 

Also  Certified  Raw,  Homogenized-Vitamin  D,  and  Skimmed  Milks; 
available  through  leading  Milk  Dealers  or  call  Walker-Gordon 


‘‘Prescribe  With  Confidence” 


SCIENTIFIC  SHOE  FITTING 


A Shoe  and  Last  for  Every  Foot 


SOLD  ON  Rx  ONLY 

CORRECTIVE  FOOTWEAR  FOR  MEN  - WOMEN  - CHILDREN 
OUTFLAIR  SHOES  FOR  CLUB  FEET 


69  WESTWOOD  AVENUE 
WESTWOOD,  N.  J. 


350  MAIN  STREET 
HACKENSACK,  N.  J. 


Dennis  Brown  Splints — In  all  sizes  — Carried  in  stock 
CUSTOM  SHOE  SHOP  ON  PREMISES 
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thanks  to 


Butisol 

SODIUM  BUIABARBIIALI 


SODIUM^ 


the  ^^daytime  sedative’’  for 
everyday  situational  stress 

When  stress  is  situational — environmental  pressure, 
worry  over  illness — the  treatment  often  calls  for  an 
anxiety-allaying  agent  which  has  a prompt  and 
predictable  calming  action  and  is  remarkably  well 
tolerated.  Butisol  Sodium  (sodium  butabarbital) 
meets  this  therapeutic  need. 

After  30  years  of  clinical  use  . . . still  a first  choice 
among  many  physicians  for  dependability,  safety  and 
economy  in  mild  to  moderate  anxiety. 
Contraindications:  Porphyria  or  sensitivity  to 
barbiturates. 

Precautions:  Exercise  caution  in  moderate  to  severe 
hepatic  disease.  Elderly  or  debilitated  patients  may 
react  with  marked  excitement  or  depression. 

Adverse  Reactions:  Drowsiness  at  daytime  sedative 
dose  levels,  skin  rashes,  “hangover”  and  systemic 
disturbances  are  seldom  seen. 

Warning:  May  be  habit  forming. 

Usual  Adult  Dosafic:  As  a daytime  sedative, 

15  mg.  (M  gr.)  to  30  mg.  (}4  gr.)  t.i.d.  or  q.i.d. 

Available  for  daytime  sedation:  Tablets,  15  mg.  ('4  gr.), 

30  mg.  (!4  gr.);  Eli.xir,  30  mg.  per  5 cc.  (alcohol  7'’r)- 
BUTICAI’S®  [Capsules  Ru  risoi.  Sodium  (sodium  butabarbital)] 
15  mg.  (14  gr.),  30  mg.  (li  gr.). 

( McNElL ) 

McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa, 
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SjEif,Hyd'r6c0dorie  and  Phenyltoloxamine ) 


,,..it%orks 

: (usually 
for  10  to  12 
Koim*) 


SUSPENSION/TABLETS : Each  teaspoonful  ( 5 cc. ) or 
ta^i'trf^ft^SSIONEX  contains  5 mg,  hydrocodone  (Warning; 

■ and  10  mg.  phenyltoloxamine,  both  as  cation 

eXt^B&l^^ifesin  complexes  of  sulfonated  polystyrene. 

Q^^jparcpti^  oral  Rx  wheire  state  laws  permit. 

©Jilghs  associate  with  respiratory  infections 
includingiChriE^e^^  colds,  iftfluenza,  bronchitis,  and  cough 
rmlting  frcah  merles,  pulmonaiy  ttiberculosis,  bronchiect^is, 
and  bronchogenic  c^ii^ 

1 teasp<^iihi!  (5  cc.)  or  tablet  every  8-12  hours. 

1 year;  1 /4  teasixxMSful  every  1 2 hours. 

From  1-5  yeajts:  1/2  teaspoonful  every  1 2 hours.  Over  5 years ; 

I teaspoonftiTcveiyl^  hour^ 

SIDE  EFPfefcTs?M^J^l^^  constipation,  nausea,  facial 
..  or  dro^iness.‘5 , 

^ ; ^t:^OTcompiet»dct|wfe^  refer  to  package  insert  or 

■'^'"^dMbrocbttrcT'^.V -I-''"" 


%0r,  Rochester,  N;  V^.I-4623 . ' 

'-‘/.I  . • ■ 


lenmnycm 

Dxytetracycline) 


Fire  victim.  Examination  reveals  second  degree  burn  of  lower 
eg.  To  combat  shock,  restore  circulatory  volume  and  replace 
protein  loss,  plasma  is  administered.  Local  pressure  dressing 
ipplied.  Limb  elevated  to  limit  the  flow  of  lymph.  About  36 
lours  after  admission  the  patient  develops  an  elevated  tem- 
perature and  complains  of  pain  at  the  site  of  the  lesion. 
Dressing  removed.  A suppurating  slough  area  has  developed 
pver  part  of  the  burn.  A swab  specimen  is  taken  for  culture 
md  the  slough  area  is  debrided.  Antibacterial  treatment  is 
pegun  with  Terramycin  I.M.  Days  later,  recovery  is  progress- 
ng,  and  the  laboratory  report  shows  a mixed  infection  with  a 
predominance  of  susceptible  coliform  bacteria,  confirming  the 
therapeutic  choice.  Terramycin  therapy  is  continued  until  all 
signs  of  infection  disappear. 

Experience  has  shown  that  Terramycin  offers  special 
idvantages  in  treating  bacterial  infections  complicating  burns, 
vhen  strains  of  causative  organisms  are  susceptible.  Broad- 
spectrum  antibacterial  coverage.  Activity  unaffected  by  peni- 
tillinase.  Rapidly  achieved  therapeutic  blood  levels.  Proven 
issue  toleration. 

Terramycin  I.M.  is  the  only  preconstituted  broad- 
spectrum  antibiotic  designed  specifically  for  intramuscular 
jse.  Requires  no  refrigeration.  Remains  stable  for  at  least  two 
^ears.  Available  for  immediate  use  in  Isoject,®  a disposable 
njection  unit.  In  difficult  as  well  as  routine  cases,  when  tests 
eveal  susceptible  organisms,  consider  Terramycin.  One  of 
he  world’s  most  widely  used  broad-spectrums. 


ErmrnycirrLM. 

>oxytetracycline) 


Coolraindlcated:  In  individuals  hypersensitive  to  any 
of  the  components  of  this  drug. 

Warnings:  If  renal  impairment  exists,  even  usual 
doses  may  lead  to  excessive  systemic  accumulation  and 
possible  liver  toxicity.  In  such  patients,  lower  than 
usual  doses  are  indicated  and  for  prolonged  therapy 
oxytetracycline  serum  level  determinations  may  be 
advisable. 

Terramycin  may  form  a stable  calcium  complex  in  any 
bone-forming  tissue  with  no  serious  harmful  effects  re- 
ported thus  far  in  humans. 

Use  of  oxytetracycline  during  the  last  trimester  of 
pregnancy,  neonatal  period  and  early  childhood  may 
cause  discoloration  of  teeth.  This  effect  occurs  mostly 
during  long-term  use  of  the  drug,  but  it  has  also  been 
observed  in  usual  short-treatment  courses. 

During  treatment  with  tetracyclines,  individuals  sus- 
ceptible to  photodynamic  reactions  should  avoid  direct 
sunlight.  Discontinue  therapy  at  first  evidence  of  skin 
discomfort. 

Note:  VV’ith  oxytetracycline,  phototoxicity  is  not  be- 
lieved to  occur  and  photoallergy  is  very  rare. 
Precautions:  Use  of  broad-spectrum  antibiotics  occa- 
sionally may  result  in  overgrowth  of  nonsusceptible 
organisms.  Where  such  infections  occur,  discontinue 
oxytetracycline  and  institute  specific  therapy. 

As  with  all  intramuscular  preparations,  Terramycin 
Intramuscular  Solution  should  be  injected  well  within 
the  body  of  a relatively  large  muscle.  Adults:  The 
preferred  sites  are  the  upper  outer  quadrant  of  the  but- 
tock (i.e.,  gluteus  maximus),  or  the  mid-lateral  thigh. 
Children:  It  is  recommended  that  intramuscular  in- 
jections be  given  preferably  in  the  mid-lateral  muscles 
of  the  thigh.  In  infants  and  small  children  the  periphery 
of  the  upper  outer  quadrant  of  the  gluteal  region 
should  be  used  only  when  necessary,  such  as  in  burn 
patients,  in  order  to  minimize  the  possibility  of  dam- 
age to  the  sciatic  nerve. 

The  deltoid  area  should  be  used  only  if  well  developed 
such  as  in  certain  adults  and  older  children,  and  then 
only  with  caution  to  avoid  radial  nerve  injury.  Intra- 
muscular injections  should  not  be  made  into  the  lower 
and  mid-thirds  of  the  upper  arm.  As  with  all  intra- 
muscular injections,  aspiration  is  necessary  to  help 
avoid  inadvertent  injection  into  a blood  vessel. 
Increased  intracranial  pressure  with  bulging  fontanelles 
has  been  observed  occasionally  in  infants  receiving 
therapeutic  doses  of  the  drug,  but  such  signs  and 
symptoms  have  disappeared  rapidly  on  cessation  of 
treatment  with  no  sequelae. 

Adverse  Reactions:  Subcutaneous  and  fat-layer  in- 
jection may  produce  mild  pain  and  induration  which 
may  be  relieved  by  an  ice  pack.  Very  mild  gastro- 
intestinal disturbances,  not  requiring  discontinuance 
of  the  drug,  may  occur  occasionally.  Allergic  reactions, 
including  anaphylaxis,  rarely  have  been  observed. 
Dosage:  Adult:  The  optimal  dosage  varies,  depending 
on  the  type  and  severity  of  infection.  Unless  otherwise 
specified,  a dose  of  100  mg.  every  8 to  12  hours,  or  a 
single  daily  dose  of  2S0  mg.  should  be  adequate  for  the 
treatment  of  most  mild  or  moderately  severe  infections. 
In  severe  infections,  100  mg.  every  6 to  8 hours,  or  250 
mg.  every  12  hours  may  be  necessary. 

Serum  levels  obtained  by  the  recommended  dosages 
are  comparable  to  those  provided  by  the  oral  dosage 
of  I to  2 Gm.  daily  in  adults.  Antibiotic  therapy 
should  be  continued  for  at  least  24  to  48  hours  after 
all  symptoms  and  fever  have  subsided. 

In  certain  diseases  specific  courses  of  therapy  may  be 
recommended  as  a general  guide.  In  primary  and  sec- 
ondary syphilis  for  example,  the  daily  administration 
of  2 Gm.  oxytetracycline,  orally,  in  divided  doses  for 
two  weeks  has  given  good  results.  In  cases  of  gonococ- 
cal infection  two  intramuscular  injections  of  250  mg. 
each,  or  one  intramuscular  injection  of  250  mg.  com- 
bined with  one  gram  given  orally  as  a single  dose,  will 
usually  suffice,  but  repetition  of  this  therapy  will  be 
required  in  an  occasional  case. 

In  the  treatment  of  hemolytic  streptococcal  infections, 
therapy  should  continue  for  at  least  10  days  to  prevent 
dev'elopment  of  rheumatic  fever  or  glomerulonephritis. 
In  the  treatment  of  staphylococcal  infections  indicated 
surgical  procedures  shou-ld  be  carried  out  in  all  cases. 
Pediatric:  A dosage  of  3 mg./lb./day  in  two  doses  has 
been  found  satisfactory  in  the  treatment  of  most  mild 
to  moderately  severe  infections.  For  more  severe  infec- 
tions, higher  dosages  may  be  indicated  and  should  be 
adjusted  accordingly. 

Terramycin  Intramuscular  Solution  provides  maximum 
absorption  and  patient  toleration  with  minimal  local 
irritation. 

Supply:  Terramycin  (oxytetracycline)  Intramuscular 
Solution;  available  in  single  dose,  prescored  glass  am- 
pules containing  100  or  250  mg.  oxytetracycline/2  cc., 
Isoject®  syringes  containing  100  or  250  mg.  oxytetra- 
cycline/2 cc.  and  10  cc.  multiple  dose  vials  containing 
SO  mg.  oxytetracycllne/cc. 

More  detailed  professional  information  available  on  request. 
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Rx 

Valium®  (diazepam)  t.i.d.  and  h.s. 

M.  A.  (class  of  ’66) . . . Ph.D.  (thesis,  in  progress) . . . letters 
that  represent  a young  lifetime  of  work ...  a formal  education 
nearing  completion.  But  there  are  still  long,  arduous 
examinations  to  pass,  a doctoral  thesis  to  finish . . .a  period  in 
which  stress  is  often  converted  into  the  gastrointestinal 
symptoms  of  psychic  tension.  For  this  kind  of  patient  — with 
no  demonstrable  pathology— consider  the  usefulness  of 
Valium  (diazepam). 

Valium  can  help  relieve  psychic  tension  and  resultant 
sorriatic  symptoms,  within  the  first  day  for  some  patients. 
Valium  is  also  useful  in  psychic  tension  with  associated 
depressive  symptoms.  And  Valium  can  help  relieve  psychic 
tension-induced  insomnia  with  an  h.s.  dose  added  to  the  t.i.d. 
schedule. 

Valium  is  generally  well  tolerated.  In  proper  maintenance 
dosage  it  seldom  dulls  the  senses  or  interferes  with 
functioning.  Side  effects  most  commonly  reported  have  been 
drowsiness,  fatigue  and  ataxia. 


Before  prescribing,  please  consult  complete  product  information,  a sum- 
mary of  which  follows: 

Indications : Tension  and  anxiety  states;  somatic  complaints  which  are 
concomitants  of  emotional  factors;  psychoneurotic  states  manifested  by 
tension,  anxiety,  apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium  tremens  and  hallucinosis  due  to 
acute  alcohol  withdrawal;  adjunctively  in  skeletal  muscle  spasm  due  to 
reflex  spasm  to  local  pathology,  spasticity  caused  by  upper  motor  neuron 
disorders,  athetosis,  stifi-man  syndrome,  convulsive  disorders  (not  for 
sole  therapy) . 

Contraindicated: Known  hypersensitivity  to  the  dnig.  Children  under  6 
months  of  age.  Acute  narrow  angle  glaucoma. 

Warnings  :Not  of  value  in  psychotic  patients.  Caution  against  hazardous 
occupations  requiring  complete  mental  alertness.  When  used  adjunctively 
in  convulsive  disorders,  possibility  of  increase  in  frequency  and/or  -se- 
verity of  grand  mal  seizures  may  require  increased  dosage  of  standard 
anticonvulsant  medication;  abi-upt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and/or  severity  of  seizures.  Advise 
agamst  simultaneous  ingestion  of  alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  have  occurred  following  abrupt  discontinuance. 
Keep  addiction-prone  individuals  under  careful  sui-veillance  because  of 
their  predisposition  to  habituation  and  dependence.  In  pregnancy,  lacta- 
tion or  women  of  childbearing  age,  weigh  potential  benefit  against  possible 
hazard. 

Precautions:  If  combined  with  other  psychotropics  or  anticonvulsants, 
consider  carefully  pharmacology  of  agents  employed.  Usual  precautions 
indicated  in  patients  severely  depressed,  or  with  latent  depression,  or  with 
suicidal  tendencies.  Observe  usual  precautions  in  impaired  renal  or  he- 
patic  function.  Limit  dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypotension,  changes  in 
libido,  nausea,  fatigue,  depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in  salivation,  slurred  speech, 
tremor,  vertigo,  urinary  retention,  blurred  vision.  Paradoxical  reactions 
such  as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased  mus- 
cle spasticity,  insomnia,  rage,  sleep  disturbances,  stimulation,  have  been 
reported;  should  these  occur,  discontinue  drug.  Isolated  reports  of  neutro- 
penia, jaundice;  periodic  blood  counts  and  liver  function  tests  advisable 
during  long-term  therapy. 


Valium*  (diazepam) 

2-mg,  5-mg,  10-mg  tablets 

to  help  relieve  psychic  tension 
and  its  somatic  symptoms 


TEPANIL — the  right  start  in  support  of  th( 
weight-control  program  you  recommend.  I 
reduces  the  appetite.  Doesn’t  kill  it.  Weigh 
loss  is  significant — gradual — yet  there  is  < 
relatively  low  incidence  of  CNS  stimula 
tion.  Because  TEPANIL  works  on  th 
appetite,  not  on  the  "nerves." 

Contraindications:  Concurrently  with  AAAO  inhibitors,  in  potien' 

emotionally  unstable  patien 


^ \ hypersensitive  to  this  drug;  in 

susceptible  to  drug  abuse. 

Warning:  Although  generally  safer  than  the  amphetamine 
use  with  great  caution  in  patients  with  severe  hypertension  < 
severe  cardiovascular  disease.  Do  not  use  during  first  trimester  c 
pregnancy  unless  potential  benefits  outweigh  potential  risks. 

Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  the 
apy,  unpleasant  symptoms  with  diethylpropion  hydrochloride  have  been  reporte 
to  occur  in  relatively  low  incidence. 

As  is  characteristic  of  sympathomimetic  agents,  it  may  occasionally  cause  CNS  effects  such  < 
insomnia,  nervousness,  dizziness,  anxiety,  and  jitteriness.  In  contrast,  CNS  depression  has  ber 
reported.  In  a few  epileptics  an  increase  in  convulsive  episodes  has  been  reported. 
Sympathomimetic  cardiovascular  effects  reported  include  ones  such  as  tachycardia,  precordi< 
pain,  arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report  describe 
T-wave  changes  in  the  ECG  of  a healthy  young  male  after  ingestion  of  diethylpropion  hydr 
chloride;  this  was  an  isolated  experience,  which  has  not  been  reported  by  others. 

Allergic  pkenomena  reported  include  such  conditions  as  rash,  urticaria,  ecchymosis,and  erythem 
Gastrointestinal  effects  such  as  diarrhea,  constipation,  nausea,  vomiting,  and  abdominal  discot 
fort  have  been  reported. 

Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow  depressio 
agranulocytosis,  and  leukopenia. 

A variety  of  miscellaneous  adverse  reactions  have  been  reported  by  physicians.  These  inclui 
complaints  such  as  dry  mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  poi 
decreased  libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  tablet  daily,  swallowi 
whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three  times  daily,  one  hour  befo 
meals.  If  desired,  an  additional  tablet  may  be  given  in  midevening  to  overcome  night  hung: 
Use  in  children  under  12  years  of  age  is  not  recommended. 


Tepanil  Ten-tab 

(diethylpropion  hydrochloride) 


THE  NATIONAL  DRUG  COMMNY 

DIVISION  OF  RICHARDSON  MERRELL  INC. 

PHILADELPHIA.  PENNSYLVANIA  19144 


heavenly  relief 
for  unearthly  cough 

Benyliri 

EXPECTORANT 


APTR 


Each  fluidounce  contains:  80  mg. 
Benadryl®  ( diphenhydramine 
hydrochloride,  Parke-Davis); 
1 2 grains  ammonium  chloride; 

5 grains  sodium  citrate; 
2 grains  chloroform;  1/10  grain 
menthol;  and  5%  alcohol. 
An  antitussive  and  expectorant  for 
control  of  coughs  due  to  colds  or 
of  allergic  origin,  BENYLIN 
EXPECTORANT  is  the  leading 
cough  preparation  of  its  kind. 
BENYLIN  EXPECTORANT 
tends  to  inhibit  cough  reflex... 
soothes  irritated  throat  membranes. 

And  its  not-too-sweet,  pleasant 
raspberry  flavor  makes  BENYLIN 
EXPECTORANT  easy  to  take. 
PRECAUTIONS:  Persons  who 
have  become  drowsy  on  this  or 
other  antihistamine-containing 
drugs,  or  whose  tolerance  is  not 
known,  should  not  drive  vehicles 
or  engage  in  other  activities  re- 
quiring keen  response  while  using 
this  preparation.  Hypnotics,  seda- 
tives, or  tranquilizers  if  used  with 
BENYLIN  EXPECTORANT 
should  be  prescribed  with  caution 
because  of  possible  additive  effect. 
Diphenhydramine  has  an  atro- 
pine-like action  which  should  be 
considered  when  prescribing 
BENYLIN  EXPECTORANT. 
ADVERSE  REACTIONS:  Side 
reactions  may  affect  the  nervous, 
gastrointestinal,  and  cardiovascu- 
lar systems.  Drowsiness,  dizziness, 
dryness  of  the  mouth,  nausea,  ner- 
vousness, palpitation,  and  blurring 
of  vision  have  been  reported.  Al- 
lergic reactions  may  occur. 
PACKAGING:  Bottles  of  4 oz., 
1 6 oz.,  and  1 gal. 
Parke,  Davis  & Company 
Detroit,  Michigan  48232 


PARKE-DAVIS 
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symptoms  of  mixed  anxiety-depression  are  rarely  clear-cu 
but  they  are  often  a clear  indication  for 

Mellarif 

(thioridazine) 

25  mg.  t.i.d. 

effective  in  mixed  anxiety-depression  and  in  moderate  to  severe  anxiety 


Before  prescribing  or  administering,  see  Sandoz 
literature  for  full  product  Information,  including 
adverse  reactions  reported  with  phenothiazines.  The 
following  is  a brief  precautionary  statement. 
Contraindications:  Severe  central  nervous  system 
depression,  comatose  states  from  any  cause,  hyper- 
tensive or  hypotensive  heart  disease  of  extreme  degree. 
Warnings:  Administer  cautiously  to  patients  who  have 
previously  exhibited  a hypersensitivity  reaction  (e.g., 
blood  dyscrasias,  jaundice)  to  phenothiazines.  Pheno- 
thiazines are  capable  of  potentiating  central  nervous 
system  depressants  (e.g.,  anesthetics,  opiates,  alcohol, 
etc.)  as  well  as  atropine  and  phosphorus  insecticides. 
During  pregnancy,  administer  only  when  necessary. 

Precautions:  There  have  been  infrequent  reports  of 
leukopenia  and/or  agranulocytosis  and  convulsive 
seizures.  In  epileptic  patients,  anticonvulsant 
medication  should  also  be  maintained.  Pigmentary 
retinopathy  may  be  avoided  by  remaining  within  the 
recommended  limits  of  dosage.  Administer  cautiously 
to  patients  participating  in  activities  requiring 
complete  mental  alertness  (e.g.,  driving).  Orthostatic 
hypotension  is  more  common  in  females  than  in  males. 
Do  not  use  epinephrine  in  treating  drug-induced 
hypotension.  Daily  doses  in  excess  of  300  mg.  should 
be  used  only  in  severe  neuropsychiatric  conditions. 


Adverse  Reactions:  Central  Nervous  System- 
Drowsiness,  especially  with  large  doses,  early  in 
treatment;  infrequently,  pseudoparkinsonism  and 
other  extrapyramidal  symptoms;  nocturnal  confusion, 
hyperactivity,  lethargy,  psychotic  reactions, 
restlessness,  and  headache.  Autonomic  Nervous 
System— Dryness  of  mouth,  blurred  vision,  constipation, 
nausea,  vomiting,  diarrhea,  nasal  stuffiness,  and  pallor. 
Endocrine  System— Galactorrhea,  breast  engorgement, 
amenorrhea,  inhibition  of  ejaculation,  and  peripheral 
edema.  S/r/n— Dermatitis  and  skin  eruptions  of  the 
urticarial  type,  photosensitivity.  Cardiovascular 
System— Changes  in  the  terminal  portion  of  the 
electrocardiogram  have  been  observed  in  some 
patients  receiving  the  phenothiazine  tranquilizers, 
including  Mellaril  (thioridazine).  While  there  is  no 
evidence  at  present  that  these  changes  are  in  any  way 
precursors  of  any  significant  disturbance  of  cardiac 
rhythm,  several  sudden  and  unexpected  deaths 
apparently  due  to  cardiac  arrest  have  occurred  in 
patients  previously  showing  electrocardiographic 
changes.  The  use  of  periodic  electrocardiograms  has 
been  proposed  but  would  appear  to  be  of  questionable 
value  as  a predictive  device.  Other— A 
case  described  as  parotid  swelling. 


SANDOZ  PHARMACEUTICALS,  HANOVER,  N J.  SANDOZ  69  384 


Pblycillin-lV 

(sodium  ampicillin) 
the  penicillin  you  use  like  a 
broad-spectrum  antibiotic 


RESCRIBING  INFORMATION.  11-1/2/69.  For  complete  in- 
)rmation  consult  Official  Package  Circular, 
idications:  Infections  due  to  susceptible  strains  of  Gram- 
egative  bacteria  (including  Shigellae,  S.  typhosa  and  other 
almonellae,  f.  coli,  H.  influenzae,  P.  mirabilis,  N.  gonor- 
foeae  and  N.  meningitidis)  and  Gram-positive  bacteria  (in- 
luding  streptococci,  pneumococci  and  nonpenicillinase-pro- 
ucing  staphylococci). 

ontraindications;  A history  of  allergic  reactions  to  penicillins 
r cephalosporins  and  infections  due  to  penicillinase-produc- 
ig  organisms. 

recautions:  Typical  penicillin-allergic  reactions  may  occur, 
specially  in  hypersensitive  patients.  Mycotic  or  bacterial  su- 
erinfections  may  occur.  Experience  in  ne\A/born  and  prema- 
Jre  infants  is  limited  and  caution  should  be  used  in  treatment, 
fith  frequent  organ  function  evaluations.  Safety  for  use  in 
regnancy  is  not  established.  In  gonorrheal  therapy,  serologic 
Jsts  for  syphilis  should  be  performed  initially  and  monthly  for 
months.  Assess  renal,  hepatic  and  hematopoietic  function 
itermittently  during  long-term  therapy, 
dverse  Reactions:  Skin  rash,  pruritus,  urticaria,  nausea,  vom- 
ing,  diarrhea  and  anaphylactic  reactions.  Mild  transient  ele- 
ations  of  SGOT  or  SGPT  have  been  noted.  Black  tongue  has 


been  noted  in  some  patients  receiving  the  Che\wable  Tablets. 
Usual  Dosage:  Adults— 250  or  500  mg.  q.  6 h.  (according  to 
infection  site  and  offending  organisms).  Children— 50-100 
mg. /Kg. /day  in  3 to  4 divided  doses  (depending  on  infection 
site  and  offending  organisms).  Bacterial  meningitis— 150-200 
mg./ Kg./ day  in  6 to  8 divided  doses.  Children  weighing  more 
than  20  Kg.  should  be  given  an  adult  dose  when  prescribing 
orally.  In  parenteral  administration,  children  weighing  more 
than  40  Kg.  should  be  given  an  adult  dose.  Beta-hemolytic 
streptococcal  infections  should  be  treated  for  at  least  10  days. 
Supplied:  Capsules— 250  mg.  in  bottles  of  24  and  100.  500 
mg.  in  bottles  of  16  and  100.  For  Oral  Suspension— 125  mg./ 
5 ml.  in  60,  80  and  150  ml.  bottles.  250  mg./ 5 ml.  in  80 
and  150  ml.  bottles.  Chewable  Tablets— 125  mg.  in  bottles  of 
40.  Injectable— for  I.M./I.V.  use— vials  of  125  mg.,  250  mg., 
500  mg.,  and  1 Gm.  Pediatric  Drops— 100  mg./ ml.  in  20  ml. 
bottles.  A.H.F.S.  Category  8:12.16 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


BRISTOL 


Indications:  For  the  treatment  of  trichomoniasis  in 
both  male  and  female  patients  and  the  sexual  part- 
ners of  patients  with  a recurrence  of  the  infection 
provided  trichomonads  have  been  demonstrated  by 
wet  smear  or  culture. 

Contraindications:  Evidence  of  or  a history  of  blood 
dyscrasia,  in  patients  with  active  organic  disease  of 
the  central  nervous  system,  and  the  first  trimester 
of  pregnancy. 

Warnings:  Use  with  discretion  during  the  second 
and  third  trimesters  of  pregnancy  and  restrict  to 
patients  not  cured  by  topical  measures.  Flagyl  (me- 
tronidazole) is  secreted  in  the  breast  milk  of  nursing 
mothers;  it  is  not  known  whether  this  can  be  in- 
jurious to  the  newborn. 

Precautions:  Mild  leukopenia  has  been  reported 
during  Flagyl  use;  total  and  differential  leukocyte 
counts  are  recommended  before  and  after  treat- 
ment with  the  drug,  especially  if  a second  course  is 


necessary.  Avoid  alcoholic  beverages  during 
therapy  because  abdominal  cramps,  vemtiing 
flushing  may  occur.  Discontinue  Flagyl 
abnormal  neurologic  signs  occur.  There  is  no 
cepted  proof  that  Flagyl  is  effective  against  o 
organisms  and  it  should  not  be  used  in  the  ir 
ment  of  other  conditions.  Exacerbation  of  monl 
sis  may  occur. 

Adverse  Reactions:  Nausea,  headache,  anoi 
vomiting,  diarrhea,  epigastric  distress,  abdom 
cramping,  constipation,  a metallic,  sK^  and 
pleasant  taste,  furry  or  sore  tongue,  glossitis 
stomatitis  possibly  associated  with  a sudden  ( 
growth  of  Monilia,  exacerbation  of  vaginal  monl 
sis,  an  occasional  reversible  moderate  leukop 
dizziness,  vertigo,  drowsiness,  incoordination 
ataxia,  numbness  or  paresthesia  of  an  extrem 
fleeting  joint  pains,  confusion,  irritability,  dep 
Sion,  insomnia,  mild  erythematous  eruptions," 


Flagyl 

brand  of 

metronidazole 

simplifies 

vaginitis 
therapy 


e effectiveness  of  Flagyl  In  Trichomonas  vaginalis  vaginitis  has 
een  so  constant  that  use  of  less  effective  agents  would  seem  to  Invite 
unnecessary  failures.  ■ The  simplicity,  completeness  and  persistence 
of  cures  with  Flagyl  qualify  it  as  the  logical  first  therapeutic  choice  in 
onal  Infections. 

Ten-day  treatment  with  Flagyl  oral  tablets  has  replaced  a multitude 
of  untidy  douches,  powders,  creams  and  jellies. 

Flagyl  is  the  only  medication  available  that  is  able  to  reach  all  the 
vcrypts,  glands  and  cavities  of  the  female  urogenital  system  as  well 
"'^¥s  reservoirs  of  reinfection  in  male  trichomonas  carriers. 

I Flagyl  eradicates  resistant,  deep-seated  invasions  of  Trichomonas 
vaginalis  and  consistently  produces  cure  rates  above  90  per  cent  and 
often  as  high  as  100  per  cent  in  large  series  of  patients.  When  the 
diagnosis  is  positive,  Flagyl  is  positive. 


icaria,  flushing,  dryness  of  the  mouth, 
vulva,  vaginal  burning,  pruritus,  dysuria, 
sense*  of  pelvic  pressure,  dyspareunia, 
uria,  incontinence,  decrease  of  libido, 
ngestion,  proctitis,  pyuria  and  darkened 
ave  occurred  in  patients  receiving  the  drug, 
ants  receiving  Flagyl  may  experience  abdominal 
38,  nausea,  vomiting  or  headache  if  alcoholic 
~ages  are  consumed.  The  taste  of  alcoholic 
rages  may  also  be  modified. 
ge  and  Administration:  In  the  Female.  One 
ng.  tablet  orally  three  times  daily  for  ten  days, 
may  be  repeated  if  required  in  especially 
m cases;  in  such  patients  an  interval  of  fbur 
weeks  between  courses  and  total  and  differ- 
T leukocyte  counts  before,  during  and  after 
ment  are  recommended.  Vaginal  inserts  of 
rag.  are  available  for  use,  particularly  in  stub- 
' rtrases.  When  the  vaginal  inserts  are  used,  one 


500-mg.  insert  is  placed  high  in  the  vaginal  vault 
each  day  for  ten  days  and  the  oral  dosage  is  reduced 
to  two  250-mg.  tablets  daily  during  the  ten-day 
course  of  treatment.  Do  not  use  the  vaginal  inserts 
as  the  sole  form  of  therapy.  In  the  Male.  Prescribe 
Flagyl  only  when  trichomonads  are  demonstrated 
in  the  urogenital  tract,  one  250-mg.  tablet  two  times 
daily  for  ten  days.  Flagyl  should  be  taken  by  both 
partners  over  the  same  ten-day  period  when  it  is 
prescribed  for  the  male  in  conjunction  with  the  treat- 
ment of  his  female  partner. 

Dosage  Forms.- Oral  tablets  250  mg. 

Vaginal  inserts  . . .500  mg. 
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Medi  Card  extends  credit  of  from  $100  to  $5000 
exclusively  for  health  services  to  its  cardhold- 
ers. You  receive  payment  in  full,  less  a 6%  ser- 
vice fee,  within  10  days,  without  recourse.  Pa- 
tients can  take  up  to  24  months  to  pay.  As  an 
additional  benefit,  Medi  Card  offers  a round-the- 
clock  computerized  emergency  medical  infor- 
mation service  for  its  patient-members. 
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Medi  Card  guarantees  you  payment 
within  10  days  . . . without  recourse. 


help  your  assistant 

Medi  Card  simplifies  billing  and  bookkeeping 
procedures  . . . reduces  time  required  for  credit 
and  collection  functions  . . . minimizes  patient  re- 
ceivables. What’s  more,  there’s  no  commitment 
on  your  part,  nothing  to  join,  no  directory  or  list- 
ing of  any  kind. 
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Thanatology 

As  usual,  the  Greeks  had  a word  for  it:  thana- 
tology. This  means  the  scientific  study  of 
death  and  the  handling  of  problems  of  grief 
and  bereavement.  Since  the  doctor  traditional- 
ly considers  death  as  his  number  one  enemy, 
there  is  a certain  logic  in  this  interest  in  look- 
ing at  the  enemy  in  the  face.  For  better  or  for 
worse,  the  physician  is  one  usually  in  at  the 
death.  Legally,  indeed,  he  is  the  only  one  who 
can  “pronounce  a person  dead”  (a  strange 
phrase,  is  it  not?).  If  he  is,  as  he  should  be, 
looked  to  as  the  one  who  can  console  the 
family  during  the  penultimate  act,  why  should 
he  not  be  relied  on  to  take  the  sharp  edge  off 
a family’s  grief?  Too  often,  the  doctor  quietly 
tiptoes  out,  mumbling  perhaps  a perfunctory, 
“Well,  we  did  all  we  could.”  Actually,  it  is  not 
callousness  or  shame  which  makes  the  phy- 
sician want  to  escape  from  the  death  bed.  It  is 
simply  that  most  of  us  have  not  given  any  in- 
depth  thought  to  the  problem.  How  do  you 
deal  with  the  dying  patient  who  wants  to 
know?  What  can  you  say  to  bereaved  relatives? 

And  so,  and  at  long  last,  a special  organiza- 
tion has  been  created  to  review  this.  Called 
The  Foundation  of  Thanatology  (See  page 
542,  this  issue),  it  is  perhaps  the  first  serious 
and  scientific  organization  to  study  this  mat- 
ter. You  can  get  more  information  about  it 
from  Austin  H.  Krutscher,  M.D.,  at  Columbia 
Presbyterian  Medical  Center,  300  West  168 
Street,  New  York  City  10032.  They  have  an 
interesting  and  helpful  reading  list  already 
compiled. 

Let’s  face  it.  Most  of  us  just  don’t  want  to 
face  it.  We  say  we  are  more  concerned  with 
keeping  people  alive  than  with  easing  their 
passage  across  the  Styx.  Yet,  this  is  a legiti- 
mate function  for  the  physician;  and  so  is  the 
care  of  the  bereaved.  It  is  about  time  our 
profession  did  something  to  think  through 
these  problems. 


What  Puts  The  Tension 
In  Hypertension? 

AV’hy  do  they  say  that  the  good  die  young? 
Presumably  it  is  because  a good  person  has  a 
conscience,  a bad  person  doesn’t.  You  cannot 
have  anxiety  unless  you  have  a conscience.  A 
good  doctor  worries  about  his  patients,  a good 
business  man  worries  about  tbe  quality  of  the 
goods  he  sells,  a good  friend  worries  about 
your  troubles.  So  the  good  worry  and  develop 
anxiety. 

Fortunately  it  is  not  quite  like  that.  The  bad 
person  has  tension  too  — not  the  pricking  of 
conscience  but  the  hungry  drives  of  hatred 
and  hostility.  The  malignant  emotions  are 
not  sympathetic  worries,  but  rather  the  need 
to  win,  to  dominate,  to  vanquish.  These  are 
potentially  destructive  drives.  And  here  is  a 
destroying,  self-eating,  corrosive  tension.  This 
is  a tension  that  goes  readily  into  hyperten- 
sion. 

But  there’s  more  to  it  than  that.  Every  muscle 
contraction  is  a potential  contributor  to  hy- 
pertension. To  contract  a muscle  you  need 
glycogen  and  oxygen.  .And  Avhen  the  fiber 
contracts  it  produces  pyruvic  acid  and  crea- 
tinine, lactic  acid  and  carbon  dioxide.  These 
waste  products  have  to  be  transported  from 
the  muscle  for  disposal  elsewhere. 

There  is  no  escape  from  constant  muscle  con- 
traction. Life  cannot  long  exist  in  a state  of 
muscular  flabbiness.  Perhaps  though,  we  can 
learn  — and  then  teach  — how  to  relax  our 
musculature  between  necessary  stresses,  how 
to  cut  down  the  pressure  of  competition,  and 
how  to  provide  benign  outlets  for  hostility. 
To  suppress  hostility  is  no  help,  since  the 
damming  back  of  this  will  send  the  blood 
pressure  up.  The  goal  is  to  feel  no  hostility. 
One  who  can  honestly  develop  an  attitude  of 
“I’m  not  mad  at  anybody”  is  a good  insurance 
risk.  The  final  cure  will  surely  come  not  in 
medication  or  surgery  but  in  learning  a 
happier  pace  of  life. 

And  then  the  hateful  man  will  die  young. 
The  good  will  survive. 
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The  Underprivileged  Male 

In  terms  of  longevity  males  seem  to  be  an 
underprivileged  segment  of  the  population. 
Not  only  do  women  live  longer  than  men,  but 
the  gap  is  getting  greater.  Last  year  the  death 
rate  for  males  was  50  per  cent  higher  than 
that  for  females. 

This  is  due  in  part  to  medical  progress.  In 
primitive  countries  women  have  a higher 
death  rate  because  of  the  dangers  of  child- 
birth. In  countries  like  ours,  where  the  ob- 
stetrical hazards  are  minimized,  men  con- 
sistently have  a higher  death  rate.  Cancer  is 
about  one-fifth  more  common  as  a cause  of 
death  in  men  than  women  in  spite  of  the 
frequency  of  cancer  of  the  breast  and  uterus. 
It  seems  that  malignancies  of  the  pulmonary, 
gastro-intestinal,  and  genito-urinary  tracts  are 
more  common  or  more  rapidly  fatal.  Ac- 
cidents, of  course  are  more  common  among 
men  than  among  women. 

"Wdiatever  the  cause,  the  fact  is  that  women 
live  longer.  In  spite  of  the  fact  that  they  live 
longer  they  appear  to  have  more  illnesses. 
This  statistic  is  derived  from  reports  of  clinics, 
doctors,  and  hospitals.  It  may  mean  merely 
that  women  are  more  willing  to  consult  a 
doctor  when  they  feel  sick. 

This  last  item  might  suggest  that  one  reason 
for  the  male’s  unfavorable  position  here  is 
his  own  unwillingness  to  seek  medical  atten- 
tion in  good  time.  The  “See  your  doctor 
twice  a year”  advice  has  some  real  meaning 
after  all.  Physicians  might  follow  it  too. 

Competition  In  The 
Drug  Industry 

More  than  1,000  pharmaceutical  companies 
manufacture  drugs  for  our  use.  That  means 
a lot  of  competition,  jostling,  and  duplication. 
'Fheoretically,  it  would  seem  smarter  to  con- 
solidate these  companies  into  a single  drug- 


making unit  that  would  save  millions  in  over- 
lapping costs  and  avoid  duplication  of  eSort. 
Yet  if  this  were  ever  done,  it  would  be  a 
massive  blow  to  public  health.  The  competi- 
tiveness of  the  drug  industry—  which  is  a 
drag  on  the  industry’s  profits  — is  a boon  to 
our  patients  and  to  ourselves. 

The  most  dramatic  effect  of  this  competition 
is  the  way  it  keeps  prices  down.  With  all  good 
companies  making  drugs  that  conform  to 
standard,  no  one  is  going  to  buy  Tradename 
X at  4 cents  a capsule  when  Tradename  Z 
sells  at  2J/2  cents.  So  competition  forces  down 
the  price,  benefiting  our  patients.  More  than 
that,  competition  compels  companies  to  search 
for  different  and  better  ways  of  preparing  an 
item.  If  Company  A has  a patent  on  a process. 
Company  B cannot  get  into  the  act  unless  its 
chemists  find  an  equally  good  but  basically 
different  process.  So  competition  spurs  Com- 
pany B’s  efforts  to  improve  the  technic;  and 
Company  A,  anxious  to  remain  in  the  run- 
ning, redoubles  its  efforts.  Then,  too,  com- 
petition rapidly  makes  drugs  obsolete.  If  one 
manufacturer  produces  a fine  antibiotic  with 
only  three  side-effects,  his  competitor  works  to 
manufacture  one  with  no  side-effects.  Result: 
the  first  antibiotic  becomes  as  obsolete  as  tinc- 
ture of  gentian.  This  plays  havoc  with  drug 
profits  but  it  keeps  the  best  pharmaceuticals 
in  front  of  the  shelves. 

Every  good  company  competes  with  itself. 
One  chemist  sweats  for  years  to  manufacture 
a new  drug  only  to  see  his  colleague  across 
the  room  make  it  obsolete  by  finding  a better 
product.  Then,  too,  competition  prevents  a 
company  from  becoming  self-satisfied.  No 
pharmaceutical  manufacturer  can  ever  rest  on 
his  oars. 

So  let  Europe  have  its  cartels,  and  Russia  its 
state  monopoly.  \\T’ll  take  a thousand  fiercely 
competitive  companies  duplicating  each 
other’s  efforts,  driving  each  other’s  prices 
down,  and  striving  mightily  to  win  the  blue 
ribbon  for  the  most  effective,  least  toxic  drug 
of  its  kind.  It  is  no  coincidence  that  competi- 
tive .\merican  drug  enterprise  has  given  us 
the  finest  pharmaceuticals  in  the  world. 


408 


THE  JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


ORIGINAL  ARTICLES 

The  identity  crisis  is  nmcli  talked  about  these  days.  The 
disadvantaged  adolescent  suffers  from  a double  crisis  in 
this  area. 

The  Disadvantaged 
Adolescent* 

A Psychodynamic  Evaluation 


Frederick  J.  Wertz,  M.D./Fort  Lee 

The  challenge  of  the  disadvantaged  adoles- 
cent is  a striking  example  of  the  need  to  use 
the  tools  of  sciences  other  than  psychiatry  in 
understanding  the  adolescent’s  personality  de- 
velopment. Many  of  the  source  references  for 
this  paper  are  in  the  fields  of  sociology  and 
education. 

To  understand  the  adolescent,  or  any  other 
age  group  for  that  matter,  one  must  go  to  the 
roots  of  family  structure  and  parental  influ- 
ence. This  does  not  gainsay  the  effects  of 
sociologic  forces,  such  as  poverty,  unemploy- 
ment, lack  of  educational  opportunity,  and 
so  on.  But,  keep  in  mind  that  society  in  gen- 
eral and  the  society  of  the  disadvantaged 
adolescent  in  particular  are  composed  of  the 
family  unit,  and  from  the  family  emerges  the 
individual. 

Community  life  fosters  mental  health  in  some 
community  members  and  mental  illness  in 
others.  Simmons^  emphasizes  three  levels  on 
which  one  may  evaluate  personality  adjust- 
ment: “(1)  as  an  organism  in  a physical  envi- 
ronment striving  to  survive  (this  would  include 
the  problems  incurred  by  physical  illness  as 
well,  and  the  capacity  of  the  individual  to 
resist  such  onslaughts);  (2)  as  an  individual 
member  in  a society  (community)  endeavoring 
to  relate  successfully  and  to  belong  securely; 
(3)  as  a person  in  a culture  shaping  his  per- 
sonality more  or  less  to  a conventional  model, 
the  man  as  he  should  be.”  Simmons^  explains 
that  a community  develops  a life  style  essen- 
tially from  its  cultural  pattern  and  its  struc- 


tured relationships.  These  influence  how  the 
individual  members  “behave,  think,  and  feel” 
and  determine  how  successful  they  are  as  well 
as  the  degree  of  maladjustment  in  their  per- 
sonality make-up. 

Purcell  and  Hillson-  note  that  in  a study  on 
5,000  aid-to-dependent-children  families,  the 
school  drop-out  rate  was  very  high  and  the 
school  retardation  rate  doubled  that  of  the  na- 
tional average.  The  possibility  of  these  chil- 
dren being  employed  in  satisfying,  meaningful 
work  as  atlults  was  rather  dim.  Moreover, 
their  welfare  status  with  its  cultural  pattern 
and  the  model  for  emulation  it  offers,  referred 
to  by  Simmons,^  has  produced  not  only  a sec- 
ond generation  of  aid-to-dependent-children 
families  but,  at  present,  is  well  on  its  way  to 
producing  a third  generation. 

The  same  authors  emphasize  the  role  of  “social 
class”  in  low-income  groups  that  discourages 
educational  motivation.  The  value  system  of 
such  a class  is  geared  to  the  satisfactions  of  the 
immediate  present.  This  is  directly  opposed 
to  an  educational  value  system  where  the  struc- 
ture is  designed  for  long-term  satisfactions  and 
distant  goals.  The  ever  present  demands  of  the 
basics  of  food,  clothing,  and  shelter  are  too 
anxiety— provoking  to  permit  tolerance  of  a 
system  that  advocates  nebulous  and  distant 
gratification.  They  cite  a study  by  Keller^  on 
the  effect  of  slum  living  on  intellectual  func- 
tioning. Her  findings  revealed  a drop  in  IQ 
scores  of  eight  points  from  the  first  to  the  fifth 


* Read  before  the  Section  on  Psychiatry  and  Neu- 
rology', Annual  Meeting,  The  Medical  Society  of  New 
Jersey,  Atlantic  City,  May  19,  1969. 


\OL.  66-NUMBER  9-SEPTEMBER,  1969 


499 


grade.  AN’hen  llie  child  reached  the  fdth  grade, 
he  was  already  two  years  retarded  in  reading. 

The  educational  handicaps  implicit  in  such  a 
socio-cultural  matrix  have  been  highlighted 
recently  by  the  Head  Start  programs.^  The 
study  requested  by  the  Office  of  Economic  Op- 
portunity indicated  that  “poor  children  have 
been  so  badly  damaged  in  infancy  by  their 
lower-class  environment  that  Heatl  Start  can- 
not make  much  difference.”  Of  particular 
signihcance  in  connection  rvith  the  effect  of 
emotional  factors  on  intellectual  functioning 
was  the  conclusion  of  the  researchers  that 
“The  improvement  of  the  child’s  emotional 
and  social  development  is  one  of  the  major 
goals  of  Head  Start.  . . . However,  the  findings 
of  this  study  show  that  affective  development 
. . . has  not  been  improved  by  either  full-year 
or  summer  programs.” 

study  by  Stein®  on  adolescent  adjustment 
within  different  ethnic  groups  — Italian  and 
Irish  — revealed  that  attitudes  and  values  with- 
in the  family  leave  the  adolescent  with  what 
she  refers  to  as  “a  different  heritage  of  think- 
ing style  and  behavior  patterns”  differing  in 
direct  proportion  to  the  differences  in  ethnic 
families.  She  describes  the  Irish  adolescent  as 
having  egocentric,  closely  knit  patterns  in  the 
service  of  conformity,  whereas  the  Italian’s 
self-image  was  directed  more  to  overt  mani- 
pulations of  the  social  environment  and 
governed  by  the  sociocentric  ideology  of  the 
parents. 

Keller®  observed  that  there  is  less  personal 
ititeraction  by  low-income  children  with  their 
parents.  Activities  which  involve  all  family 
members  are  uncommon.  She  equates  this 
lack  of  parental  affective  contact  with  the  be- 
low IQ  scores  these  children  manifest  by  the 
hfth  grade,  their  demeaning  self-evaluation 
when  they  compare  themselves  with  other  chil- 
dren, and  their  low  self-esteem  which  is  con- 
trasted with  their  high  vocational  aspirations, 
so  often  frustrating  in  itself,  since  they  are 
seldom  achieved. 

Lest  we  move  too  far  away  from  psychiatric 
concepts,  we  are  reminded  of  the  effect  of 


family  on  childhood  psychoses  by  McDermott, 
et  al.^  This  group  reviewed  627  patients  with 
a diagnosis  of  psychosis.  The  incidence  was 
not  significant  among  the  hve  social  classes 
represented.  Of  significance,  however,  was  the 
matiner  in  which  the  psychosis  was  given  ex- 
pression. This  was  dictated  by  the  family  styles 
aiul  the  customs  of  child-rearing.  Sandhir 
found  that  the  perception  of  parents  rather 
than  that  of  race  and  class  was  a more  signih- 
catit  factor  in  gang  delinquency  and  academic 
performance.  Xon-conventional  parents  were 
equated  with  a higher  rate  of  delinquency 
and  lower  marks;  conventional  parents  ivere 
equated  with  a lower  rate  of  delinquency  and 
higher  mtirks. 

Is  it  the  cultural  and  societal  forces  that  mold 
the  individual  or  is  it  the  intrapsychic  con- 
flicts in  his  parents,  created  by  instinctual 
drives,  which  distort  the  adolescent’s  reality? 
Actually,  one  need  not  be  forced  into  such  a 
dichotomous  appraisal.  There  is  ample  room 
for  the  itifluence  of  both  cultural  and  social 
forces  and  intrapsychic  drives  that  exist  inde- 
pendent of  the  environment.  It  is  useless  and 
enervating  to  argue  which  exerts  a primary 
force.  I'hey  combine  tbeir  effects  in  molding 
personality  development.  This  combination 
has  a rhythm  and  a style  based  on  the  inter- 
action of  environmental  forces  and  intra- 
psychic  drives  in  whatever  degree  is  dictated 
by  both  the  particular  society  under  scrutiny 
and  the  genetic  endowment  of  the  individual 
member  of  that  society.  For  purposes  of  re- 
freshing clarification,  I wish  to  present  clinical 
material.  The  cases  offered  are  those  of  a girl 
and  a boy. 

The  Case  of  Ruth 

Ruth,  now  18  years  old,  is  the  fifth  of  seven  children, 
three  brotliers  and  three  sisters.  Her  two  older 
brothers,  her  oldest  sister  and  she  are  the  products  of 
the  same  marriage.  The  oldest  child,  John,  was  an 
out-of-wedlock  child  from  a different  father.  Ruth's 
mother  married  her  father  while  she  was  pregnant  with 
John.  The  two  youngest  girls  are  the  products  of  dif- 
ferent paternities.  The  older  one,  Joan,  was  also  an 
out-of-wedlock  child  born  after  Ruth's  mother  hatl 
divorced  her  father.  The  youtigest  girl  was  the  issue  of 
Ruth's  mother's  present  husband  to  whom  she  has 
been  married  for  several  vears. 

Ruth's  mother  lived  with  her  own  parents  and  five 
siblings  until  she  was  eight  years  old.  Because  her 
parents  were  considered  “unfit,”  she  was  place  in  an 
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orphanage  imlil  she  was  12  and  then  in  another  in- 
slilntion  until  she  was  Ih.  She  rcttirncd  to  tier  own 
mother  who  was  described  as  “nnlidv  a hillltilly.”  I wo 
\eais  aliei  Rulli's  mother  returned  liome,  Iter  lather, 
who  liad  been  lit  ing  in  a common-law  relationship 
with  her  mother,  deserted  them.  He  met  a voting 
girl  of  23  and  married  her.  Ruth's  mother,  stiorlh 
thereafter,  became  pregnant  with  Ruth’s  oldest  half- 
brother  and  then  married  Ruth's  father  at  18  tears. 

Ruth's  father  was  a poor  jirovider.  He  abused  Ruth’s 
mother  and  showed  increasing  signs  of  mental  dis- 
turbance. W hen  Ruth  was  three  years  old.  he  was  in  a 
state  hospital  for  three  months  and  discharged  with  a 
diagnosis  of  psychosis  with  sociopathic  features. 

d’lie  marital  relationship  became  increasingly  unstable. 
Ruth’s  father  accused  her  mother  of  infidelity  and 
denied  paternity  of  his  fotir  children.  The  children 
were  exposed  to  hardship  ami  neglect.  They  tvere  phy- 
sically abttsed  by  their  parents.  Ruth’s  father  eventtially 
disappeared.  Ruth’s  mother  then  li\ed  with  another 
man  bearing  Rtith’s  yotinger  half-sister,  Joan.  The 
Ciourt  jtidged  the  children  neglected  and  placed  them 
in  foster  homes.  .Shortly  before  placement,  the  oldest 
ihild.  John,  at  age  9,  died  in  a fire  he  had  set  himself 
while  his  mother  was  shopping  with  the  other  children. 

.\fter  an  initial  placement  of  II  months,  Rtiih,  at  the 
age  of  4 years,  7 months,  was  placed  in  a second  foster 
home  in  which  she  remained  until  I71/2  years  when 
she  returned  to  live  with  her  mother  ancl  her  step- 
father. Several  months  before  Ruth  rejoined  her 
mother,  the  youngest  half-sibling,  a girl,  was  born. 

.\t  age  five,  because  of  overt  anxiety  which  she  rigidly 
attempted  to  control,  she  was  referred  for  psychiatric 
evaluation.  The  impression  was  a serious  personality 
disorder  with  constricted  affect  and  controlled  feelings. 
She  underwent  psychotherapy  for  a year.  Treatment 
was  suspended  at  age  seven  because  of  minimal  pro- 
gress. It  was  felt  that  her  foster  home  provided  her 
with  the  kind  of  structure  and  control  that  strength- 
ened her  obse.ssional  defenses  and  maintained  her  per- 
sonality intact.  Her  rigidity  was  concealed  by  a facade 
of  compliance  and  “sweetness.”  A psychotic  process 
beneath  this  facade  w'as  suspected. 

Ruth,  when  nine  years,  continued  to  remain  a con- 
stricted child  with  intellectual  control  of  her  emotions. 
Her  fantasy  life  revealed  a strong  desire  to  achieve 
unity  with  her  own  mother  and  her  siblings  several  of 
whom  had  been  retinited  with  her  mother.  She  w'as 
subject  to  various  fears  and  suffered  from  a mild  sub- 
nay  phobia.  She  was  wary  of  her  environment  suggest- 
ing a somewhat  paranoid  orientation.  Her  school  pro- 
gress and  foster-home  adjustment  were  considered 
satisfactory. 

Rtith  was  etaluated  again  at  II1/2  years.  She  contintied 
conflicted  and  ambivalent  over  living  with  her  mother. 
Her  ambivalence  was  stich  that  it  was  recommended 
she  remain  in  her  foster  home  until  her  mid-teens.  She 
was  detached  from  her  en\  ironment  and  mild  paranoid 
Icatures  continued  to  be  present.  She  had  begun  to  ex- 
press indillcrence  to  school  work  with  academic 
achievement  much  lower  than  her  IQ  of  122  shotild 
bate  prodticed.  Her  foster  home,  although  satisfactorv 
in  terms  of  ofleriug  her  structure  and  support,  was  not 
a lioitie  in  which  broad  interests  and  intellectual 
curiosity  were  stressed.  I he  importance  of  education 
was  not  emphasized.  Both  foster  parents’  educational 
background  was  limited. 

When  Rtith  was  17,  she  suffered  a depression  that  re- 
sulted from  feelings  of  rejection,  particularly  bv  her 


real  mothei,  but  also  by  her  current  boyfriend.  .She 
was  immature  lor  her  years  speaking  in  "a  little  girl 
\oice.”  ,\t  this  time  and  for  several  years,  she  had  been 
tbe  only  child  not  liting  with  her  natural  mother. 
Siliool  achievement  was  jtoor  despite  a continued 
abo\e-a\erage  IQ.  lu  contrast  to  her  intelligence,  Ruth 
sjtoke  ungrammatically  with  a limited  vocabulary. 
A’ocational  aspirations,  despite  a real  talent  in  art, 
were  confused.  She  expressed  strong  feelings  of  inade- 
cpiacy  and  lacked  self-confidence  and  an  independent 
<iri\e.  She  was  severely  self-critical  of  both  her  jthysical 
appearance  and  her  general  functioning.  Psychotherapy 
was  recommended  with  some  improvement  achieved. 

Shortly  thereafter.  Ruth  returned  to  lice  evitb  her  na- 
tural mother,  one  of  her  brothers  and  her  two  half- 
sisters,  Joan,  noev  14,  and  the  new  baby,  eight  months 
of  age.  .Adjustment  was  extremely  difficult  and  never 
satisfactorily  achieved.  Ruth’s  desire  to  possess  her 
mother  completely  evas  so  great  that  it  provoked  end- 
less cjtiarrelling  and  dissatisfaction  beteveen  them.  Her 
ricalry  evith  Joan  was  intense,  based  on  a rivalry  for 
mothers  affection.  School  performance  wor.sened. 
f'inallc  Ruth  evas  tinable  to  resolve  her  fantasied 
image  of  the  locing  mother  with  that  of  the  mother  in 
reality.  Shortly  after  her  18th  birthday,  she  returned  to 
her  foster  parents,  enrolled  in  her  original  high  school 
and,  at  present,  has  begun  a drive  for  independence 
from  her  foster  family  which  is  fraught  with  anxiety 
and  many  .self-doubts.  On  the  whole,  some  improve- 
ment has  been  noted. 

The  Case  of  John 

John,  now  Hi/,  is  the  younger  of  two  boys.  His 
brother,  Edevard,  I51/2  years,  was  his  codefendant  in  a 
breaking,  entering,  and  larceny  charge  which  brought 
both  into  jtivenile  court  one  year  ago.  Prior  to  that, 
there  had  been  a number  of  antisocial  acts  dating  from 
lli/i  years;  these  incltided  throeving  rocks  at  street- 
lights, setting  fires,  ancl  stealing. 

John  was  born  in  New  York.  Developmental  milestones 
were  within  normal  limits,  and  the  pre-school  years, 
according  to  his  parents,  were  uneventful.  (This  kind 
of  early  benign  history  is  one  often  obtained  when 
psychopathology  in  the  later  years  makes  its  appear- 
ance; it  is  alcvays  highly  cpiestionable.) 

His  father,  a postman,  was  orphaned  at  an  early  age 
and,  with  his  three  brothers,  was  placed  in  an  institu- 
tion until  he  was  16.  He  then  had  a series  of  jobs  in- 
cltuling  two  years  in  the  Army  before  marrying  John’s 
mother.  He  is  rough  in  manner  and  is  flashilv  ciressed 
in  keeping  with  his  narcissistic  character  structtire 
which  has  led  him  to  spend  many  hours  awav  from 
home  with  a local  drama  group.  He  has  divorced  him- 
self almost  completely  from  involvement  with  the 
family,  blaming  his  wife  for  John’s  difficulties.  AVhen 
he  docs  exert  his  infltience,  he  is  very  punitive,  usually 
jiliysically,  with  the  boys  and  displays  a violent  temper. 
On  the  whole,  he  is  ineffectual.  He  ancl  his  wife  quar- 
rel about  the  degree  of  responsihility  each  feels  the 
other  sliottld  a.sstime.  John’s  father  manifests  little 
anxiety  or  guilt  over  his  inconsistent,  indifferent  at- 
titudes toward  his  family.  His  living  pattern  stiggcsts 
a sociopathic  personality  structtire.  This  is  exemplified 
I)v  his  coaching  John  on  one  occasion  in  a method  bv 
wliich  he  cotild  extract  quarters  from  a \eiiding  ma- 
chine. His  wish  is  that  John  would  “grow  ottt"  of  his 
diffictiltics. 

John’s  mother  suffered  the  loss  of  her  own  mother  at 
nine  years.  .She  and  her  brother  were  placed  by  her 
father  tvho  was  tinable  to  care  for  them.  He  was  an 
inadcc|iiate  individual,  lixing  ou  welfare.  She  is  an 
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overly  anxious  woman,  hostile  ami  rejecting  ot  John, 
opetily  comparing  him  unlavorahly  with  his  older 
brother.  She  is  manipulatire  and  coercive,  using  John 
as  a source  of  anxiety  release  by  displacing  her  own 
and  the  family’s  problems  onto  him.  She  has  talked  of 
placing  the  boys  in  order  to  resolve  her  difficulties. 
She  is  unable  to  follow  through  on  disciplinary  meas- 
ures and  is  easily  manipulated  by  John  and  his 
brother.  John's  mother  was  married  and  divorced  prior 
to  her  marriage  to  his  father.  She  had  one  daughter 
from  this  utiion,  whose  care  she  almost  completely 
relegated  to  her  own  mother. 

Motley  has  always  been  a problem  in  the  family.  The 
father  works  iti  another  capacity  wheti  his  duties  as  a 
postman  are  completed.  This  additiotial  work  absents 
hitn  further  from  the  home.  Ihe  mother  also  has 
worked  both  fiill-titne  and  part-time  for  many  years 
delegating  the  care  of  the  boys  to  neighbors  or  simply 
leaving  them  after  school  nnsupei vised.  Their  home 
has  been  foitnd  to  be  disorganized,  itntidy,  and  inade- 
cjuately  maititaitied. 

John’s  school  record  is  poor.  Now  in  the  ninth  grade, 
he  is  failing  several  sitbjects  with  marginal  marks  in 
the  others.  His  ititelligence  on  formal  testing,  113,  is 
above  average  in  contrast  to  his  readitig  ability  which 
is  one  vear  below  grade  and  his  arithmetic  ability, 
three  years  below  grade.  From  the  early  grades,  his 
behavior  has  beeti  disritptive,  aggressive,  and  basically 
contains  an  acting-out  pattern.  His  relations  with 
teachers  and  peers  are  characterized  by  defiance.  He  has 
little  interest  in  academic  achievement  and  is  with- 
drawn and  indifferent  to  teaching  unless  constantly 
supervised.  He  is  not  accepted  by  his  peer  group  and 
externalizes  his  problems  to  his  environment. 

His  mother  describes  him  as  mischievous,  aggressive, 
insolent,  and  rebellious.  He  is  fearful  and  anxious,  feel- 
ing inadequate  in  many  situations.  Example:  He  re- 
fused to  attend  Little  League  tryouts  for  fear  of  not 
being  chosen.  He  feels  rejected  by  both  parents,  par- 
ticularly the  mother.  He  is  frequently  depressed  with 
various  somatic  complaints.  In  the  past  he  resolved 
hostile  feelings  by  withdrawal,  but  recently  he  has 
begun  to  act-out  his  anger  in  the  neighborhood  by 
anti-social  acts  frecjuently  directed  against  authority 
figures. 

These  two  cases  demonstrate  the  unhealthy 
effect  that  inimical  social  and  family  factors 
have  on  the  intrapsychic  development  of 
the  adolescent.  Of  paramount  importance  in 
evaluating  adolescent  behavior  is  a study  of 
the  environmental  forces  operating  during  the 
pre-school  years  and  the  elementary  school 
years.  The  pre-school  period  is  perhaps  the 
more  important.  Van  Ophuijsen®  clarified 
the  dynamics  of  conduct  disorders  which  are 
the  forerunners  of  aggressive,  acting-out  be- 
havior in  later  years.  He  viewed  them  as  a 
reaction  to  environmental  forces  that  even- 
tually became  persistent  behavior  patterns. 
He  chronologically  placed  their  onset  “at  three 
years  or  before”  and  related  them  to  unre- 
solved oedipal  conflicts  of  varying  intensity. 


The  adolescent  is  the  sum  total  of  his  infant 
and  childhood  experiences.  In  trying  to  un- 
derstand the  behavior  of  the  adolescent,  we 
must  not  only  analyze  his  current  functioning, 
but  we  must  also  analyze  the  emotional  inter- 
changes, the  environmental  influences  he  has 
been  exposed  to  in  the  earlier  years. 

Erikson®’  has  written  of  the  various  aspects 
of  identity,  national  and  individual,  with  some 
emphasis  on  the  identity  confusion  or  “iden- 
tity crisis”  of  the  adole,scent.  He  quotes^®  Biff’s 
statement  in  Arthur  Miller’s  Death  of  a Sales- 
man  as  exemplary  of  identity  confusion:  “I 
just  can't  take  hold.  Mom;  I can’t  take  hold 
of  some  kind  of  life.”  He  relates  many  of  the 
emotional  disturbances  of  adolescence  to  “.  . . a 
dilemma  . . . based  on  a strong  previous  doubt 
of  one's  ethnic  and  sexual  identity,  or  where 
role  confusion  joins  a hopelessness  of  long 
standing.  . . ” 

Of  all  the  mental  mechanisms  used  in  coping 
with  daily  life  experiences,  identification  is 
one  of  the  most  important.  Identification  with 
healthy  parental  figures  in  the  first  few  years 
of  life  is  the  foundation  of  normal  character 
development.  From  this  early  identification, 
the  child  moves  on  to  a family  identification 
and  then  a social  identification.  All  of  these 
identifications  are  seriously  impaired  in  our 
disadvantaged  adolescent.  In  fact,  these  are 
the  sources  of  his  being  “disadvantaged.” 

Identification  is  largely  unconscious.  It  begins 
at  about  the  second  year  and  is  completed  by 
the  fifth  or  sixth.  It  is  during  this  crucial 
period  that  the  child  not  only  establishes  his 
identity  as  an  individual,  separate  from  others, 
but  also  his  own  particular  sexual  identity  as 
male  or  female.  During  this  period,  the  forma- 
tion of  superego  or  con,science  (necessary  in 
establishing  “moral”  values)  also  takes  place. 
Identification  is  established  by  modeling  one’s 
self  after,  and  being  influenced  by,  the  atti- 
tudes and  values  of  significant  parental  figures 
whether  natural  or  substitutive. 

With  Ruth,  there  is  ample  eviilence  that  her 
identification  with  parental  figures  was  seri- 
ously impaired,  ^\’hen  scarcely  four  years  of 
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a^e  she  Avas  placed  in  a foster  home.  This 
placement,  which  disrupted  the  identification 
process  witli  her  own  parents  and  required 
her  to  reform  her  identifications  relative  to 
her  new  foster  parents,  only  lasted  1 1 months. 
She  Avas  replaced  in  her  second  foster  home 
just  short  of  five  years,  a move  which  de- 
manded a third  readjustment  in  the  identifi- 
cation process  Avithin  a period  of  one  year. 

Her  original  relations  Avith  her  oAsm  parents 
Avere  characterized  by  abuse  and  neglect,  their 
unstable  marital  relationship  and  the  aban- 
donment of  the  family  by  her  father  Avho  had 
been  denying  the  paternity  of  his  children. 
Both  parents  Asere  hardly  suitable  models  for 
healthy  identification.  For  a short  period  be- 
fore placement,  Ruth’s  mother  provided  her 
with  another  unstable  father  figure  in  the 
form  of  an  common-law'  relationship  which 
resulted  in  the  birth  of  the  half-sister,  Joan. 
Psychiatric  evaluation  at  age  five  indicated  a 
serious  personality  disorder  with  rigidly  con- 
trolled feelings  and  obsessional  defenses,  psy- 
chological mechanisms  designed  to  support  a 
Aveak  identity,  both  individual  and  sexual. 

John’s  case  is  less  dramatic  than  Ruth’s  and 
is  less  informatiAe  in  terms  of  historical  data 
in  the  early  years.  Knowledge  of  his  parents’ 
character  structure  and  their  attitudes  toAvard 
each  other  and  their  children  provide  signifi- 
cant clues.  John  had  little  or  no  chance  for 
healthy  identification  with  either  parent.  His 
father  Avas  an  ineffectual  man  whose  egocen- 
tricity  led  him  to  interests  outside  the  home 
so  that  there  Avas  scarcely  any  opportunity  for 
healthy  identification  with  a male  figure. 
When  he  did  make  his  presence  felt  it  was  by 
physical  punishment,  which  increased  John’s 
feelings  of  being  rejected  and  fomented  his 
hostility  toAvard  male  authority  figures.  John’s 
mother  Avas  even  more  rejecting.  She  openly 
favored  his  brother  and  made  John  the  scape- 
goat for  family  problems.  There  was  marked 
inconsistency  in  establishing  rules  for  every- 
day living  so  that  superego  formation  must 
have  been  defective. 

A second  identification  process  in  the  pre- 
school years  takes  place  simultaneously  Avith 


self-identification,  i.e.,  family  identification. 
The  identification  Avith  family  is  .second  in 
importance  only  to  self-identification.  Healthy 
family  identification  is  necessary  in  supporting 
and  strengthening  self-identification.  Of  im- 
portance here  is  family  unity.  Hoav  does  the 
family  function  as  a unit?  Are  the  parents  in 
accord?  Do  they  manifest  loving  and  accept- 
ing attitudes  toward  each  other?  ToAvard  their 
children?  What  life  style  do  they  faAor?  Is 
there  an  emphasis  on  intellectual  achieAement, 
developing  certain  talents,  materialistic  goals, 
hard  A\’ork  Avith  little  pleasure?  Is  the  family 
religious,  irreligious,  deAoted  to  long-term 
gratification  or  immediate  fulfillment?  How' 
is  responsibility  delegated?  Is  it  appropriately 
apportioned  to  each  parent  and  to  the  chil- 
dren or  are  there  inequities  inherent  in  each 
family  member’s  relationship  to  the  other? 
^Vhat  influence  does  ethnic  background  have 
on  family  identity?  Different  ethnic  styles 
Avithin  the  family  influence  the  adolescent’s 
thinking  style  and  behavior  patterns  (Stein®). 

.Although  ethnic  attitudes,  religious  heritage, 
educational  faAoritism  or  bias,  interest  or  dis- 
interest in  materialistic  gain  are  important 
factors  in  the  overall  evaluation  of  any  fam- 
ity,  stereotypes  must  be  avoided.  All  disad- 
vantaged families  have  many  features  in  com- 
mon, but  each  family  is  still  individual  and 
variations  Avithin  their  structure  can  be  Avide. 

Of  primary  importance  in  family  identity  is 
the  background  and  character  structure  of  the 
parents  in  providing  a particular  model  for 
the  child  to  follow'.  These  intergenerational 
influences  are  significant  factors  in  molding 
the  adolescent’s  self-identity  and  family  iden- 
tity. The  effect  of  intergenerational  relation- 
ships is  so  striking  that  it  has  often  led  to 
labeling  certain  personality  traits  as  heredi- 
tary rather  than  environmental. 

The  influence  of  interaction  betAveen  the  par- 
ental and  the  grandparental  generations  in 
the  families  of  Ruth  and  John  is  quite 
significant. 

Ruth’s  mother  A\'as  badly  treated  by  her  OAvn 
parents.  They,  too  (as  she  was  in  later  life) 
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were  tleclared  unfit  parents  necessitating  her 
placement  in  an  orphanage  at  an  early  age. 
W'hen  she  returned  to  her  parents  at  16,  she 
continued  to  be  subjected  to  inadequate  iden- 
tifications in  the  abandonment  of  her  family 
by  her  father  who  had  been  living  in  a com- 
mon-law relationship  with  her  mother.  Noth- 
ing is  known  of  Ruth’s  father’s  family,  but  the 
degree  of  his  maladjustment  indicates  an 
unstable  family  background.  Ruth’s  lile  his- 
tory closely  parallels  that  of  her  mother. 

John’s  mother  lost  her  own  mother  at  nine 
years  of  age,  and  had  to  be  placed  outside  the 
home  because  her  father  was  unable  to  care 
for  her.  John’s  father  was  orphaned  at  an  early 
age  and  was  institutionalized  until  he  was  16. 
Both  John’s  parents  suffered  serious  interrup- 
tions in  the  development  of  their  own  identi- 
fications. 

The  effect  of  these  life  experiences  on  both 
Ruth's  and  John’s  family  identification  pro- 
vided the  distorted  models  with  which  both 
were  presented. 

In  Ruth’s  case,  the  family  was  fragmented  at 
an  early  age.  The  problem  of  parental  rejec- 
tion was  severe  with  family  values  and  rela- 
tionships weakened  and  disrupted;  in  addi- 
tion, she  was  required  to  establish  a family 
identity  w'ith  two  successive  foster  families 
before  she  was  five  years  old.  Up  to  that  point, 
she  really  did  not  have  a stable  family  identity. 
As  a result,  she  brought  into  her  permanent 
foster  home  distorted  views  of  how  families 
function,  distortions  which  increased  her  in- 
ability to  establish  a firm  family  identity  with- 
in her  foster  home  and  required  her  to  de- 
fensively restrict  her  emotional  reactions  and 
control  them  by  obsessional  defenses. 

John’s  family,  although  intact,  was  neverthe- 
less seriously  divided.  The  values  in  the  home 
were  inconsistent.  Responsibility  was  either 
shifted  from  one  parent  to  the  other  in  willy- 
nilly  lashion  or  was  non-existent.  Manipula- 
tion, coercion,  and  intimidation  were  strong 
features  of  family  functioning.  John’s  father, 
at  one  point,  actually  coached  him  in  extract- 
ing money  from  a vending  machine. 


In  both  our  adolescents  it  is  clear  that  their 
self-identity  and  their  family  identity  pro- 
vided little  in  the  formation  of  what  Erikson^" 
refers  to  as  “a  sense  of  basic  trust.”  He  defines 
this  as  “an  essential  trustfulness  of  others  as 
well  as  a fundamental  sense  of  one’s  own  trust- 
worthiness.” This  basic  trust  is  an  essential 
ingredient  of  healthy  personality  develop- 
ment. W’hen  it  is  impaired,  it  results  in  a 
crippled  self-identity  and  an  inability  to  enjoy 
healthy  interpersonal  relations. 

What  about  the  social  identity  of  our  adoles- 
cents? This  is  the  third  phase  in  identification 
development  that  influences  personality  struc- 
ture. Social  identity  can  be  defined  as  the 
result  of  the  influence  of  social  forces  on  the 
maturation  process.  It  is  broader  in  scope 
than  self-identity  and  family  identity.  It  en- 
compasses economic  status,  educational  back- 
ground, and  cultural  influences  such  as  values, 
beliefs,  and  attitudes.  It  results  in  a set  of 
standards  by  which  the  individual  judges  him- 
self. It  is  difficult  at  times  to  separate  social 
identity  from  the  other  two  since  self-identity 
and  family  identity  are  in  a sense  determined 
by  social  identity.  The  individual  is  born  into 
a particular  society  which  has  been  established 
and  functioning  long  before  his  birth.  Chrono- 
logically, .social  identity  can  be  said  to  antedate 
self-identity  and  family  identity. 

Ruth’s  social  heritage  from  her  natural  par- 
ents is  characterized  by  marginal  living,  in- 
adequate housing,  limited  educational  back- 
ground, and  the  enervating  force  produced 
by  this  type  of  experience.  In  her  permanent 
foster  home,  the  living  standards  were  im- 
proved but  the  social  discrimination  of  being 
a foster  child  was  always  present.  In  addition, 
there  was  a lack  of  intellectual  stimulation  in 
the  home  — the  social  level  of  the  foster  par- 
ents, if  you  will  — which  accounted  in  part  for 
Ruth’s  poor  academic  performance  despite  su- 
perior intelligence. 

In  John’s  case,  economic  factors  were  always 
a serious  retarding  force.  John’s  father  had  to 
struggle  to  achieve  a position  of  permanence 
which  still  required  an  additional  job  and  the 
employment  of  John’s  mother  to  sustain  the 
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family  economically.  Their  housing  was  poor, 
and  the  home  inadequately  maintained.  In 
reviewing  the  family’s  social  identity,  one  is 
struck  by  a sense  of  shifting  values,  a desperate 
attempt  to  cope  which  is  never  quite  sustained 
and  an  inability  to  rise  above  the  morass  of 
retarding  social  forces.  John’s  sense  of  social 
iilentity  is  best  exemplified  by  anti-social  be- 
havior, which  embraces  those  elements  of 
society  whose  problems  eventually  bring  them 
into  a confrontation  with  tiie  law  and  our 
judicial  system. 

The  identity  crisis  is  a normal  part  of  adoles- 
cent development.  It  arises  when  the  ado- 
lescent is  confronted  wdth  the  demands  of  an 
organized  society  which  is  highly  technological, 
requiring  more  and  more  education,  the  de- 
gree of  education  being  equated  with  financial 
security.  The  adolescent  wonders  where  he 
will  fit  into  society,  what  role  is  he  best 
equipped  to  play?  Can  his  drive  for  independ- 
ence be  labeled  a success  rather  than  a failure? 

The  anxiety  created  by  this  confrontation 
with  adult  society  as  compared  with  childhood 
society  is  directly  proportional  to  the  solidity 
of  the  three  identities  of  self,  family,  and 
social.  Weakness  in  any  of  them  will  deter- 
mine the  degree  of  anxiety  and  the  extent  of 
the  resultant  “identity  crisis”  which  is  then 
followed  by  identity  confusion.  In  an  effort 
to  gain  time  to  remobilize  his  inner  resources 
the  adolescent  identifies  with  a subcidture  of 
his  own  peers.  This  subculture  (which  in  the 
past  has  taken  different  forms  in  successive 
generations)  has  its  own  set  of  values,  attitudes, 
and  beliefs.  These  alienate  the  atluit  society 
and  provide  the  adolescent  with  a temporary 
identity  of  his  own  until  he  is  able  to  resolve 
his  identity  crisis  with  its  accompanying  con- 
fusion and  move  on  to  an  adidt  identity  role, 
commensurate  with  his  abilities.  During  this 
period,  he  reworks  and  re-evaluates  his  assets 
and  liabilities  attempting  to  bring  into  more 
reasonable  persepctive  some  of  the  models  with 
which  he  has  identified  in  earlier  years.  These 
models  he  often  finds  are  either  childhood 
ideals,  impractical  of  achievement  in  terms  of 
the  present,  or  goals  of  heroic  size  out  of  pro- 
portion to  his  own  capabilities.  The  resolution 


of  the  identity  crisis,  after  a certain  amount  ol 
struggle,  is  achieved  in  varying  degrees  by 
most  adolescents.  Some,  of  course,  never  re- 
solve the  crisis  and  enter  adulthood  still  con- 
fused, floundering  and  unable  to  find  them- 
selves. Many  of  these  manifest  psychopath- 
ology ranging  from  severe  character  disorders 
to  psychoses. 

In  applying  the  concept  of  the  identity  crisis 
to  our  two  adolescents  we  can  see  that  they 
are  in  the  midst  of  it  and  have  not  begun  to 
resolve  it  too  successfully.  Ruth  exemplifies 
the  older  adolescent  who  is  graduating  from 
high  school  with  considerable  misgivings  about 
her  role  functioning  in  society.  Her  weakened 
identification  has  had  a great  effect  on  her 
academic  success  which  has  been  marginal.  It 
has  made  serious  inroads  on  her  natural  talent 
for  art,  filling  her  with  doubts  concerning  her 
own  ability  to  be  successful  in  this  field  de- 
spite considerable  potential.  At  present  she 
plans  to  work  for  a year  before  attempting 
enrollment  in  an  art  school,  a plan  which 
hopefully  will  resolve  her  identity  confusion. 

John,  on  the  other  hand,  has  just  entered  the 
period  of  identity  crisis  at  the  age  of  MfA.  He 
has  taken  refuge  in  a clelincjuent  sidjculture 
which  is  adding  another  handicap  to  his  al- 
ready limited  resources.  The  weakness  of  his 
identification  on  all  levels  makes  his  prognosis 
poor.  His  identity  with  the  delinquent  sub- 
culture provides  him  with  a negative  support 
which  may  result  in  a total  alienation  from 
constructive  .society.  The  road  ahead,  for  him, 
is  fraught  with  hazard. 

Summary 

I'he  effect  of  .social  forces  on  personality  de- 
velopment is  emphasized.  The  process  of 
identification  has  been  underscored  as  of  pri- 
mary importance  in  the  maturation  of  the 
adolescent.  Identification  has  been  divided 
into  three  components:  (I)  self-identity,  (2) 
family  identity,  and  (3)  social  identity. 

The  cc:>nclusion  reached  is  that  the  disadvan- 
ragecl  acfole.scent  is  “disadvantaged”  to  the 
degree  that  he  suffers  faulty  development  in 
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his  identifications,  i.e.,  self,  family,  and  social, 
and  that  this  faulty  identification  process  is 
caused  by  parental,  family,  and  social  forces 
inimical  to  healthy  personality  development. 
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Psychological  Considerations  in  the  care  of  Patients  with  Cancer 


Probably  all  patients  tvith  malignant  disease 
have  some  awareness  of  it.  At  the  same  time, 
they  will  all  avoid  or  deny  it  in  some  way,  for 
it  represents  the  ultimate  threat  to  their  body 
integrity  and  to  life  itself.  They  will  do  this 
in  a manner  characteristic  of  their  usual  re- 
actions to  stress,  which  emphasizes  the  need  to 
know'  all  patients  in  terms  of  their  life  ex- 
periences. This  conclusion  is  based  first  on  the 
universal  anxiety  experienced  when  they  were 
asked  to  see  a new'  doctor,  followed  by  the  re- 
lief on  discovering  he  was  a psychiatrist.  It 
was  further  supported  from  experiences  in 
office  practice  where  the  referring  physician, 
while  recognizing  the  need  for  psychiatric 
help,  would  urge  (even  order)  that  there  be 
no  reference  made  to  cancer  because  of  the 
danger  of  collapse,  insanity,  or  suicide. 

AVe  have  seen  many  patients  suffer  great 
anxiety  and  develop  a sense  of  mistrust  be- 
cause they  have  been  told  a lie  they  could 
not  possibly  believe  or  because  something 
offered  casually  one  w'eek  must  be  abandoned 
the  next. 


The  patients  think  of  their  lives  in  potentially 
normal  terms  and  w'ant  to  speak  of  the  reali- 
ties of  daily  life.  They  must  be  permitted  to 
do  so,  while  we  at  the  same  time  must  rec- 
ognize that  these  daily  concerns  are  being 
used  by  them  to  gauge  the  course  of  their 
disease. 

For  the  patients,  the  greatest  threat  seemed  to 
be  not  so  much  that  of  death,  but  rather  of 
pain,  heljrlessness,  rejection,  and  progressive 
isolation.  Studies  of  chronically  ill  people 
(especially  cancer  patients  who  think  in  terms 
of  disintegration)  have  show'ii  how  intense  the 
fear  of  abandonment  is.  It  is  feared  more 
than  death  itself.  It  is  usual  that  we  are 
frightened  of  things  about  which  we  may 
have  some  experience  or  memory.  Death  is 
beyond  our  conscious  and  unconscious  ex- 
perience (at  least  subjectively)  and  cannot  be 
conceptualized;  for  this  reason  death  is  most 
often  equated  with  abandonment.  In  the 
chronically  ill  person  this  fear  of  being  un- 
loved and  isolated  is  everywhere. 

,S.  L.  Feder:  Ann.  H.Y.  Acad.  Sci.,  125:1020  Jan.  21. 
1966. 
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AlUiough  tympanoplasty  is  often  disappointing  in 
lernis  of  improved  hearing,  it  usually  affords  excellent 
control  of  infection. 


Tympanoplasty* 

Results  at  Twelve  and  Twenty-four  Months 


Julio  T.  Noguera,  M.D.  and 
F.  Robert  Haase,  M.D./Neptune 

Since  ihe  pioneering  work  of  ^Vi■lllstein^  and 
Zollner-,  and  subsequent  work  of  Sheehy'®, 
Guilford^  and  GoodhilP  in  tympanoplasty, 
numerous  technics  have  l)cen  described.  This 
multiplicity  is  usually  a sign  of  unsatisfying 
results. 

Actually,  the  results  of  controlling  infection 
have  been  satisfactory;  but  the  hearing  results 
have  been  unpredictable  and,  on  the  average, 
rather  poor.  We  use  the  phrase  “on  the  aver- 
age’’ with  premeditation,  because  this  is  the 
w;iy  we  use  it  here  to  report  our  hearing  re- 
sults. It  is  reached  in  individual  patients  by 
adding  the  hearing  by  air  at  frequencies  500, 
1000,  and  2000  and  dividing  by  three.  This  is 
the  preoperative  base  line.  Postoperatively, 
the  average  is  determined  at  twelve  and 
twenty-four  months.  On  each  occasion  there 
may  be  a gain  or  loss  of  hearing.  All  gains 
are  added,  from  which  is  subtracted  the  sum 
of  all  losses  and  the  dillerence  is  divided  by 
the  total  number  of  patients.  This  provides 
us  with  an  average  reading  in  decibels  of  what 
we  have  accomplished.  Results  are  reported 
this  way  because  we  feel  that  every  patient 
taken  to  the  operating  room  should  be  in- 
cluded in  the  series.  Reporting  hearing  results 
has  become  a bodge  podge  of  figures  because 
each  author  selects  his  cases  to  be  reported 
in  a different  way. 

Our  technics  include  conventional  tympano- 
plasties (according  to  the  Wiillstein  classifica- 
tion) and  a small  group  of  reconstructions 
with  a silastic  prosthesis  designed  by  Haase, 
and  later  modified  by  both  authors.  The  con- 
ventional methods  used  were: 


Type  I.  The  ossicular  chain  is  intact.  .\ny  oilier  path- 
thology  present  does  not  require  removal  of  any  os- 
sicles. This  includes  cliolesteatoma  that  can  be  re- 
moved from  the  middle  ear  or  mastoid  without  destroy- 
ing the  ossicular  chain,  or  tympanosclerosis  when  good 
mobility  of  the  ossicles  could  be  obtained  at  the  time 
of  surgery. 

Type  II.  The  ossicular  chain  is  reconstructed  by  reposi- 
tioning the  incus  or  malleus  over  an  intact  stapes.  Or 
the  incus  is  placed  between  a mobile  footplate  without 
crurae  and  the  handle  of  the  malleus,  or  the  short 
process  of  the  incus  is  placed  on  the  mobile  footplate 
and  the  body  in  direct  contact  with  the  tympanic 
membrane. 

Type  III.  This  is  a simple  tympano-stapediopexy, 
whether  the  malleus  was  present  or  not.  and  whether 
the  patient's  own  tympanic  membrane  or  a recon- 
structed one  was  used. 

Type  If'.  This  is  the  so-called  cavum  minor  o[)eration. 
Only  a small  group  of  ten  is  presented  because  in  these 
cases  we  have  substituted  the  ossicular  chain  with  a 
silastic  prosthesis. 

The  prosthesis^  consists  of  a tliaphragm  meas- 
uring nine  millimeters  in  diameter,  plated  on 
a ring  of  the  same  material  that  is  three  quar- 
ters of  a circle.  The  ring  is  one  millimeter  wide 
ami  two  millimeters  deep.  In  the  section 
where  the  ring  is  absent,  a silastic  piston  is 
fused  to  the  diaphragm  and  measures  one 
millimeter  in  tliameter  and  six  millimeters  in 
length.  At  the  tip  of  the  piston  a small  tuft  of 
Dacron  is  fused  into  it. 

In  1961,  seeking  a way  to  simplify  reconstruc- 
tion of  lype  IV  candidates  and  old  radical 
mastoidectomies,  Haase  designed  the  pros- 
thesis. It  was  placed,  with  the  ring  and  dia- 
phragm, in  the  middle  ear  after  the  pathology 
was  removed,  with  the  piston  on  the  denuded 


* Read  before  the  Section  on  Otolaryngology,  .Annual 
Meeting,  The  Medical  Society  of  New  Jersev,  .Atlantic 
City,  May  19,  1969. 

t Made  by  Dow  Chemical  Corporation  of  Midlaml, 
Michigan. 
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l)ut  mobile  lootplate.  The  one  quarter  defect 
in  the  ring  was  made  so  that  it  could  fit  under 
the  facial  ritlge.  The  new  tympanic  membrane 
(made  of  temporal  lascia)  was  then  placed  over 
the  diaphragm.  The  initial  hearing  imjirove- 
ment  was  encouraging,  btit  within  six  months 
it  wotdd  diminish.  W'e  felt  that  the  close  ap- 
position of  the  tympanic  membrane  to  the 
diaphragm  was  lost,  and  we  wove  several 
pieces  of  wire  (surgical  stainless  steel  number 
lour)  through  the  diaphragm  converging  on 
the  area  of  attachment  of  the  piston.  This 
modification  would  increase  transmission  of 
vibrations  to  the  piston  and  give  the  new 
tympanic  membrane  a place  to  attach  to  the 
prosthesis.  Again,  we  found  that  hearing 
dropped  in  about  nine  months.  We  felt  that 
the  tip  of  the  piston  was  detaching  itself  from 
the  footplate,  as  patients  would  lose  the  hear- 
ing sometimes  after  a sneeze. 

.\  tuft  of  Dacron  was  fused  to  the  tip  of  the 
jiiston  to  stimulate  fibrosis  at  the  footplate 
after  removing  the  mucosa.  'While  we  did  this, 
we  decided  to  incorporate  Dacron  mesh  to  the 
diaphragm  to  stimulate  fibrosis  and  attach- 
ment to  the  tympanic  membrane.  The  hearing 
results  were  no  better.  Jn  about  six  months, 
for  the  first  time  in  our  experience  with  the 
jirosthesis,  they  began  to  extrude.  The  Dacron 
in  the  diaphragm  causes  atrophy  in  the  tym- 
panic membrane  with  eventual  perforation 
and  infection.  This  modification  was  quickly 
discontinued  and  we  are  back  to  weaving  one 
or  two  wires,  but  keeping  the  Dacron  at  the 
lij)  of  the  piston.  Results  of  the  prosthesis,  as 
it  is  used  today,  are  not  reported,  as  we  have 
instiflu  ient  follow-up  time. 


protrudes  through  the  defect  and  the  body  of 
the  incus  is  placed  on  top  of  the  diaphragm  in 
contact  with  the  stapes.  By  the  same  fashion, 
it  can  hold  up  an  incus  whose  short  process  is 
in  contact  with  the  footplate  and  the  new  tym- 
panic membrane  is  placed  on  the  body  of  the 
incus  for  a columellar  effect. 

The  hearing  results,  obtained  as  previously 
described,  follow.  All  operated  cases  with  suf- 
ficient follow-up  are  included  (see  Figure  1). 
In  Figure  2 it  can  be  seen  that  the  overall  gain 
is  poor.  Type  III  gave  the  best  result.  The 
twelve  months  improvement  dropped  in  all 
types  at  twenty-four  months.  Figure  3 shows 
the  range  of  difference  between  the  gainers 


FIGl'RE  1 

TYMP.WOPL.ASTIES 
.April  1959-April  1969 
Total  Number  420 

Cases  Used  In  .Study  159 

Reasons  For  Elimination 

(1)  Lost  to  follow  up  (approx.  50  per  cent) 

(2)  Insufficient  follow  up  (after  April  1967) 

(3)  Cases  with  silastic  prosthesis 


FIGURE  2 


TYMPANOPLASTIES  (159) 
Average  Closure  Of  .Air  Bone  Gap  In  DB 


Months  Type  I 
Postop  (58) 
12  6 DB 

24  2 DB 


Type  II  Type  III  Type  IV 
(63)  (28)  (10) 

6 DB  8 DB  1 DB 

2 DB  5 DB  1 DB 


FIGURE  3 

Range  of  Differences  In  AVidening  (AV)  or 
Narrowing  (N)  Of  Air  Bone  Gap  In  Decibels 
Months  Type  I Type  II  Type  III  Type  lA’ 


Postop 

AV 

N 

AV 

N 

AV 

N 

AV 

N 

12 

11 

33 

12 

25 

10 

14 

16 

13 

24 

11 

30 

29 

36 

20 

32 

21 

28 

'Fhe  prosthesis  also  prevents  adhesions  be- 
tween the  tympanic  membrane  and  promon- 
tory in  total  perlorations.  Instead  of  using 
a silaslit  sheet  that  may  slide  out  of  position, 
a pie-shaped  piece  of  the  prosthesis  is  removed, 
including  the  piston,  so  that  the  defect  Avill  fit 
in  the  area  of  the  stapes  and  placed  in  the 
middle  ear  prior  to  using  the  fascial  graft. 
Also,  it  holds  in  position  a repositioned  incus 
on  top  of  the  stapes  when  there  is  no  malleus. 
.\  small  pie-shape  section  including  the  pis- 
ton is  removed  so  that  the  head  of  the  stapes 


FIGURE  4 

SlI.AS  l IC  PROSTHESLS 
.April  1964— .April  1967 


Months  Postop 

12 

24 

No.  Patients 

30 

14 

DB  Average  Closure 

3.3 

I 

Range  Differences— Gap  AVidened 

23 

31 

In  Decibels  —Gap  Narrowed 

25 

22 

FIGURE  5 

Comparison  Of  .Silastic  Prosthesis  AVith  Tympanoplasty 
Type  lA’  Closure  Of  .A-B  Gap  In  DB 
Months 

Postop  Prosthesis  Type  lA' 

12  3.3  DB  1 DB 

24  1 DB  1 DB 
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and  the  losers.  In  Type  I the  greatest  loss  that 
did  not  get  worse  at  twenty-four  months,  was 
eleven  decibels.  The  greatest  loss  in  all  other 
lypes  at  twelve  months  became  worse  in 
iwenty-four  months.  On  the  other  hand,  the 
greatest  gainers  tended  to  get  better  at  twenty- 
lour  months  as  compared  to  twelve  months. 
Some  of  them  are  quite  dramatic  as  in  Type  II 
where  the  greatest  gainers  had  thirty-six  deci- 
bels of  improvement  and  in  Type  IV,  twenty- 
eight  decibels.  In  Figure  4,  the  results  of  the 
silastic  prosthesis  are  presented.  The  average 
gain  at  twelve  months  w'as  3.3  decibels,  and 
at  twenty-four  months,  one  decibel.  The 
greatest  losers  decreased  by  31  decibels  at 
twenty-four  months,  and  the  greatest  gainers 
improved  by  22  decibels  at  twenty-four 
months.  In  Figure  5,  a comparison  is  made  of 
Type  IV  and  the  silastic  prosthesis  results.  At 
twenty-four  months  the  gain  is  the  same. 

Conclusion 

4'ympanoplasty  today  produces,  in  the  long 
tun,  insignificant  average  hearing  improve- 


ment, although  infection  control  has  been 
good.  The  silastic  prosthesis,  as  used  at  pres- 
ent, is  not  extruded  even  in  the  presence  of 
an  acute  infection  and  helps  to  preserve  a 
middle  ear  cavity.  Other  modifications  may 
make  it  a more  efficient  sound  transmitter  to 
the  footplate  of  the  stapes.  We  propose  that 
long  term  reporting  should  include  all  oper- 
ated cases  to  get  a true  picture  of  our  accom- 
plishments, lest  w'e  be  deluded  into  a false 
sense  of  success  and  inaction. 
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Healthful  School  Living 


As  a doctor,  you  are  concerned  about  a child’s 
physical  health.  But  this  is  bound  up  with  so- 
cial and  emotional  health,  too.  And  since  a 
child  spends  so  much  of  his  waking  time  in 
school,  the  emotional  climate  of  the  school  has 
a major  impact  on  his  total  development.  As 
physicians,  we  have  not  fully  sensitized  our- 
selves to  this.  The  National  Education  As- 
sociation has  joined  with  the  AMA  in  de- 
veloping a book.  Healthful  School  Environ- 
ment. This  is  part  of  the  trilogy  serving  as 
reference  for  teachers,  school  administrators, 
members  of  boards  of  education,  and  others 
responsible  for  school  programs.  The  two 
counterparts  are  Health  Edxtcation  and  School 
Health  Services. 


The  new  book  emphasizes  that  schooling  is  a 
“total  experience,”  not  just  an  “intellectual” 
exercise.  It  reminds  us  that  “healthful  school 
living”  means  living  within  a sc1kk)1  where  all 
environmental  conditions,  every  social  rela- 
tionship, and  every  curriculum  experience  is 
carried  on  with  due  attention  to  health. 
Among  the  topics  are  the  emotional  setting  of 
the  classroom,  school  food  services,  lighting 
and  acoustics,  air  conditioning,  heat  and 
ventilation,  water  supply,  plumbing  and  waste 
disposal. 

Copies  are  available  from  the  AMA  (535 
North  Dearborn  Street,  Chicago  60610),  $6  in 
hardcover  and  $4  in  paperback. 
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So  far  as  is  laioicn,  this  is  the  first  operation  of  this 
type  to  have  been  performed  in  Xeie  Jersey. 


Replacement  Of  The 
Thoraco-Abdominal  Aorta^ 


Victor  Parsonnet,  M.D.,  Ramon  Sy,  M.D., 
Joseph  Alpert,  M.D.,  and 
Donald  K.  Brief,  M.D. /Newark 


On  March  12,  1968  the  thoracoabdominal  aorta  was 
resected  and  replaced  with  a Dacron  prosthesis  from 
the  mid-thoracic  aorta  to  the  bifurcation.  The  celiac 
axis,  superior  mesenteric,  and  both  renal  arteries  were 
anastomosed  separately  to  the  graft.  He  tolerated  the 


Aneurysmal  dilatation  of  the  upper  abdominal 
aorta  is  a challenging  lesion  to  treat  because 
the  major  abdominal  visceral  arteries  arise 
from  tiris  segment  of  the  aorta.  Such  aneu- 
rysms lre(|uently  extend  proximally  through 
the  diaphragm  to  involve  the  descending 
thoracic  aorta,  and  distally  to  the  bifurcation 
of  the  aorta  or  beyond  to  the  common  iliac 
arteries.  Extensive  surgery  in  two  body 
cavities  is  therefore  required  for  successful 
treatment.  There  is  danger  of  producing 
irreversiljle  ischemia  of  one  or  more  of  the 
visceral  organs  during  the  resection  and  graft 
replacement.  A series  of  46  such  operations 
was  reported  by  DeBakey^’^  and  co-workers; 
eleven  patients  died  within  one  month,  and 
27  were  alive  and  well  up  to  10  years. 

.\  6.^  year  old  mau  had  been  admitted  to  another 
hospital  for  treatment  of  sigmoid  diverticulitis.  There 
a routine  chest  x-ray  demonstrated  a thoracic 
aneurysm.  The  patient  was  transferred  to  the  Newark 
Beth  Israel  Medical  Center  for  further  evaluation. 
There  were  no  symptoms  referable  to  the  aneurysm. 
Except  for  mild  constipation,  the  system  review  was 
not  remarkable. 

He  was  a well  dexeloped  and  nourished  man  with  a 
blood  pressure  of  160  100.  Heart  sounds  and  rhythm 
were  normal  and  there  were  no  murmurs.  The  ab- 
domen was  soft  and  flat.  No  pulsating  masses  were  pal- 
pable. The  extremities  and  peripheral  pulses  were 
normal. 

Laboratory  studies  were  entirely  within  normal  limits, 
including  total  proteins,  hemogram,  serum  chemistries 
and  electrolytes.  Electrocardiogram  showed  normal 
sinus  rhythm,  left  axis  deviation,  and  first  degree  A-V 
block.  Pulmonary  function  studies  were  normal. 
(Eigure  I) 


• Erom  the  Department  of  Surgery,  and  the  Division 
of  \’ascular  Surgery  of  the  Newark  Beth  Israel  Medical 
Center.  Dr.  Sy  is  a resident  in  \'ascular  Sugery. 


Eigure  I 


Pre-operative  retrograde  aortogram  of  the  thoraco- 
abdominal aorta.  Dotted  lines  indicate  extent  of 
aneurysm.  Note  fusiform  dilatation  of  the  aorta  above 
the  aneurysm,  and  the  buckling  and  tortuositv  just 
above  the  take-olf  of  the  aneurysm. 


])rocedure  well,  requiring  ,S,000  cubic  centimeters  of 
i)Iood  during  the  operation.  Central  venous  pressure 
and  blood  gases  were  monitored  frequently  in  the 
post-operative  perioti.  Respiratory  assist  was  used  for 
24  hours,  and  thereafter  intermittent  positive  pressure 
breathing  was  used.  \'ital  signs  remained  stable 
throughout,  and  there  was  an  adequate  urinarv  out- 
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put,  1 ransiciu  increase  of  the  blood  urea  nitrogen  to 
49  iniliigranis  per  cent  reverted  toward  normal  before 
discharge.  There  was  some  limitation  of  respiratory 
excursion  because  of  the  large  thoraco-alxlominal  in- 
cision, but  frequent  chest  x-ray  determination  showed 
satisfactory  expansion  of  both  lungs  and  the  thoraco- 
tomy tidae  was  removed  on  the  4th  post-operative  day. 
An  intestinal  fungus  infection  on  the  7th  post- 
operatire  dav  was  treated  successfully  with  Myco- 
statin.S 


Figure  2 


Post-operative  retrograde  aortogram.  The  catheter  tip 
is  at  the  take-off  of  the  graft.  The  blind  end  of  the  up- 
per aorta  is  barely  visible.  The  lettered  arrows  indicate 
the  risceral  vessels.  (A-celiac  artery;  B-superior  me- 
senteric artery;  C-splenic  artery;  D-right  renal  artery; 
E-left  renal  arterv.) 


On  March  28,  1968  a retrograde  aortogram  showed  ex- 
cellent function  of  the  prosthesis,  with  normal  opaci- 
fication of  the  visceral  arteries.  (Figure  II)  The  patient 
was  asymptomatic  and  well  nine  months  after  surgery. 


The  major  considerations  in  resection  and 
graft  replacement  of  an  aneurysm  of  the 
thoracoabdominal  aorta  are  to  obtain  ade- 
quate exposure  of  the  lesion  and  the  branch 
arteries,  and  to  limit  the  ischemic  time  of  the 
abdominal  viscera  during  the  period  of  cross 


clamping  of  the  aorta.  This  period  sliould  be 
as  short  as  ijossible,  probably  less  than  one 
hour. 


Figure  3 — A and  B 


Inf  mes. 
art. 


Insert  A demonstrates  position  of  the  incision,  and  B 
the  approximate  extent  of  the  aneurysm  as  found  on 
exploration. 


Figure  .3  — C and  D 


Insert  C reveals  the  first  step  of  the  anastomosis,  with 
end-to-side  connection  of  the  graft  to  the  aorta  above 
the  aneurysm,  end-to-end  connection  below  the  aneu- 
rysm, and  re-anastomosis  of  the  left  renal  artery.  Note 
the  flow  continues  to  the  other  visceral  vessels.  Insert 
D illustrates  method  of  completion  of  the  resection 
with  anastomosis  of  the  other  limbs  to  the  remaining 
visceral  arteries,  (see  text  for  details). 


\'OL.  66-NUMBER  9-SEPTEMBER,  1969 


511 


The  patient  was  placed  in  the  supine  position 
(Figure  III)  with  the  left  side  of  the  body 
elevated  and  the  left  arm  elevated.  The 
thoracic  and  abdominal  cavities  were  entered 
through  a thoracoabdominal  incision,  and  the 
diaphragm  divided  to  the  aorta.  A thorough 
exploration  was  made  to  determine  the  extent 
of  the  lesion  and  associated  pathology  to  as- 
sure that  resection  was  feasible.  The  abdominal 
viscera,  including  the  left  colon,  spleen  and 
pancreas  tvere  retracted  to  the  right  exposing 
the  aorta  and  the  left  kidney.  Proximal  and 
distal  control  tapes  were  passed  about  the 
aorta.  A Dacron®  tube  of  suitable  size  was 
then  anastomosed  end-to-side  to  the  descend- 
ing aorta  by  partial  exclusion  technic.  The 
prosthetic  bypass  from  the  thoracic  to  the 
abdominal  aorta  maintained  circulation  to  the 
legs  during  the  resection  of  the  lesion  and  this 
graft  subsequently  became  the  permanent  re- 
placement of  the  excised  aorta.  Following 
completion  of  the  proximal  anastomosis  the 
graft  was  occluded  at  its  origin  and  the  lower 
limb  of  the  graft  was  anastomosed  to  the  end 
of  the  aorta  below  the  renal  arteries.  The 
graft  was  then  opened  allowing  blood  to  flow 
to  the  lower  extremities. 

Knitted  Dacron®  tubes  8 millimeters  in  diam- 
eter were  attached  to  the  bypass  graft  by  end- 
to-side  anastomosis  using  a partly  occluding 
clamp  to  the  graft.  The  left  renal  artery  was 
anastomosed  first.  Following  completion  of 
this  anastomoses,  the  descending  aorta  was 
clamped  below  the  origin  of  the  graft  and  the 


aneurysm  was  partly  resected.  previously  at- 
tached Y-shaped  limb  was  rapidly  anasto- 
mosed end-to-end  to  the  right  renal  and  su- 
perior mesenteric  arteries.  The  celiac  artery 
was  similarly  attached  to  the  graft.  During  the 
procedure,  heparinized  saline  was  injected  in- 
to the  major  arteries.  The  total  ischemic  time 
did  not  exceed  20  minutes  for  any  of  the 
major  arteries.  Following  restoration  of  cir- 
culation the  remainder  of  the  aortic  aneurysm 
was  excised.  The  blind  end  of  the  thoracic 
aorta  below  the  clamp  was  oversetm  with 
Dacron®  sutures.  The  abdominal  and  chest  in- 
cisions ■were  then  closed,  and  a thoracotomy 
tube  was  placed  in  the  left  chest. 

Summary 

An  operation  that  minimizes  ischemia  to  the 
viscera  has  made  possible  the  successful  resec- 
tion and  replacement  of  a large  aneurysm  of 
the  thoracoabdominal  aorta.  Long-term  fol- 
low-up indicates  that  visceral  function  has 
been  preserved  and  that  the  patient  remains 
well  9 months  following  the  operation. 
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Recruitment  of  Black 

Fhe  AMA  and  constituent  and  component 
medical  societies  are  making  an  effort  to  at- 
tract more  black  students  to  the  study  of 
medicine.  Joining  in  this  program  are  the 
Xational  Medical  Association  and  individual 
medical  schools.  A new  motion  picture  has 


Medical  Students 

just  been  released  by  the  International  .Afro- 
American  Museum,  in  cooperation  with  the 
Detroit  Medical  Society.  Entitled  “You  Can 
Be  a Doctor,”  it  is  in  color,  15-minutes,  and 
available  from  the  Museum  at  1549  ^\'est 
Grand  Boulevard,  Detroit  48208. 
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ij7  spite  of  many  leondrous  ncie  antibiotics,  staphyloc- 
cocci  pneumonia  still  has  a high  mortality. 


Staphylococcal  Pneumonia* 

A Review  of  30  Cases 


Samuel  Cohen,  M.D.  and 

Alfredo  D.  Recano,  Jr.,  M.D./Jersey  City 

This  is  a review  of  thirty  patients  admitted  to 
the  Poliak  Hospital  for  Chest  Diseases  in  the 
ten  year  period  beginning  in  January  1958. 
This  study  is  restricted  to  patients:  (1)  with 
“primary”  staphylococcal  pneumonia;  (2)  in 
whom  hemolytic  staphylococcus  aureus  coagu- 
lase-positive  organisms  were  isolated  from  the 
sputum  and/or  pleural  fluid;  and  (3)  who  had 
abnormal  chest  x-ray  findings.  This  also  em- 
phasizes results  of  long-term  follow-up  ex- 
amination with  especial  reference  to  serial 
residual  roentgen  findings  affecting  the  paren- 
chyma, particularly  the  so-called  pneumato- 
coele. 

Clinical  Data 

Epidemiologic  Information:  Twenty  of  the 
thirty  patients  were  admitted  during  the  three 
year  period  1958  to  1961.  The  final  inventory 
date  for  follow-up  studies  was  December, 
1968.  Table  I summarizes  the  incidence  ac- 
cording to  age,  sex,  and  race. 

Predisposing  Factors:  Upper  respiratory  tract 
infection  or  viral  respiratory  disease  (and 
especially  influenza)  may  increase  suscepti- 
bility to  staphylococcal  pneumonia. De- 
bilitated patients,  and  children  with  a con- 
genital defect  seem  to  be  more  predisposed. 
In  our  series,  63  per  cent  of  the  patients  had 
significant  concurrent  associated  clinical  con- 
ditions. These  are  itemized  in  Taljle  2. 

There  are  other  factors  such  as  localized 
cutaneous  or  osseous  staphylococci  foci,  for  ex- 
ample, which  may  result  in  a bacteremia  with 
secondary  pulmonary  implantation,  but  these 


were  excluded  from  this  study. 

Onset  was  acute  in  lourieen  patients  (17  per 
cent)  and  insidious  in  sixteen  (53  per  cenl). 
The  specific  features  (d  the  symptom  complc.x 
are  visualized  in  Table  3. 

Findings  on  Admission 

Laboratory:  Anemia  was  common.  The  white 
blood  cell  count  ranged  from  5,000  to 
34,000.  Others  have  observed  leukopenia 
especially  in  debilitated  adult  patients.  Posi- 
tive blood  cultures  were  obtained  in  three  pa- 
tients (10  per  cent)  although  samplings  were 
not  made  in  all.  In  only  one  case  was  there 
subsequent  evidence  of  distant  lesions.  .All  re- 
covered from  the  acute  process. 

X-Ray:  While  bacteriologic  proof  definitely 
identifies  the  disease,  certain  x-ray  findings 
may  increase  the  likelihood  of  staphylococcal 
pneumonia. 

"VA'liile  an  overlapping  of  criteria  is  inevitable, 
the  following  were  the  predominant  thoracic 
roentgen  findings  on  admission:  (a)  Slight  ab- 
normality interpreted  as  pleural  reaction  — 
two  cases;  (b)  pneumothorax  or  hydro- 
pneumothorax with  or  without  associated  pul- 
monary infiltration  — six  cases  or  20  per  cent; 
(c)  bronchopneumonic  infiltration  of  \arying 
extent  and  confluence  frequently  associated 
with  single  or  multiple  areas  of  “hi-lite” 
(sometimes  with  fluid  levels)  and  some  also 
had  a pleurisy  — twenty-two  cases  or  73  per 
cent.  Of  these,  fourteen  were  unilateral  and 
eight  bilateral  in  distribution. 

* From  the  R.  S.  Poliak  Hospital  for  Chest  Diseases 
in  Jersey  City.  Dr.  Recano  is  Chief  Resident  there  and 
Dr.  Cohen  is  Medical  Director. 
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Prognosis  and  Mortality 

Beiore  the  availability  of  antibiotic  therapy, 
staphylococcic  pneumonia  had  a high  mor- 
tality. This  was  significantly  reduced*  w’ith 
the  introduction  of  penicillin  in  1941.  The 
prognosis  has  also  improved  in  recent  years 
due  to:  (a)  the  changing  ecology  of  staphy- 
loccKcal  disease;  (b)  vaccination  against  in- 
fluenza; (c)  the  availability  of  newer  anti- 
biotics— especially  penicillinase  resistant  peni- 
cillins. 

Four  patients  (13  per  cent)  in  our  group  died 
during  the  course  of  the  staphylococcal  pneu- 
monia in  spite  of  antibiotic  therapy.  They 
were  between  the  fifth  and  sixth  decades  of 
life,  debilitated  with  serious  associated  dis- 
eases; two  with  advanced  active  pulmonary 
tuberculosis,  one  with  bronchogenic  car- 
cinoma and  one  with  chronic  obstructive  pul- 
monary disease  and  associated  chronic  cor 
pulmonale. 

Treatment 

In  atUlition  to  the  traditional  regimen  in  the 
general  management  of  acute  bronchopul- 
monary infections,  treatment  consists  of  the 
early  and  adequate  use  of  proper  antibiotics. 
Soon  after  the  introduction  of  penicillin,  most 
strains  of  staphylococci  were  susceptible  to  it. 
Later  it  became  apparent  that  an  increasing 
number  erf  strains  produced  penicillinase  and 
that  organisms  were  resistant  in  a variable  de- 
gree to  the  action  of  penicillin  G in  vitro  and 
in  vii'o.  The  development  of  semisynthetic 
petiicillinase-rcsistant  penicillins  has  greatly 
improved  antimicrobial  therapy  of  this  infec- 
tion. Methicillin"  is  virtually  totally  resistant 
to  staphylococcal  penicillinase®  and  mcthicil- 
lin  exerts  a bacteriocidal  action  in  the  blood 
to  practically  all  present  strains  of  staphy- 
lococcal infections  (regardless  of  whether  they 
produce  penicillinase)  in  the  dosage  of  one 
gram  intramuscularly  every  four  hours. 
Methicillin,  then,  at  this  time,  is  the  drug  of 
choice.  It  has  the  disadvantage  that  it  must  be 
given  parenterally  and  can  cause  .some  side 
reactions  but  is  generally  well  tolerated. 
Methidllin  should  preferrably  not  be  used  in 
patients  sensitive  to  penicillin  (although 


there  is  not  perfect  cross  sensitivity  between 
the  two).  The  second  choice  of  drugs  is 
cephalothin,  also  given  by  injection.  The 
usual  adult  daily  close  may  be  the  same  as  for 
methicillin  or  higher.  (Loridine  intramuscu- 
larly may  be  less  painful.)  Vancomycin  is 
probably  as  effective  as  methicillin  in  treat- 
ing severe  infections  but  has  the  disadvantage 
of  intravenous  administration  (one  gram 
every  twelve  hours,  200  to  300  cc  of  5 per  cent 
dextrose  and  water)  resulting  in  frequent 
local  phlebitis,  drug  rash,  eighth  nerve  invol- 
vement and  aggravation  of  pre-existing  renal 
dysfunction. 

Other  semi-synthetic  penicillins,  such  as  oxacil- 
lin, cloacillin  nafcillin,  are  also  effective  and 
can  be  given  orally  but  variability  in  gastro- 
intestinal absorption  makes  this  route  less 
desirable  in  the  management  of  severe  staph- 
ylococcal pneumonia;  furthermore,  oxacillin, 
for  example,  is  bound  to  serum  proteins,  is 
rapidly  inactivated  by  serum  in  vitro  and  for 
this  reason,®  adequate  blood  levels  arc  not 
well  maintained  beyond  2 to  4 hours. 

Tetracycline,  erythromycin,  chloramphenicol 
and  lincomycin  are  effective  against  a var- 
iable number  of  strains  of  staphylococci  with 
the  last  two  mentioned  drugs  probably  being 
more  effective.*® 

The  antibiotics  used  in  our  patients  Avere 
methicillin,  chloramphenicol,  albamycin,  no- 
vobiocin, vancomycin,  kantrex,  tetra-acetyl 
oleandomycin  (TAO),  cathomycin,  declomy- 
cin  — usually  in  combination. 

Selection  of  the  proper  antibiotic  is  based  up- 
on sensitivity  studies  of  the  staphylococcal 
strain  and  the  severity  of  the  infection.  The 
pragmatic  clinical  approach  often  necessitates 
the  initiation  of  treatment  before  the  deter- 
mination of  the  responsible  organism  and 
strain  and  sensitivity  of  antibiotics.  For  this 
reason,  it  is  best  to  choose  initially  the  most 
effective  antibiotic.  To  recapitulate,  ns  of  to- 
day, first  priority  is  given  to  methicillin  and 
if  the  patient  has  an  allergy  to  penicillin,  then 
the  use  of  cephalothin.  The  need  for  combina- 
tion drug  therapy  Avill  vary  with  the  bacterial 
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sensitivity  studies,  the  severity  of  the  infec- 
tion and  the  clinical  resix>nse. 

Attention  is  focused  on  the  complication  of 
empyema.  Eight  patients  (27  per  cent)  de- 
velo|>ed  this.  In  two  of  them,  the  fluitl  was 
small  in  amount  and  thoracentesis  alone  wdth 
continuation  of  antibiotics  was  adecpiate.  In- 
tercostal tube  drainage  was  done  in  four.  This 
procedure  followed  by  decortication  was  per- 
formed in  the  remaining  two  because  of  the 
chronicity  of  the  empyema.  There  were  no 
surgical  comjilications  and  the  pleural  space 
was  obliterated  in  all.  Successful  therapy  de- 
pends on  early  diagnosis,  use  of  the  proper 
antibiotic,  adequate  drainage,  and  oblitera- 
tion of  the  space. 

Post-hospiiol  Discharge  Status 

1.  Died.  Of  the  26  patients  who  left  the  hospi- 
tal after  the  first  admission,  7 (or  27  per  cent) 
were  re  admitted  and  died  within  a four  year 
period.  Five  died  of  congestive  heart  failure, 
one  of  aspiration  pneumonia  and  one  of 
uremia  with  associated  re  activated  pulmonary 
tuberculosis.  Tw'o  of  the  other  six  also  had 
tuberculosis;  in  one  it  was  inactive  and  in  the 
other  there  was  temporary  bacillary  exacerba- 
tion controlled  by  chemotherapy.  One  patient 
wdio  signed  a release  with  an  intercostal  tube 
in  .situ  for  his  empyema  was  re  admitted  three 
w’eeks  later  and  died  in  cardiac  failure.  In  the 
remaining  three  patients,  complete  clearing  of 
the  staphylococcal  pneumonia  was  present  in 
one  on  discharge,  marked  resolution  in  an- 
other and  the  third  had  a residual  pneumato- 
coele  three  months  later. 

2.  Living.  Six  of  the  26  patients  (23  per  cent) 
w'ere  alive  up  to  nine  years  (the  longest  fol- 
low-up) after  the  first  hospital  discharge. 
Three  had  complete  clearing  at  that  time.  In 
one  patient,  pneumatocoeles  persisted  for  at 
least  21  months  (then  lost  to  observation) 
(Case  1);  in  the  other  two  (who  had  underly- 
ing associated  chronic  pulmonary  tuber- 
culosis), the  residual  large  areas  of  radio- 
lucency  probably  represented  bullae  noted  up 
to  20  months  and  9 years  after  discharge. 

Of  the  group  w’ithout  follow-up,  four  showed 
no  residual  infiltration,  four  had  some  re- 


maining parenchymal  process  (none  had 
pneumatocoeles)  and  five  residual  pleural 
thickening  at  the  time  of  discharge.  These  in- 
dividuals could  not  be  located.  It  might  be  a.s- 
sumed  that  no  late  complications  of  the  ori- 
ginal pneumonia  developed. 

Case 

.\  female,  age  22,  was  admitlecl  bv  transler  Irom  a 
local  hospital  where  uihcrciilosis  was  diagnosed  on  the 
basis  of  x-ray  findings  (Fig.  1).  Onset  — first  week  in 
F'ebrnary  with  cough,  sputum,  fever,  chest  pain  and  5 
pound  weight  loss,  sputum  blood  streaked  twice.  On 
admi.ssion,  she  was  febrile,  had  moderate  leucocytosis. 
The  tuberculin  test  was  positive.  Her  sputum  was 
negati\e  for  add  fast  bacilli  but  positive  for  staphy- 
lococcus aureus,  coagulase-positive.  She  was  placed  on 
novobiocin  with  marked  clinical  and  x-ray  improve- 
ment. She  was  discharged  six  weeks  after  admission  to 
continue  chemotherapy  for  four  to  six  more  weeks. 

Note  the  evolutionary  fate  of  confluent  infiltration  and 
pneumatocoeles  (Fig.  1 to  4)  which  persisted  on  last 
available  film.  She  was  lost  to  follow-up  two  years 
later.  An  x-ray  film  taken  at  time  of  a pre-employment 
examination  before  bospitalzation  was  negative  — rul- 
ing out  pre-existing  cystic  disease. 


Figure  1 


Radiographic  Features 

AVhile  bacteriologic  proof  is  conclusive,  find- 
ings on  tlie  chest  roentgenogram  in  many 
cases  had  certain  distinctive  features.  A rapid- 
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ly  (hanging  x-ray  appearance  in  the  presence 
of  an  unchanging  clinical  course  may  confuse 
ihe  clinician.  To  appreciate  the  rapidity  of 
the  roentgen  changes  during  the  acute  proc- 


Figiire  3 


ess,  frecptent  serial  fdms  should  be  made.  An 
area  c^f  patchy  or  homogenous  pneumonic 
infiltration  may  become  replaced  to  varying 
degree  by  single  or  multiple  cyst-like  hyper- 

r>  I (i 


ventilated  areas  called  pneumatocoeles  which 
are  non-epithelialized  positive  pressure  “cavi- 
ties” resulting  from  infection  with  a check 
valve  bronchial  mechanism.  'Wdiile  seen 
characteristically  in  staphylococcal  pneu- 
monia, they  do  occur  in  suppurative  or 
necrotizing  pneumonias  of  other  bacterial 
etiology.  The  infectious  process  produces  an 
endo,  meso,  and  peribronchitis  with  formation 
of  a i.)eribronchial  abscess  which  perforates 


FlG>f 

L i 

Figure  4 

into  a bronchus  resulting  in  evacuation  of  its 
contents  (partial  or  complete)  producing  an 
air  or  air  and  fluid  containing  defect  in  the 
interstitial  tissue.  The  check  valve  mechanism 
caused  by  inflammation  and  edema  is  postu- 
lated to  explain  the  marked  fluctuations  in 
size  which  may  sometimes  be  seen.  Shifting 
fluid  levels  due  to  purulent  exudate  within 
the  “cavity”  may  appear  and  disappear  on  x- 
ray  during  the  course  of  the  lesion.  The 
granulation  tissue  lining  of  the  “cavity”  be- 
comes progressively  thinner  as  the  “cavity” 
enlarges  under  tension  and  with  further  res- 
olution of  the  inflammatory  process  there 
appears  the  classical  thin  walled  pneumato- 
cyst.  These  cysts  appear  related  (in  part)  to 


I HE  JOURN.VI.  OF  1 HE  MF.mC.AL  .SOCIETY  OF  NEtV  JER.SEV 


delayed  or  inadequate  chemotherapy  and  an 
incidence  as  high  as  61  per  cent  has  been  re- 
jmrtedd  Usually,  they  disappear  spontaneously 
within  a matter  of  several  Aveeks  as  the  infec- 
tion subsides  btit  very  occasionally  there  is 
persistence  lor  a considerable  period  of  time, 
d'omography  clarifies  delineation  (Case  1). 
Surgical  treatment  is  not  necessary  for  a true 
uncomplicated  pneumatocoele. 

Differential  problems  include  the  following: 
(1)  pneumatocysts  may  closely  simulate  a 
pneumothorax  or  hydropneumothorax  but 
actual  rupture  into  the  pleural  space  may  also 
occur  Avith  these  resultant  complications  and 
surgical  treatment  is  then  indicated  — this 
diagnostic  problem  arises  more  frequently  in 
infants  than  in  adults;  (2)  a congenital  cyst 
usually  does  not  fluctuate  in  size.  Infection  is 
far  more  frequent  as  the  child  gets  older  — 
and  incidentally  the  cyst  is  lined  by  bronchial 
epithelium,  usually  columnar  and  often 
ciliated;  (3)  pneumatocoele  may  closely  re- 
.semble  a bulla  Avhich  is  a non-epithelialized 
air  space  lined  by  fibrous  tissue  and  produced 
by  rupture  and  coalescence  of  alveoli.  Some- 
times a check  valve  mechanism  may  lead  to 
accumulation  of  secretions  within  the  bulla 
and  simulate  a lung  abscess  or  an  encap- 
sulated hydropneumothorax  — a bulla  or 
bullae  may  occur  in:  (a)  an  otheiAvise  healthy 
lung;  (b)  associated  with  chronic  obstructiA’e 
emphysema  or  (c)  Avith  fibrosis  secondary  to 
infection  and  or  noxious  inhalants  (such  as 
tuberculosis  and  silicosis  and  (d)  in  the 
“vanishing  lung  syndrome.”  (Bullae  do  not  dis- 
appear but  tend  to  increase  in  size,  usually 
sloAvly.  Surgical  treatment  may  be  the  proce- 
dure of  choice  in  selected  cases);  (4)  in  adults 
particularly,  an  initial  erroneous  roentgen 
diagnosis  may  be  made  of  tubercidosis  (as  oc- 
curred in  several  of  our  cases)  especially  Avhen 
the  infiltration  and  pneumatocoeles  are 
bilateral  (Case  1).  Frequent  serial  roentgeno- 
grams and  sputum  examinations*  should 
quickly  clarify  the  problem.  If  the  staphylo- 
coccal pneumonia  is  engrafted  on  a so-called 
“virgin  pulmonary  parenchyma,”  resolution 
Avill  proceed  at  a faster  rate  (other  things  be- 
ing equal)  than  if  it  is  superimposed  on  a 
previously  damaged  lung  due  to  emphysema. 


fibrosis,  bronchiectasis,  tuberculosis,  and  the 
like.  The  prophylactic  use  of  isoniazide  is 
Avarranted  in  the  presence  of  the  latter.  Re- 
activation of  an  old  tuberculous  lesion  can 
occur  and  the  concurrent  presence  of  the  tAvo 
different  etiologic  processes  may  lead  to  dif- 


TABLE  1 


Age  on  adm. 

,\o.  of  cases 

Per  cent 

Below  13  years 
Between 

4 

13 

13-15  years 

8 

28 

46-65  years 

14 

46 

Over  65  yeais 
Sex 
Mcde 

4 

13 

21 

70 

Female 

Race 

9 

30 

White 

28 

93 

Non-white 

2 

7 

T.\BLE  2 

Associated  Clinical  Conditions 

Xo.  of  Cases 

Pulmonary  tuberculosis,  active 

4 

Pulmonary  tuberculosis,  inactive 

3 

Congestive  heart  failure 

3 

Bronchogenic  carcinoma 

1 

Pulmonary  emphysema  and  fibrosis 

1 

Chronic  alcoholism 

1 

Diabetes  mellitus 

1 

Pyelonephritis 

1 

Rheumatoid  arthritis 

1 

Bronchial  asthma 

1 

Patent  ductus  arteriosus 

1 

Rheumatic  heart  disease 

1 

Total 

19 

TABLE  3 

Symptoms  and  Signs  on  Admission 

Xo. 

of  Cases 

Per  cent 

Acute  onset 

14 

47 

Insidious 

16 

53 

dmonary  Symptoms 

Cough  with  or  without  sputum 

30 

100 

Dyspnea 

11 

37 

Chest  pain 

9 

30 

Hemoptysis  (frank  or  streaked) 

6 

20 

Wheezing 

6 

20 

Cyanosis 

2 

7 

Abnormal  physical  signs 

27 

90 

ficulty  in  evaluation  of  some  shadoAVs,  particu- 
larly areas  of  increased  radiolucency.  This 
problem  was  noted  in  seAeral  of  our  cases. 
Serial  sputum  and  roentgen  studies  should  be 
done. 
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Carcinoma  of  the  Breast,  a Decade  of  New  Results  with  Old  Concepts 


This  tumor  stands  unique  as  the  commonest 
malignant  tumor  of  middle-aged  women,  and 
the  leading  cause  of  death  in  Avhite  women  in 
the  United  States,  thirty-nine  to  fifty-four 
years  of  age.  No  single  manifestation  of 
cardio-vascular  or  renal  disease,  no  single  in- 
fection and  no  complication  of  pregnancy  or 
parturition  takes  such  a toll  of  the  mother  in 
her  prime. 

If  one  acknowledges  that  the  passage  of  time 
is  required  for  a tumor  to  progress  from  its 
initial  focus  to  lymph-node  metastasis,  the 
corollary  must  also  be  accepted  that  early 
diagnosis  presents  the  patient  Avith  the  great- 
est likelihood  of  survival:  a localized  tumor 
Avithout  spread. 

The  genetic  soil  in  which  this  disease  arises 
has  been  explored  extensively.  Both  ^Voolf 
and  Anderson,  et  al.  found  that  the  hereditary 
tendency  is  for  breast  cancers  specifically,  and 
not  merely  for  malignant  tumors  in  general. 

The  same  concern  applies  to  the  remaining 
breast  after  mastectomy  for  cancer:  in  ap- 
proximately 10  per  cent  of  patients  surviving 
for  more  than  three  years  the  lesion  will  de- 
velop in  the  opposite  breast. 

Failure  to  nurse  for  longer  than  three  months 


is  associated  with  a higher  risk  of  breast  can- 
cer. 

The  disease  is  significantly  less  frequent  in 
married  women  who  have  borne  children  than 
in  single  nulliparous  Avomen.  A dispropor- 
tionately large  number  of  these  patients  (20 
per  cent)  were  single  women,  and  a fidl  34 
per  cent  of  them  were  nulliparous. 

In  a patient  Avho  has  had  a carcinoma  of  the 
breast  removed,  and  in  Avhom  further  preg- 
nancy is  to  be  aAoided  for  fear  of  exacerba- 
tion of  dormant  metastases,  the  oral  contra- 
ceptive pills  are  positively  contraindicated. 
Many  contain  progestins,  and  others  estro- 
gens, both  substances  that  Avill  stimulate  the 
growth  of  dormant  breast  metastases.  A re- 
cent study  has  shown  marked  stimulation  of 
advanced  breast  cancer  — evidenced  by  acute 
hypercalcemia  — after  the  administration  of  a 
modified  progestational  agent,  medroxypro- 
gesterone acetate  (Provera). 

Previous  oophorectomy  appears  to  reduce  the 
incidence  of  breast  cancer.  If  this  disease  de- 
Aelops  in  a patient  Avho  has  undergone  prior 
oophorectomy,  she  then  has  a significantly 
Avorse  prognosis. 

F.  n.  Nfoorc,  S.  I AVoodrow.  At.  .Miapoulios.  R.  F. 
AVilson:  Sen'  Engl.  J.  Med.,  277:293  August  10.  1967. 
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Radiation  itself  may  produce  carcinoma-like  symptoms, 
sugiresting  a recurrent  malignancy.  Look  before  you 
reoperute! 


Simulated  Recurrent 
Cancer  Of  The  Cervix 
Following  Irradiation 

Report  of  a Case 


Arpad  G.  Gerard,  M.D.  and 
Alexander  Streiinger,  M.D./Woodbridge 

Sequelae  from  irradiation  for  carcinoma  of 
the  cervix  may  simulate  recurrent  cancer. 
Differential  diagnosis  between  cancer  recur- 
rence and  radiation  granuloma  may  be  dif- 
ficult and  fraught  with  error.  Either  condition 
(recurrent  cancer  or  radiation  granuloma) 
may  be  accompanied  by  intense  pain.  This 
may  lead  to  liberal  administration  of  narcotics 
and  consequent  addiction.  Such  were  the  cir- 
cumstances in  a patient  who,  by  a fortuitous 
succession  of  events,  was  fully  rehabilitated. 


A 43-year-old  married  woman,  gravida  I,  para  I,  wa.s 
first  seen  by  one  of  us  in  May,  I9.')l.  Cdiief  complaint 
was  continuous  incapacitating  abdominal  pain  of  over 
a year’s  duration,  associated  with  malnutrition  and 
weakness. 

She  had  felt  well  until  August,  1948,  when  she  was  ad- 
mitted to  Duke  Hospital  in  Durham,  North  Carolina, 
with  the  diagnosis  of  carcinoma  of  the  cervix.  Stage  I 
(League  of  Nations  classification).  In  July,  1949,  radium 
was  implanted  intrauterinely,  intracervically,  and  in- 
travaginally  at  the  Maryland  General  Hospital  in 
Baltimore.  Total  dosage  was  4.')00  mgm  hours.  Diag- 
nosis at  that  time  was  “squamous-cell  carcinoma  of  the 
cervix  with  parametrial  extension,  clinical  Stage  IV.” 
Subsequently,  a rectovaginal  fistula  developed.  Six 
months  later,  in  the  Maryland  General  Hospital,  a 
sigmoidostomy  was  done,  following  which  the  patient’s 
condition  deteriorated  markedly.  She  developed  con- 
tinuous severe  abdominal  pain,  which  necessitated 
daily  administration  of  10  to  1.5  injections  of  nar- 
cotics, with  only  temporary  relief. 

I he  patient  was  fully  aware  of  the  diagnosis  and 
prognosis  of  her  condition.  She  came  to  us  for  further 
treatment  with  a letter  from  her  family  physician  to 
the  effect  that  inoperable  carcinoma  extended  to  the 
sigmoid  and  rectum;  that  the  sigmoidostomy  was  done 
to  relieve  rectal  obstruction;  that  the  case  was  termi- 


nal, and  therefore  narcotics  should  he  gi\en  freely  for 
pain  relief. 

On  May  14,  19.51,  our  examination  revealed  an  ob- 
\iously  ill  woman  with  evidence  ot  malnutrition  and 
loss  of  weight.  She  was  apprehensive  and  in  distress. 
Positive  physical  findings  were  limited  to  the  abdomen 
and  pelvis.  She  had  a functioning  sigmoidostomv. 
I here  was  marked  tenderne.ss  in  the  lower  abdomen. 

mass,  the  size  of  a melon,  without  definite  outline, 
could  be  palpated  in  the  lower  abdomen.  Motion  ol 
the  cervix  produced  pain  in  the  lower  abdomen,  but 
because  of  severe  discomfort,  adequate  palpation  was 
not  possible.  Vaginal  inspection  disclosed  ulceration  of 
the  upper  half  of  the  vagina  below  the  abdominal 
mass,  extending  onto  the  posterior  \aginal  wall  and 
causing  a large  rectovaginal  fistula.  A large  volume  of 
]ms  exuded  continuouslv  per  vaginam,  necessitating 
continuous  application  of  pads. 

In  the  ensuing  two  years,  she  continued  the  frequent 
ti.se  of  opiates.  .She  was  unable  to  work,  and  spent 
much  of  her  time  in  bed.  though  her  basic  condition 
did  not  deteriorate  further. 

Oti  July  20,  19.53,  the  patient  was  hospitalized  in  the 
St.  Elizabeth  Hospital.  Elizabeth,  New  [ersev  to  be 
evaluated  for  pelvic  exenteration.  In  addition  to  the 
findings  on  cystoscopy,  sloughing  tissue  was  seen  in  the 
right  upper  section  of  the  urinary  bladder.  Ibis  was 
a.ssumed  to  be  carcinoma  extension;  no  biopsy  was 
taken.  Pelvic  exenteration  was  not  done  because  she 
could  not  afford  to  obtain  enough  of  her  tvpe  of 
blood,  Rh  negative.  She  continued  to  take  narcotics 
with  increasing  freqtiency  after  her  discharge  from  the 
hospital. 

On  March  6,  19.55,  she  was  rehospitalized.  Her  status 
appeared  fairly  good  for  having  had  extensive  cancer 
for  seven  or  more  years.  No  slough  was  seen  in  the 
bladder.  Doubt  arose  whether  the  sloughing  tissue  seen 
in  1953.  actually  had  been  carcinoma.  The  vaginal 
ulcerated  fornix  and  edges  of  the  rectovaginal  fistula 
were  biopsied.  No  malignancy  was  found.  Therefore  it 
was  decided  to  attempt  excision  of  all  diseased  tissue 
with  possible  preservation  of  the  entire  urinary  tract. 
The  patient  had  no  antibodies  for  Rh  positive  blood 
and  had  a negative  Coombs  test.  Two  weeks  later  a 
combined  abdominovaginal  perineal  procedure  was 
carried  out,  with  simultaneous  transfusion  with  ade- 
quate amounts  of  the  Rh  positive  (but  otherwise  group 
compatible  and  cross-matched)  blood.  On  operation,  it 
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was  touiul  that  tlie  abdominal  mass  incorporated  the 
uterus,  both  tubes,  both  ovaries,  a section  of  the  sig- 
moid. a section  of  the  rectum,  and  the  upper  half  of 
the  \agina  (Figure  1).  These  were  embedded  into  a 
fibrous  mass  containing  many  small  abscesses.  The 
sigmoid  ceplialad  was  transected  to  the  sigmoidostomy; 
the  sigmoidostomy  freed  from  the  abdominal  wall;  the 


.Shows  the  rectovaginal  fislida  and  the  sigmoid  colos- 
tomy; in  the  shaded  area,  the  large  [talpable  mass  con- 
taining uterus,  parametria  and  considerable  amount 
of  granulomatous  tissue. 

mass  freed  from  the  ureters  and  from  the  bladder;  and 
then  the  mass  was  separated  posteriorly  from  the 
sacrum  and  posteriorly  to  the  bladder.  Finallv,  the 
rectum  was  transected  below  the  rectovaginal  fistula 
and  vagina  at  its  midpoint.  All  diseased  tissue  was  re- 
mo\ed  in  one  block.  Fhe  splenic  flexure  was  mobilized 
and  enough  length  of  bowel  obtained  to  anastomose  to 
the  antis.  Fhis  anastomosis,  however,  involved  heavily 
irradiated  tissue. 

Histologic  examination  of  the  specimen  showed  fibro- 
purtdent  changes  but  no  cancer.  During  the  postopera- 
tive cotirse,  there  was  no  transftision  reaction,  but  the 
sigmoid  canal  anastomosis  broke  down  and  seepage  in- 
to the  abdominal  cavity  with  generalized  peritonitis 
ensued. 

On  April  4,  1955,  transverse  colostomy  and  abdominal 
drainage  were  done  as  emergency  measures.  Marketl 
improvement  followed.  Shortly  after,  as  soon  as  the 
pain  stopped,  the  patient  abruptly  stopped  reqttesting 
narcotics;  no  witlulrawal  symptoms  ensued,  and  use 
of  narcotics  was  permanently  suspended. 

The  general  strength  of  the  patient  improved  but  she 
remained  with  a large  rectovaginal  fistula  and  a trans- 
verse colostomy.  As  the  tissues  in  the  perineal  anal 


region  were  permanently  affected  by  irradiation,  at- 
tempts to  dose  the  rectovaginal  fistula  on  September 
29,  1957,  atid  on  December  9,  1957,  were  not  fully  suc- 
cessful. On  .\pril  1,  1958,  however,  closure  of  the 
fistula,  involving  use  of  a skin  flap  placed  into  the 
residual  vagina,  was  successful.  On  .May  20,  1958,  the 
transverse  colostomy  was  taken  down  (Figure  2).  Fol- 


Figttre  2 

Fhe  mass  is  excised;  a section  of  the  sigmoid  and  the 
rectum,  carrying  also  the  sigmoidostomy,  excised; 
rectovaginal  fisttila  repaired  and  sigmoidorectal  anas- 
tomosis affected. 

lowing  this  procedure  the  patient  had  normal  bowel 
morements  per  rectum,  she  was  continent  of  urine, 
and  her  general  condition  was  good. 

Following  her  discharge  on  May  30.  1958,  she  rapidly 
improved.  Her  rehabilitation  improved  to  the  extent 
that  she  took  a permanent  position  as  a motel  clerk. 

On  January  29,  1962,  she  was  rehospitalized  and  a 
grannloma  was  excised  from  the  abdominal  wall  in  the 
region  of  one  of  the  scars.  No  lesidnal  tumor  was 
fotind  in  this  granuloma.  On  periodic  physical  exami- 
nation there  were  no  objective  findings,  nor  any  sug- 
gestion of  recurrent  malignancy.  Her  general  condition 
continued  to  be  satisfactory  until  September,  1908, 
when  she  suffered  a cerebral  thrombosis. 


Carcinoma  of  the  cervix  is  the  second  most 
common  form  of  cancer^  in  women  in  the 
United  States.  Although  radio-therapy  re- 
mains the  outstanding  treatment,  this  is  not 
without  serious  complications.  For  this  reason 
and  also  for  eventual  recurrence  of  the  ori- 
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giiial  tumor,  close  follow-up  of  such  patients 
is  important. 3 

The  ionizing  action  of  radiation  delivered  to 
the  tissues  probably  causes  some  damage  to  all 
pelvic  organs.-  Sometimes  it  is  impossible  to 
treat  the  growths  effectively  by  radiation  with- 
out causing  severe  damage  to  the  adjacent 
normal  organs;  late  reactions  or  injury  may 
appear  several  months  or  years  thereafter. 

Signs  and  symptoms  of  fdjrosis,  rectovaginal 
or  vesicovaginal  fistula,  and  enteritis,  with  or 
without  bowel  obstruction,  resulting  from  the 
radiation  therapy,  may  mimic  those  of  recur- 
rence of  the  original  condition. If  these 
actinic  complications  are  erroneously  assumed 
to  be  recurrent  maligmancy,  there  is  danger 
that  additional  radiation  may  be  admin- 
istered, thus  causing  further  damage  to  the 
already  injured  intestine.  Also  serious  is  the 
danger  of  addiction  from  humanitarian  ad- 
ministration of  narcotics®  for  what  is  mis- 
takenly believed  to  be  terminal  cancer. 

Since  these  complications  are  often  amenable 
to  surgical  corrections,  their  recognition  may 
be  lifesaving. 

Summary 

A case  of  carcinoma  of  the  uterine  cervix  and 
subsequent  drug  addiction  is  reported.  Fol- 


lowing radiation  therapy,  multiple  complica- 
tions (including  rectovaginal  fistula,  bowel 
obstruction,  and  a large  abdominal  mass) 
arose,  which  led  to  the  erroneous  diagnosis  of 
extensive  and  inoperable  recurrent  cancer. 
Continued  observation,  and  reexamination 
led,  fortuitously,  to  the  decision  to  subject 
the  ijatient  to  exploration  and  to  possible 
curative  surgery.  This  was  carried  out  by 
serial  operations,  with  salutary  results.  Despite 
continued  administration  of  large  amounts 
of  narcotics  for  a long  period  of  time,  no 
withdrawal  symptoms  followed  discontinu- 
ance of  opiates  after  her  pain  had  been  re- 
lieved by  surgery. 
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The  Absurd  X-ray  Scare 


The  American  College  of  Radiology,  de- 
fending the  current  use  of  x-rays  by  physi- 
cians, criticized  recent  scare  stories  for  caus- 
ing fears  of  x-ray  examinations.  Dr.  R.  H. 
Chamberlain  said  that  articles  like  the  one 
in  a recent  Ladies  Home  Journal  distorted 
the  facts  and  simply  scared  people  as  to  the 
possible  effects  of  being  x-rayed.  Dr. 
Chamberlain  added: 


“The  risks  to  patients  in  the  performance  for 
medical  x-ray  examinations  are  vanishingly 
small.  Diagnostic  x-ray  examinations  do  not 
endanger  the  health  of  patients.  "We  could 
cite  millions  of  instances  where  x-ray  examin- 
ations provide  life-saving  information  to 
patients.  The  real  tragedy  occurs  when  any 
individual,  misled  by  such  stories,  refuses  a 
needed  examination”. 
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Unexpected  loss  of  consciousness  is  a problem  to  the 
patient  and  the  physician.  An  orderly  method  of  stiidv 
is  here  presented. 


Syncope 

A Plan  for  Differential  Diagnosis 


Albert  Abraham,  M.D./ Morristown 

Syncope,  momentary  loss  of  conciousness,  is 
frightening  to  patients  and  disturbing  to  phy- 
sicians. Especially  interesting  are  the  phy- 
siologic mechanisms,  because  some  can  be 
explained  and  the  people  helped.  Mere,  now 
is  a plan  for  the  stiuly  of  syncope  based  upon 
my  experiences  with  68  patients.  The  propor- 
tion of  males  (75  per  cent)  reflects  the  fact 
that  1 served  as  cardiologist  to  a Veterans  ,\d- 
ministration  Hospital  and  thercfoie  saw  huge 
nimd)ers  of  referred  males. 

large  proportion  of  these  patients  have 
central  nervous  system  disease.  This  may  be  ;i 
function  of  the  kind  of  patients  referred  to 
me  from  the  Veterans  Adminisli ation  Hospi- 
tal (a  neurologic  and  psychiatric  one)  during 
the  early  part  of  this  series.  When  I entered 
private  practice,  there  was  no  neurologist  or 
neurosurgeon  practicing  in  the  aiea.  Con- 
secpiently,  some  private  patients  who  later 
weie  found  to  have  central  nervous  system 
disease  were  referred  as  well. 

1 am  applying  the  word  syncope  to  briel 
episodes  of  loss  of  conscloushe.ss.  A review  of 
my  63  patients  reveals  that  in  most  instances 
a specific  diagnosis  was  possible:  Therefore, 
an  approach  to  managetnent  was  possible  too. 
(.See  Table  T) 


'Fable  II 

Diatrno.ses  in  this  Series 

Disease  of  Central  AVmoi/.v  System  8 

Fpilepsy  (iiiiopathic)  -I 

liraiii  Tumor  2 

Cerebral  alropbv  I 

Hypertensive  encepbalopatby  1 

Cai  iliovasrular  Disease  18 

Stokes-Aclams  .syndrome  (heart  block)  7 

I’aroxysmal  tachycardia  3 

Congenital  aortic  stenosis  2 

Idiopathic  hypertrophic  subaortic  stenosis  1 

Rheumatic  valvitlar  disease  4 

Cerebral  Aneitrystn  1 

Physiologic  Factors  21 

Fitnctional  hyperinsulinism  8 

Carotid  situis  hypersensitivity  7 

Cough  syncope  3 

Oithostatic  hypotetision  I 

\'aso\agal  reflex  I 

Ihpervetitilation  1 

Fiiiolional  Mechanisms  4 

(after  adec]uate  stitch) 


Table  III  gives  the  distribution  of  the  best 
diagnostic  clues.  This  points  up  the  desir- 
ability of  doing  systematic  studies.  number 
of  them  are  simple  clinical  procedures. 

Table  III 

Distribution  of  Best  Diagnostic  Clues  in  This  Series 
F.lectrocardiogram  10 

Patient’s  history  8 

Carotid  sinus  pressure  test  7 

Cardiac  auscultation 

Insulin  tolerance  test  .'> 

Fleet  ro-encephalogram 

t.lucose  tolerance  test  3 

Pneumo-encephalogram  3 

Cerebral  angiogram  3 

I Ivperventilation  test  1 

Flack  lest  (orthostatic  hypotension)  1 


Fable  I 

Distribution  of  Patients  in 
.MAI.E-M 


Age 

I i-20 
21-30 
31-40 
4 I -.'50 
51-60 
61-70 
71-80 


Diagnosed 

2 

7 

8 
4 

14 

3 

0 


this  Series 

PPM  A I. F - It; 
Diagnosed 
^ 2 
5 
1 

2 

1 

1 

1 


Fotal 


13 


Fotal  .">1 

These  patients  need  a meticulous  general  his- 
tory and  physical  examination.  The  history  is 
ofteti  significant.  In  my  series,  for  eight  pa- 
tients, the  history  was  the  best  diagnostic  cltic. 
I would  be  especially  interested  in  the  age  ol 
onset,  previous  history  of  central  nervous 
.system  disease,  and  dietary  intake.  A descrip- 
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lion  ol  liie  liisl  episode  may  i)e  (liat>nosl i( ; 
ihe  ( h.ii  acterisiics  ot  later  ejnsocles  may 
change.  En\iroiimental  sellings,  temperaime, 
and  humidity  should  l>e  elicited  and  one 
should  seek  a history  of  “premonition.” 

riie  ijliysical  examination  is  important  l)e- 
cause  one  might  immediately  find  tlie  dif- 
ficultx  in  some  patients.  For  example:  loud 

ssstolic  murmur  at  the  second  right  sternal 
border  might  suggest  aortic  stenosis.  cardiac 
airhsthmia  would  be  suspicious  of  itself. 
Clinical  evidence  of  hyperlhyrc:)iclism  might 
Ol  ient  one  to  look  out  for  an  arrhythmia,  and 
the  electrocardiogram  may  rescal  the  diag- 
nosis. 

Certain  standard  laboratory  procedures 
should  be  done  for  every  patient;  For  ex- 
ample: urinalysis,  complete  blood  ccmin, 

blood  sugar.  Spinal  lluicl  examination  and 


special  manometric  inocedures  are  occiisional- 
ly  helidul. 

The  (Carotid  Si)ni.s  Pressure  test  may  be  heljj- 
lul.  I his  w.is  positive  in  seven  patients  of  this 
series.  The  test  is  done  .as  follows;  I he  j)a- 
lienl  sits  in  a chair,  at  case,  with  an  electro- 
cardiogram attached  and  blood  jiressurc  cull 
;i])plied,  and  with  atropine  sullate  grains  1 li) 
in  a syringe  nc.iriiy.  The  examiner  stands  be- 
hind with  a hand  on  each  side  c>f  the  patient's 
neck  and  gently  taps  the  right  carotid  sinus 
three  times  while  the  electrocardiogram  is 
recorded.  If  there  is  no  resjKinse  he  tajjs  the 
left  side  three  times,  if  there  is  no  response, 
he  may  massage  the  right  carotid  sinus  for 
,H()  seconds,  latci  the  left  for  30  seconds;  or 
after  a one  miiiiilc  pause,  both  carotid  sinuses 
simultaneously  massaged  for  30  seconds.  .W 
block,  diminished  heart  rate,  or  sync  ope  would 


SEaiONS  FROM  CONTINUOUS  CARDIOGRAM 


Figure  I 
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be  considered  positive  signs.  Hypersensitivity 
of  the  carotid  sinus  to  pressure  may  be  the 
basis  of  syncope  through  three  possible 
mechanisms:  (1)  Reflex  stimulation  of  the 
vagus  nerve  can  produce  temporary  complete 
heart  block  and  syncope;  (2)  Reflex  stimula- 
tion of  the  vaso-depressive  nerve  fibers  may 
produce  acute  dilatation  ol  visceral  muscle 
blood  supply  with  pooling  of  blood,  drop  in 
blood  pressure,  and  consequent  syncope;  (8) 
Reflex  stimulation  of  specific  vaso-depressive 
nerve  fibers  may  produce  acute  dilatation  of 
intracranial  blood  vessels,  a sharp  drop  in 
cranial  blood  pressure,  and  consequent  syn- 
cope. 

.An  example  of  this  type  of  study  is  repro- 
duced in  figure  I. 

The  Flack  Test  is  performed  as  follows:  The 
patient  stands  at  ease  with  a blood  pressure 
cuff  attached  to  one  arm  and  an  electrocardio- 
gram attached  to  his  body.  Have  atropine  sul- 
fate 1/75  in  a syringe  ready  for  use  if  neces- 
sary. The  patient  is  given  a rubber  tube  at- 
tached to  a mercury  sphygmomanometer. 
■After  deep  inspiration  he  blows  into  the  tube 
to  push  the  mercury  as  high  as  possible  (above 
his  diastolic  blood  pressure).  A sudden  col- 
lapse and  loss  of  consciousness  is  a positive 
sign.  Orthostatic  hypotension  is  considered  to 
re,sult  from  failure  of  the  neurovascular  reflex 
mechanism.  This  failure  allows  blood  to  pool 
in  the  lower  extremities  and  abdominal  vis- 
cera with  the  resultant  drop  in  blood  pres- 
sure. Syncope  may  result  from  moderate  peri- 
pheral dilatation  that  develops  after  remain- 
ing erect  in  one  position  for  a long  time  (on 
the  parade  grounds,  e.g.). 

Hyperventilation  with  dissipation  of  carbon 
dioxide  and  loss  of  normal  respiratory  stimu- 
lus may  result  in  apnea  with  syncope.  A 
simple  test  may  be  performed  in  this  fashion: 
d’he  jjatient  should  stand  at  ease  and  breathe 
quietly,  then  on  direction  he  should  breathe 
deeply  30  times  per  minute  for  three  minutes. 
I'he  resulting  apnea  may  produce  syncope 
which  will  be  obvious. 

Functional  Hypoglycemia  is  a rather  common 
disturbance.  Eight  patients  in  this  series  had 
it.  One  may  suspect  this  from  the  history.  A 


simple  method  of  study  would  be  to  give  a 
fasting  patient  100  Grams  of  glucose  and  take 
a blood  sugar  (fasting  and  hourly  for  6 hours 
after  the  glucose  was  administered).  When 
possible  simultaneous  electroencephlogram 
study  may  be  helpful.  In  some  cases  where  the 
patient  does  not  like  to  take  a large  amount 
of  sugar  by  mouth  (and  it  is  nauseating  to 
take  100  Grams  of  sugar)  an  insulin  tolerance 
test  is  easily  done.  The  patient  fasts,  fasting 
blood  sugar  is  taken,  he  is  given  one  unit  of  in- 
sulin intravenously  for  each  22  pounds  of 
body  weight.  Half  an  hour  later  another 
blood  sugar  is  taken  and  note  is  made  of  the 
patient’s  situation.  If  he  is  sweaty,  weak,  ap- 
prehensive (usual  insulin  type  reaction)  or 
has  lost  consciousnss  the  test  could  be  con- 
sidered positive. 

An  example  of  this  kind  of  study  is  repro- 
duced in  figure  II. 

FIVE  HOUR  GLUCOSE  TOLERANCE  TEST 

S C.  S3  C4AJ-£. 

CmCO>S£i  TOL£.f.ANC£,  CUJ^V^ 

OAAL  r>0>i£.t  /OO  SM.  ^LUCC'SS. 


Extensive  investigation  of  the  central  nervous 
system  coidd  include  electroencephlogram, 
skull  x-ray  films,  arteriograms,  brain  scans, 
and  pneumoencephlograms.  The  best  plan 
would  be  to  proceed  step  by  step  with  these 
tests  in  mind  where  central  nervous  system 
disease  is  a possibility  and  there  are  no  ob- 
vious neurologic  abnormalities. 
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How  does  a general  hosl)ilal  prepare  its  eincrgenry  de- 
partment for  large  scale  emergencies?  Here’s  how  . . . 


Is  Your  Hospital  Prepared 
For  Emergencies? 


Jack  R.  Karel,  M.D. /Hillside* 

The  emergency  department  of  a general  hos- 
pital is  the  most  important  area  in  the  in- 
stitution. It  should  be  separate  from  any  other 
major  department.  More  people  contact  the 
institution  through  the  emergency  room  than 
through  any  other  department  of  the  hospi- 
tal.^ Law  enforcement  and  public  safety  are 
tied  up  with  the  emergency  department. 
There  is  an  influx  of  patients  of  all  kinds  and 
from  all  economic  and  social  levels.  The 
emergency  area  and  its  personnel  should  be  a 
department  of  the  hospital  equivalent  to 
other  departments  in  the  matter  of  representa- 
tion on  medical  boards  and  its  administration. 
This  unit  must  be  adequately  staffed  by 
trained  personnel,  both  professional  medical 
and  para-medical,  and  adequately  equipped 
with  expendable  and  non-expendable  equip- 
ment and  supplies  to  cope  with  all  major  or 
minor  disasters,  whether  an  industrial  explo- 
sion, fires,  car  accidents,  victims  of  a train 
wreck,  heart  attacks,  or  poisonings,  and  also  in 
floods,  hurricanes,  earthquakes,  and  tornadoes, 
where  a greater  number  of  casualties  woidd 
occur.  By  having  a daily  on-going  program  in 
the  emergency  department  and  with  adequate 
planning  and  preparation,  the  general  hospital 
will  be  ready  for  the  onslaught  that  would 
come  when  victims  of  disaster  in  any  com- 
munity came  to  the  doors  of  an  emergency 
department.  When  ten  or  more  victims  of  a 
disaster  are  brought  to  a hospital  with  injuries 
needing  immediate  treatment  and  admission, 
the  normal  operation  of  that  hospital  can  be 
temporarily  disrupted  if  inadequately  pre- 
pared. For  this  case-load  the  emergency  de- 
partment will  immediately  need  additional 
personnel.  If  thirty  or  more  victims  of  disaster 


are  brought  to  the  hospital  emergency  rooms, 
additional  space,  supplies,  and  personnel 
would  be  required. 

On  March  19,  1967  the  Trustees  of  The  Medi- 
cal Society  of  New  Jersey  recommended  the 
implementation  of  an  Emergency  Medical 
Care  Program  in  every  general  hospital  in  the 
State  of  New  Jersey. ^ These  programs  must  be 
daily  on-going  in  emergericy  departments,  not 
crash  programs.  Much  has  been  accomplished 
since  then.  Emergency  departments  have  been 
updated  with  improvement  or  replacement  of 
the  physical  plant.  Licensed  physicians  have 
been  placed  in  emergency  departments,  either 
full  or  part-time,  to  provide  24-hour  coverage. 
Fourteen  hospitals  have  signed  contracts  with 
the  Division  of  Emergency  Health  Services  of 
the  U.S.  Public  Health  Service  for  the  imple- 
mentation of  the  Hospital  Reserve  Inventory 
Disaster  Program  at  their  hospital.  An  addi- 
tional 18  hospitals  have  contracts  pending  for 
their  participation.  Also,  28  Packaged  Disaster 
Hospitals  (200-bed  capacity)  have  been  as- 
signed to  28  community  hospitals  throughout 
the  state. 

The  Trustees  approved  a recommendation  of 
its  Special  Committee  on  Emergeticy  Medical 
Care  that  a training  program  for  emergency 
room  physicians  be  held  and  repeated  in  each 
judicial  district  of  The  Medical  Society  of 
New  Jersey.’  This  training  program  is  being 
conducted  during  a ten-week  period  in  ten  of 
the  larger  general  hospitals  and  the  response 
has  been  excellent.  This  is  the  hrst  formal 
program  of  its  kind  on  an  extensive  scale  to 
be  held  in  the  United  States.  The  Medical 

* Dr.  Karel  is  Chairman  of  the  Committee  on  Emer- 
genev  Medical  Care  of  MSNJ. 
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Society  of  New  Jersey  is  conducting  this  most 
important  program  in  cooperation  with  the 
Xew  Jersey  Department  of  Health  and  the 
Di\ision  of  Emergency  Health  Services  of  the 
U.S.  Public  Health  Service.  Other  cooperating 
medical  organizations  are  the  New  Jersey 
d'rauma  Committee  of  the  American  College 
of  Surgeons,  New  Jersey  Heart  Association, 
New  Jersey  Chapter,  American  Academy  of 
Pediatrics,  C'.onncil  on  Mental  Health  of  The 
Medical  Society  of  New  Jersey  and  the  New 
Jersey  Neuropsychiatric  Association.  All  lec- 
tin ers  are  New  Jersey  physicians  and  surgeons. 

Subjects  and  demonstrations  included  in  the 
training  program  for  emergency  room  ])hy- 
sicians  are  as  follows: 

1.  Cardiac  emergencies,  including  [mlmonary  edema 

2.  Psychiatric  emergencies 
8.  Infant  emergencies 

•t.  Cardio-pnlmonary  resnscitalion 
5.  r he  nnconscions  palicnl 
().  Care  of  simple  wounds 

7.  Management  of  mnlii  system  injury 

8.  I rcatment  of  burns 

1).  Resuscitation,  to  include  restoration  of  aiiway, 
shock,  hemorrhage,  and  fluid  replacetnetit 

A similar  in-service  training  program  ought 
to  be  held  annually  in  every  general  hospital 
in  the  Ihiited  States.  In  this  way  we  can  de- 
liver emergency  medical  services  properly  anti 
adetpiatcly. 

Huntley^  has  stated  that  liospitttls  must  he 
ready  to  call  for  assistance  (in  the  event  of  a 
major  disaster)  from  those  governmental 
agencies  charged  with  assuring  the  availability 
of  health  services  to  United  States  citizens  in 
a disaster.  .Mready  certain  programs  have 
been  established  by  the  Division  of  Einer- 
geiuy  Health  Services,  USPHS,  not  only  for 
ready  availability,  but  for  immediate  trans- 
port to  the  stricken  area  and  to  the  hospital 
giving  .service  to  that  area.  In  the  first  criu  ial 
hours  of  a disaster,  there  is  no  time  to  wait  for 
outsitlc  assistance  to  arrive.  Hospitals  in  the 


disaster  area  will  be  faced  with  mounting 
numbers  of  casualties  and  dwindling  supplies 
of  critical  medical  items.  United  States  hospi- 
tals seldom  maintain  large  inventories  of  ex- 
pendable items  because  resupply  under  nor- 
mal conditions  is  very  easy.  During  a disaster, 
with  the  breakdown  of  communication  and 
transjjortation,  resupply  could  become  dif- 
ficult if  not  impossible.  Huntley*  has  further 
cxitlained  that  the  Division  of  Emergency 
Health  Services  has  formulated  a program  to 
expand  community  hospital  stocks  of  critical 
medical  items  to  a 30-day  level.  This  is  the 
“hospital  reserve  disaster  inventory.”  Medical 
supplies  have  been  taken  out  of  the  nation’s 
emergenty  medical  stockpile  now’  in  ware- 
houses and  placed  at  the  point  of  use  before 
they  are  needed.  Each  hospital  will  use  the 
items  supplied  by  the  inventory  expansion 
program  and,  at  the  same  time,  continue  its 
established  rate  of  procurement.  This  will 
help  to  assure  disaster  readiness  and  will  also 
achieve  an  automatic  rotation  of  limited  shelf- 
life  items. 


Summary 

The  emergency  department  has  attained  im- 
portance that  demands  its  administration  as  a 
separate  department  of  the  hospital,  that  it 
be  adequately  staffed  by  medical  personnel, 
both  profe.ssional  and  para-medical,  and  that 
there  arc  adequate  and  available  supplies  and 
equipment  to  cope  with  all  major  and  minor 
disasters.  1 further  recommend  an  annual  in- 
service  training  program  for  emergency  room 
physicians  in  every  general  hospital. 
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Trustees'  Minutes 

July  20,  1969 

A regular  meeting  oE  the  lioarcl  oi  rruslecs 
was  held  on  July  20,  1969  at  the  Executive 
Oflices  in  Trenton.  Detailed  minules  are  on 
file  with  the  secretary  cji  your  county  medical 
.society.  A summary  of  the  significant  ad  ions 
follows; 

Report  of  Treasurer  . . . Authorized,  in  ac- 
cordance with  the  Bylaws  ((ihapler  10,  .Sec- 
tion 3a),  transfers  betweeti  budgetary  accounts 
to  accommodate  five  budgetary  appropria- 
tions which  had  been  exceeded  during  fiscal 
year  1968-1969. 

AMA  Committees  . . . Directed  that  the  fol- 
lowing names  be  submitted  to  the  AMA  for 
consideration  in  filling  the  December  1969 
vacancies  on  certain  committees:  Aitlomolixie 
Safety  — Seymour  Charles,  M.D.,  Newark,  and 
Arnold  N.  Constad,  M.D.,  Springfield;  Medi- 
cine and  Religion  — ]crome  G.  Kaufman, 
M.D.,  Maplewood,  and  Bishop  James  G. 
Schacl,  Haddon  Heights. 

Medical  Advisory  Cojnmittee  to  Medicaid  . . . 
Designated,  at  the  request  of  the  New  Jersey 
Department  of  Institutions  and  Agencies,  the 
following  to  serve  on  the  Medical  Advisory 
Committee  to  the  State  Medicaid  Piogram: 

nonakl  P.  Riirt,  \r,D.,  Morristown 
,\rthnr  C.  Dietrick,  M.D.,  Mount  Holly 
John  n.  Franzoni,  M.D.,  Trenton 
.Samuel  J.  I.loyd,  M.D.,  Trenlon 

Congress  on  Occupational  Health  . . . Author- 
ized the  attendance  (with  expenses  paid)  of 
Dr.  Joseph  A.  Lepree  (Chairman  of  the  Com- 
mittee on  Occupational  Health,  Mhnkmen’s 
Compensation,  and  Rehabilitation)  at  the 
29th  Congress  on  Occupational  Health  to  be 
held  in  St.  Louis  on  September  l.'i  and  16, 
1969. 

Clarification  of  Bylaws  — Chapter  V,  Section 
3d.  . . Referred  Section  3d  of  Chapter  V of 


the  Bylaws  to  the  Committee  ou  Revision  of 
Constitution  and  Bylaws  for  clarification,  by 
piojjosecl  amendment  and  subsequent  repoi  i 
to  the  Bcjard.  This  section  ccincerns  filling  a 
vacancy  which  exists  when  a member  who 
holds  an  elective  office  is  elected  to  a second 
office. 

Implementation  of  Resolution  ^7  (Chiro- 
practic) . . . Conferred  evith  representatives 
of  Bergen  County  (Richard  B.  Berlin,  .M.D. 
and  James  S.  Todd,  M.D.)  concerning  actions 
initiated  or  contemplated  b>  the  Bergen 
County  Medical  Society  in  attempted  imple- 
mentation of  Resolution  #7  (Chiropractic) 
adopted  as  amended  by  the  1969  House  of 
Delegates.  It  was  pointed  out  that  the  resolu- 
tion assigns  to  The  Medical  Society  of  Neev 
Jersey  responsibility  for  its  implementation, 
and  accordingly  the  Board  of  Trustees,  on 
May  21,  1969,  referred  the  resolution  to  the 
Council  on  Legislation.  (.See  page  530  of  these 
minutes,  under  Council  on  Legislation)  It 
is  the  function  and  responsibility  of  the  Board 
to  act  in  furtherance  of  all  official  actions 
taken  by  MSNJ.  Component  societies,  under- 
standing this,  are  expected  to  cooperate  and 
keep  the  Society  apprised  of  their  activities. 
Eo  establish  better  liaison,  invitations  should 
be  extended  to  the  President,  Trustees,  and 
the  Executive  Director  to  attend  meetings  of 
component  societies. 

Council  on  Legislation  . . . .\pproved  the  re- 
port of  the  June  26  meeting  of  the  Council 
on  Legislation,  including  the  following  rec- 
ommended official  position  of  MSNJ  on  bills 
of  medical  import: 

1.  Bills - 

S-711— To  permit  liceirsurc  of  non-citizen  applicants, 
after  examination,  who  have  cleclarecl  their 
intention  of  becoming  United  States’  citizens 
1)V  the  Board  of  Certified  Public  .Accountants. 
Dentistry,  Mortuary  Science.  Medical  Ex- 
aminers, Shorthand  Reporting.  N'eterinarv 
Medical  Examiners,  and  the  New  Jersey  Real 
Estate  Commission.  (Identical  with  S-,708  of 
last  year,  signed  into  law  as  Chapter  =U1  of 
the  laws  of  1968.)  A'CZ  ACTIOS 
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S-717— To  provide  for  more  stringent  filing  and  re- 
porting requirements  under  the  Lobby  Regi- 
stration Act.  XO  ACTIOX 

S-710— To  provide  that  grounds  for  refusal  to  grant 
or  suspend  or  revoke  licenses  to  practice  medi- 
cine, surgery,  or  chiropractic  shall  include 
violations  of  any  provision  of  the  act  or  any 
rule,  regulation,  code  of  ethics  promulgated 
by  the  Board  of  Medical  Examiners  or  where 
a practitioner  is  found  guilty  of  unprofes- 
sional, dishonorable,  or  unethical  conduct. 
DISAPPROVED,  because  it  would  permit  the 
Slate  Board  of  Medical  Examiners  to  usurp 
the  function  of  the  medical  profession  in  the 
area  of  the  standards  of  medical  ethics  and 
conduct.  The  proper  area  of  concern  and 
jurisdiction  for  the  State  Board  of  Medical 
Examiners  is  the  area  of  law. 

S-7(i9— To  establish  in  the  Department  of  Health  a 
program  for  the  care  of  persons  suffering  from 
chronic  renal  diseases;  to  provide  for  an  ad- 
visory committee  and  to  appropriate  .S2.50.000. 
(Signed  into  law  5 June  1909)  APPROVED 

A-891— To  direct  the  Commissioner  of  Institutions 
and  .Agencies  with  the  advice  and  assistance  of 
the  Narcotics  .\dvisory  Council  to  esablish  a 
program  for  the  treatment  and  rehabilitation 
of  drug  addicts  who  are  inmates  of  correction- 
al institutions;  and  to  establish  guidelines  for 
tise  by  freeholders  in  preparing  similar  pro- 
grams for  inmates  of  county  jails,  workhouses, 
or  penitentiaries.  A'O  ACTIOX  (because  the 
Society  is  on  record  already  as  approving  A- 
271  of  this  Year,  which  would  establish  a Divi- 
sion of  Narcotic  and  Drug  Abtise  Control  in 
the  Department  of  Health.) 

A-90.S— To  empower  the  Governor  to  do  all  necessarv 
things  to  insure  that  all  State  departments  and 
local  political  subdivisions  secure  full  benefits 
available  under  the  National  Highway  Safetv 
Act  and  to  prepare  a comprehensive  plan  to 
reduce  traffic  accidents  under  the  New  Jersev 
Highway  Safety  Program.  APPROVED 

A-920— To  authorize  the  Public  Health  Council  of  the 
Department  of  Health  to  prescribe  standards 
for  the  establishment  and  maintenance  of 
solid  waste  collection  anti  solid  waste  disposal 
whether  by  means  ofsanitarv  landfill,  incinera- 
tion, composting,  or  atiy  other  process,  meth- 
od, equipment,  or  device.  APPROVED 

■A-921— To  create  an  .\dvisorv  Committee  on  Solid 
Waste  Collection  and  Disposal  in  the  Depart- 
ment of  Health,  which  shall  review  anil 
evaluate  the  effectiveness,  efficiency,  and 
economv  of  techniques  of  collection  and  dis- 
posal of  solid  waste  and  recommend  programs 
of  research  and  development,  including  pilot 
projects,  demonstrations,  and  experiments  for 
the  purpose  of  testing  and  evaluating  such 
techniques  in  actual  working  conditions.  AP- 
PRO! ED 

-\-92-l— Eo  provide  that  unauthorized  persons  who 
practice  medicine  or  surgery  without  first  hav- 
ing obtained  a license  are  disoriierlv  persons. 
DISAPPROVED,  because  sanctions  of  existing 
law  are  adequate  to  protect  the  public  against 
the  unauthorized  practice  of  medicine  and 
surgery  or  any  violation  of  the  Medical  Prac- 
tice .Act.  Moreover,  many  of  the  provisions  of 
present  law  deal  with  technicalities  the  viola- 


tion of  which  should  not  warrant  stigmatiza- 
tion of  the  offender  as  a disorderly  person. 

-A-932— d o provide  that  the  Commissioner  of  Institu- 
tions and  Agencies  shall  not  issue  a certificate 
of  approval  for  operation  of  narcotics  treat- 
ment centers  unless  he  is  satisfied  that  proper 
care  complying  with  standards  can  be  per- 
formed; and  to  provide  that  the  State  Board 
of  Control  of  the  Department  of  Institutions 
and  Agencies  shall  adopt,  promulgate,  and  en- 
force such  other  rules  and  regulations  deemed 
necessary.  XO  ACTIOX  (because  the  Society  is 
on  record  as  approving  A-271  of  this  year, 
which  would  establish  a Division  of  Narcotic 
and  Drug  .Abuse  Control  in  the  Department 
of  Health.) 

.A-944— To  establish  a renal  dialysis  program  in  the 
Division  of  Chronic  Illness  Control.  AP- 
PROVED 

-A-945— To  redesignate  the  Commission  for  the  Blind 
as  the  “Commission  for  the  Blind  and  A’isually 
Handicapped.”  APPRO!  ED 

-A-951— To  include  in  the  definition  of  optometry  one 
who  sells  at  retail  to  the  general  public  spec- 
tacles or  eyeglasses  containing  other  than 
piano  lenses;  to  provide  that  nothing  in  the 
definition  of  optometry  shall  prohibit  a duly 
licensed  ophthalmic  dispenser  from  providing 
eyeglasses  as  prescribed  bv  an  optometrist  or 
physician.  DISAPPROVED,  because  the  vend- 
ing of  such  glasses  is  not  proper  or  exclusive 
to  the  practice  of  optometry,  whose  funda- 
mental function  (under  law)  is  to  examine  for 
defects  of  vision  and  to  prescribe  corrective 
lens.  This  legislation  would  deny  to  the  public 
access  to  low-cost  eyeglasses  of  simple  magni- 
fication, and  thus  is  restrictive  of  free  choice 
and  is  discriminatory. 

.-V-95.S— To  exempt  from  taxation  all  real  and  personal 
property  u.sed  by  religious,  charitable,  or 
hospital  organizations  for  providing  group 
housing  facilities  for  persons  60  vears  of  age 
or  OM-r.  XO  ACTIOX 

.A-961— To  reqitire  the  Department  of  Institutions  and 
■Agencies  to  notify  the  .Senate  and  General  .As- 
sembly .Appropriations  and  Institutions  and 
AVelfare  Comtnittees  and  the  I.egislative  Bud- 
get and  Einance  Director  at  least  90  days  prior 
to  the  adoption  and  announcement  of  any 
change  in  the  basic  formula  upon  which  as- 
sistance grants  are  tletermincd  for  any  public 
or  general  assistance  program.  XO  ACTIOX 

.A-974— Eo  prohibit  thermal  discharges  into  anv  wa- 
ters of  this  State  except  under  approved  con- 
ditions. APPROVED 

-A-989— To  define  ‘‘i|ualified  applicant”  under  the 
medical  assistance  act  to  include  a child  in 
foster  placement  under  supervision  of  the 
Bureau  of  (Children's  .Services  whose  mainte- 
nance is  being  paid  in  whole  or  part  from 
public  funds;  and  to  permit  any  approved 
claims  for  health  services  rendered  on  or  be- 
fore December  ,31,  1969  to  recipients  of  old 
age  assistance,  assistance  for  the  permanently 
and  totally  disabled,  assistance  for  the  blind, 
or  for  dcpenilent  children  to  be  paid  on  or  be- 
fore June  .30.  1970.  APPROVED 

.A-990— To  delete  the  one  year  state  residency  re- 
quirement for  old  age  assistance  and  to  eli- 
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minate  ineligiijility  for  such  assistance  on  the 
basis  of  residency  in  any  public  or  private 
medical  institution  other  than  a liospital.  AP- 
PROVED 

A-fHII— To  provide  that  medical  assistance  for  tlie 
aged  shall  be  administeretl  by  tbe  Department 
of  Institutions  and  Agencies;  to  provide  for  a 
hearing  rvhen  a claim  for  medical  assistance  is 
denied  or  not  acted  upon  promptly;  to  pro- 
vide that  the  State  shall  provide  funds  to  meet 
expenditures;  to  provide  that  the  State  shall 
pay  reasonable  costs  incurred  by  county  wel- 
fare boards  in  investigating  ancl  determining 
whether  applicants  are  eligible  for  aged  medi- 
cal assistance  under  standards  prescribed  by 
the  Department  of  Institutions  and  Agencies. 
APPROVED 

A- 100.5— To  provide  that  whenever  a related  individual 
has  reason  to  believe  any  per.son  is  a narcotics 
addict  such  related  individual  may  file  a peti- 
tion with  the  county  clerk  rec|uesting  that 
such  person  be  admitted  to  a hospital  for 
treatment  of  his  addiction  APPROVED 

A-1006— To  include  hallucinogenic  drugs  under  the  de- 
pressant or  stimulant  drug  law;  to  prescribe 
penalties  for  the  illegal  use  of  L.SD  and  other 
hallucinogens.  APPROVED 

A-1007— To  provide  that  no  motor  vehicle  dealer  shall 
sell  any  used  motor  vehicles  unless  such 
vehicles,  exclusive  of  tires,  meet  the  standards 
for  issuance  of  a certificate  of  approval.  AP- 
PROVED 

A-1020— To  require  the  annual  licensure  of  all  clinical 
laboratories  by  the  .State  Department  of 
Health;  to  direct  the  Department  of  Health 
to  establish  and  conduct  a clinical  laboratory 
evaluation  program;  to  authorize  the  Public 
Health  Council  to  promidgate  rules  and  reg- 
tilations  for  operation  of  clinical  laboratories. 
DISAPPROVED  CWhile  the  Council  on  Leg- 
islation approves  the  purpose  of  this  legisla- 
tion, it  does  not  approve  the  bill  as  drawn.) 

NOTE:  Milton  .Ackerman,  M.D.,  repre,senting 
the  New  Jersey  Society  of  Pathologists,  in- 
formed the  Council  that  although  the  Society 
of  Pathologists  is  in  favor  of  legislation  which 
will  license  and  regulate  clinical  laboratories, 
it  does  not  believe  .A-1020  is  a satisfactory  way 
to  achieve  it  for  the  following  rea.sons: 

1.  The  bill  places  unregulated,  unrestricted, 
and  unsupervised  authority  in  the  hands  of 
(he  Director  of  the  Division  of  Laboratories  of 
the  New  Jersey  State  Department  of  Health. 

2.  The  bill  is  loosely  drawn,  since  it  not  onlv 
includes  statutory  matters,  but  matters  which 
would  more  readily  fall  into  the  State  Sanitary 
C.ode. 

3.  The  bill  is  discriminatory  in  that  it  would 
require  licensure  of  laboratories  operated  bv 
groups  of  practicing  physicians  performing 
laboratory  tests  on  their  own  patients  when 
such  laboratories  of  more  than  four  physicians 
constitute  the  group.  It  also  forbids  work  done 
on  behalf  of  referred  patients. 

4 The  bill  designates  the  Public  Health  Coun- 
cil as  the  advisory  board  to  the  administrator. 
This  would  be  a completely  inadequate  agency 


lor  controlling  the  administralor  of  such  a 
broad  and  far  reaching  measure.  T here  should 
be  a fully  (|uali(ied  advisory  council  of  some 
type  with  broad  powers  to  insure  effective  ad- 
ministration. 

,5.  The  bill  provides  for  penalties  for  phy- 
sicians who  may,  “in  the  language  of  the  bill," 
be  considered  to  be  fee-splitting,  or  assuming 
other  unearned  remuneration  in  the  labora- 
torv  charges  for  patients  on  whom  they  have 
referred  laboratory  studies  to  licensed  labora- 
tories. 

f).  The  bill  gives  tbe  administrator  (i.e.,  the 
laboratories  of  the  New  Jersey  State  Depart- 
ment of  Health)  the  right  to  refuse  to  make  or 
to  charge  for  serological  studies  on  materials 
submitted  to  the  laboratory  of  the  State  De- 
partment of  Health  by  physicians  of  the  State. 

.As  a result  of  the  foregoing,  the  Council 
agreed  to  inform  the  sponsors  of  A-1020  of  its 
willingness  to  arrange  a conference  between 
the  sponsors  and  representatives  of  the  New 
Jersey  Society  of  Pathologists  for  the  purpose 
of  evolving  constructive  changes  in  the  pro- 
posed legislation  to  make  possible  approval  of 
it  by  The  Medical  Society  of  New  Jersey. 

A-1021— To  authorize  the  Department  of  Health  to 
conduct  a survey  of  nutritional  deficiencies  in 
the  State  with  special  attention  to  nutritional 
needs  of  infants  and  pregnant  women;  to  ap- 
propriate $7.5,000.  APPROVED 

■A- 1054— To  require  boards  of  education  to  retain  an 
optometrist  or  a diplomate  of  tbe  .American 
Board  of  Ophthalmology  licensed  to  practice 
medicine  and  surgery.  ACTIVE  OPPOSI- 
TION, because  the  school  physician  already 
has  the  obligation  to  screen  for  physical  de- 
fects. including  impairment  of  vision.  The  ad- 
ditional requirement  of  an  optometrist  or 
ophthalmologist  woidd,  in  consequence,  be  an 
unjustifiable  and  expensive  redundancy.  More- 
over, it  is  discriminatory  against  qualified 
ophthalmologists  who  are  not  Diplomates  of 
the  .American  Board  of  Ophthalmology  and 
against  all  other  fully  licensed  phsyicians. 
(tinderscoring  indicates  amendment  by  the 
Board  of  Trustees.) 

.AJR-14— To  create  a commission  to  studv  the  nature, 
extent,  and  amount  of  .State  aid  and  State 
facilities  for  the  care  of  mentally  retarded  and 
disturbed  persons.  APPROJ'ED 

SJR-17— To  create  the  Professional  and  Occupational 
Licensing  Study  Commission  to  evaluate  and 
make  recommendations  for  overseeing  those 
professions  and  occupations  which  require 
licensing  to  protect  the  public  interest. 

NOTE:  TTie  Council  gave  special  considera- 
tion to  .SJR-17,  which  was  signed  into  law  as 
J.  R.  8 on  27  May  1969.  The  Council  then 
recommended  that  a letter  be  sent  to  the 
CFOvernor,  over  the  signature  of  the  President, 
retpiesting  that  a representative  of  this  Society 
be  a member  on  the  Professional  and  Occupa- 
tional Licensing  Study  Commission. 

The  Council  considered  the  following  bills 
and  recommended  that  they  be  “noted  and 
filed”  as  not  being  of  intimate  concern  at  this 
time: 
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S-77-4— I'o  permit  freeholders,  after  [)iihlic  hearing 
and  Ijy  ordinanie,  to  esiahlish  county  hoards 
of  lieaith. 

S-77() — To  permit  fontignons  mnnieipalities  in  one  or 
more  counties  to  create  consolidated  local 
health  districts  and  to  jnovide  jnocedures 
therefor. 

.S-701— To  define  “milk"  and  to  anihori/.e  the  Com- 
missioner of  flealth  to  esiahlish  rules  and  reg- 
ulations to  govern  standardization  of  milk  and 
establish  S[)ecilic  labeling  iet|inrcmenls. 

A-9.77 — lo  direct  the  State  Medicaid  Commi.ssion  to 
approve  and  accept  the  lowest  resjjonsible  bid 
submitted  under  the  New  Jersev  Medical  As- 
sistance and  Health  Services  .Act  ('Section  8a) 
whether  said  bid  was  berelofoic  or  heretifler 
submitted. 

ACR-SO-'Po  create  a commission  to  stnch  the  extent  of 
and  controls  against  child  abitse. 

.VfiR-84-To  recjuest  the  Comniissionei  of  Education  to 
advise  local  boards  of  education  not  to  initiate 
|)rograms  of  sex  echication  chiring  pendency  of 
legislative  incjuiry  into  policv  cpieslions  con- 
tiected  therewith. 

2.  Rcfcrrnls  from  ihe  Board  — 

:i.  Legal  right  of  optometrists  to  j)erform 
corneal  tonometric  examinations  and,  in  the 
process,  to  instil!  anesthetie  drops  into  the 
eyes. 

d'he  Ciouiuil  received  and  noted  this  referral 
from  the  Board  and  was  informed  by  the 
Lxeentive  Directejr  tluif  the  Society  was  wait- 
in”  to  Iiear  from  the  Academy  of  Ophtlial- 
itiology  and  Otolaryngolo.gy  for  the  nttmes  of 
their  two  re[nesentatives. 

h.  Elimination  of  future  lice?ising  of  Chiro- 
practn  i)i  the  State  — Resolution  #7 

In  considei  int>  Resolution  #7,  the  Council 
directed  that  the  Legislative  Analyst  prepare 
a draft  of  legislation  to  effect  the  discon- 
tinutmee  of  licensing  of  (ihiropract ic  in  this 
State.  .\lso,  the  Council  recommends  to  the 
Board  ol  Trustees  that  at  the  proper  time 
they  setid  an  oHicial  communication  to  the 
Coventor  and  the  Legishitors  setting  forth  the 
Society’s  thinking  and  recommemhitions  in 
this  regard. 

c.  Revision  of  FA  A Medind  Examination 
Form  for  Pilot  Certification 

In  19()S  the  House  of  Delegates  adopted  a re- 
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solution  that  called  for  the  revision  of  the 
FA.\  medical  examining  form  so  as  to  gr;mt 
immunity  from  suit  to  the  examining  phy- 
sician. The  Medical  Society  of  New  Jersey 
corresponded  directly  with  the  F.\..\  urging 
the  foregoing  change  and  was  subsequetitly 
infoimed  that  legislation  to  effect  th;it  pur- 
jK)se  was  being  drafted. 

d'he  1969  House  of  Delegates  directed  that  a 
lollow’-up  be  made  to  insure  passage  ol  this 
legislation.  The  matter  was  referred  to  the 
Council  on  Legislation. 

T he  Council  recommended  that  a letter  over 
the  signature  of  the  President  or  Secretary  of 
The  Medical  Society  of  Xew  Jersey  again  be 
sent  to  the  FAA  urging  sustained  support  of 
this  legislation  and  that  a copy  of  this  letter 
be  sent  to  the  AMA  with  a request  that  it  use 
its  influence  to  bring  the  legishition  tes  enact- 
ment. 

cl.  Amend  Abortion  Lares  — Resolution  #6 

The  Council  received  as  informative  ;it  the 
piesent  time  Re.solution  #6.  which  directs 
that  The  Medical  Society  of  Xew  Jersey's 
official  position  in  regard  to  the  abortion  laws 
include  two  paragraphs  from  the  Maryland 
L:iw  on  abortion.  These  two  paragraphs  have 
already  been  furnished  to  the  Xew  Jersey 
Commi.ssion  studying  the  abortion  laevs. 

Medical  Defense  and  Insurance  . . . Approved 
the  report  of  the  July  9 meeting  of  the  Com- 
mittee on  Medical  Defense  and  Insurance,  in- 
cluding the  following  recommendations: 

1.  'Ehat  the  Committee  on  Medical  Defense  and  In- 
surance reaffirm  its  earlier  position  that  individuals 
more  than  .'iO  per  cent  of  whose  practice  is  outside  of 
New  Jersev  and  ])hvsicians  in  the  militarv  service  he 
iiol  coverecl  under  the  .Society's  regular  program. 

2.  That  if  Mr.  llritton  fin  his  capacitv  as  an  inde- 
jtendent  insurance  broker)  desires  to  make  other  cover- 
age available  to  these  phvsicians.  he  should  be  free  to 
do  so.  but  not  as  the  official  broker  lor  the  Socieiv's 
program. 

That  in  the  event  that  this  coverage  is  provided  bv 
Employers  Insurance  of  \\'ausau.  retjuest  be  made  of 
the  company  to  supply  a letter  to  MS.NJ  assuring  the 
Society  that  any  incicients  that  arise  with  phvsicians 
covered  under  this  separate  policv  will  not  be  in- 
cluded in  the  computation  of  MSN|'s  loss  experience 
under  its  official  program. 
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■1.  lliat  timely  releases  rcllecliiig  recent  loss  experi- 
ence and  other  signilicant  data  be  printed  in  the 
Membership  S’eresletler  and  that  the  material  to  be 
printed  be  provided  through  the  cooperation  of  Doc- 
tor IVKlia,  Mr.  \cvin,  Mr.  Maressa,  and  Mr.  llritton. 

5.  That  Mr.  Britton  be  aulbori/ed  to  function  as  Co- 
ordinator of  meetings  of  coimt\  medical  review  and 
ad\isorv  rommitH?es  wilb  representati\es  of  ,\merican 
Mutual  and/or  rcpresentati\es  of  Em])loyers  Insurance 
of  Wausau  on  schedules  acceptable  to  the  county  com- 
initiees. 

Annual  Meeting  1970  . . . Approved  the  re- 
ports ot  the  June  8 and  June  22  meetings  of 
the  .\nnual  Meeting  Committee,  including 
the  following  suggested  daily  schedule: 

Friday,  May  1^70 

4:(X)  p.m.— Board  of  rruslces 
7:00  p.m.— Buffet  Dinner 

Saturday,  ]t>  May  IO7O 

10:00  a.m.— Registration  Opens 
1:00  p.m.— (iolden  Merit  Award  Ceremony 
followed  by 

Reception  for  GMA  Recipients  and  their 
families 

3:00  p.m.— House  of  Delegates 
4:30  p.m.— Nominating  C.ommittee 
7:00  p.m.— Officers'  Dinner 

Sunday,  17  May  1^70 

9:00  a.m.— Registration  Opens 
9:30  a.m.— .Scientific  Sessions 
10:00  a.m.— Exhibits  Open 

10:00  a.m.— Coffee  meeting  with  Reference  Commit- 
tee Chairmen 

10:4.1  a.m.— Reference  Committees 
1:00  p.m.— Scientific  Se.ssions 
3:30  p.m.— House  of  Delegates  (election) 

followed  by  addresses  of  outgoing  and 
incoming  Presidents  (General  Session) 
(i:00  p.m.— Tnaugnral  Reception 
8:00  p.m.— Receplion-Bulfet  for  Technical  Exhibi- 
tors 

Motmay,  IS  Alay  1970 

9:00  a.m.— Registration  and  Exhibits  Open 
9:30  a.m.— .Scientific  Sessions 
2:00  p.m.— Scientific  Sessions 
7:00  p.m.— .\nnual  Dinner-Dance 

T uesday,  19  May  1970 

9:00  a.m.— Registration  and  Exhibits  Open 
9:00  a.m.— House  of  Delegates 

(luncheon  recess,  if  necessary) 

3:00  p.m.— Registration  and  Exhibits  Glose 

Wednesday,  20  May  1970 

8:30  a.m.— Board  of  Trustees 

. . . Directed  that  suggestions  that  medical 
students  in  New  Jersey  schools  be  contacted 
directly  urging  them  to  visit  our  convention, 
and  that  the  Editor  of  The  Journal  consider 
publishing  a “student  issue”  be  referred  back 
to  the  committee  for  action  at  its  discretion. 


. . . .\iiiJioved  the  Committee's  recommenda- 
tion that  lollow'ing  the  fall  meeting  of  the 
MSNJ  scienlifi(  section  offuers,  each  specially 
society  be  invited  to  set  up  scientific  meetings 
for  1971  to  (oiiu  ide  with  our  annual  meeting, 
with  the  Academy  ol  Medicine  acting  as  the 
steering  force. 

. . . Referred  to  the  Committee  on  Revision 
of  Constitution  and  Bylaws  an  action  of  the 
.Vnnual  Meeting  (iommittce  that  a study  be 
made  to  the  end  that  changes  be  made  in  the 
Bylaws  which  would  permit  broader  schedul- 
ing of  events,  specifically  Chapter  V — Proce- 
dure of  Election,  Section  1,  Nominating  Com- 
mittee. It  was  recommctided  that  this  study 
be  undertaken  prior  to  Eebruary  1970  so  that 
any  change  could  be  submitted  to  the  1970 
House  of  Delegates. 

. . . Suggested  that  compotient  .societies  be 
polled  concerning  the  desirability  of  the 
Nominating  Committee’s  meeting  in  advance 
of  the  Annual  Meeting. 

Journal  Advertising  Rates  . . . Authorized  a 
recommended  10  per  cent  increase  in  advertis- 
ing rates  for  one  page  and  one-half  page  ad- 
vertisements, effective  January  1,  1970. 

Woman’s  Auxiliary  . . . .Approved,  on  rec- 
ommendation of  the  Advisory  Committee  to 
the  W'oman’s  Auxiliary,  the  Auxiliary  pro- 
gram for  1969-1970,  which  is  substantially  the 
same  as  that  of  1968-1969. 


Prevention  of  Motorcycle  Accidents 

Last  year  almost  1,600  people  died  in 
motorcycle  accidents.  More  than  half  of 
them  were  due  to  head  injuries,  and 
most  of  the  head  injuries  woidd  have 
been  prevented  or  made  trivial  if  the 
motorcyclist  had  simjjly  worn  a protec- 
tive helmet  and  goggles.  Doctors  whose 
practice  includes  enthusiastic  motor- 
cyclists are  urged  to  remind  them  of  this 
simple  fact;  and  it  is  hoped  that  this  ad- 
vice will  be  taken  more  seriously  than 
much  of  the  advice  on  cigarette  smoking. 
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Communicable  Diseases 
In  New  Jersey 

The  following  communicable  diseases  were 
reported  to  the  Division  of  Preventable  Dis- 
eases during  July: 


Aseptic  meningitis 

Juh  1%9 
12 

July  1968 
21 

I’rimary  encephalitis 

2 

2 

Hepatitis,  total 

158 

115 

Infectious 

139 

86 

Serum 

19 

29 

Malaria  (all  military) 

13 

9 

Meningococcal  Meningitis 

3 

16 

(two  military) 
German  Measles 

(i 

11 

Measles 

52 

58 

Salmonella 

38 

73 

Shigella 

20 

23 

Ritter’s  Disease 

On  May  29,  the  Division  of  Preventable  Dis- 
eases investigated  an  outbreak  of  staphylococ- 
cal dermatitis  in  a newborn  nursery.  Many  of 
the  infants  manifested  evidence  of  Ritter’s 
Disease,  which  is  acute  epidermal  necrolysis, 
d'his  usually  develops  as  a local  hyperemia 
that  quickly  progresses  to  the  formation  of 
bullae  or  wrinkling  and  then  exfoliation.  The 
denuded  areas  are  erythematous  and  moist. 
The  process  usually  begins  as  perioral  ery- 
thema followed  by  widespread  involvement. 
Nikolsky’s  sign  is  characteristic.  Fever  and 
monocytosis  are  variable  findings.  Flisto- 
pathologic  sections  show  necrosis  and  slough- 
ing off  of  the  epidermis  w’ithout  dermal  in- 
volvement. Before  antibiotic  therapy,  the 
mortality  rate  was  about  50  per  cent. 

Ritter’s  Disease  in  children  and  neonates  is 
infectious.  Flemolytic  staphylococcus  is  the 
etiologic  agent  most  often  incriminated.  The 
mechanism  by  which  staphylococcus  aureus 
causes  this  exfoliative  dermatitis  is  obscure, 
although  production  of  an  erythrogenic  toxin 
has  been  hypothesized. 

In  the  present  outbreak,  78  infants  were  af- 
fected with  a clinical  spectrum  ranging  from 
simple  pyoderma  to  Ritter’s  Disease.  A clini- 
cal diagnosis  of  Ritter’s  Disease  was  made  on 
34  of  these  children.  Coagulase  positive  hemo- 
lytic Staphylococci  were  cultured  from  27. 
Phage  grouping  29/79/80/3A/3G/54/75  was 


seen  in  20.  Fourteen  inlants  who  did  not  de- 
velop symptoms  were  also  found  to  have 
Staphyloccus  aureus  of  this  same  “phage”  type 
on  routine  culture. 

Control  measures  begun  on  June  7 included 
closing  of  the  affected  nursey,  institution  of  a 
cohort  system,  Phisohex®  baths  and  Neospor- 
in®  ointment  for  all  infants.  Symptomatic 
babies  were  also  treated  with  antibiotics  sys- 
temically.  Surveillance  has  been  continued 
and  no  new  cases  have  been  reported  in 
babies  born  after  this  date. 

Rubella  Vaccine 

Rubella  vaccine  has  now  been  licensed  for 
pidjlic  use.  Vaccination  against  this  disease 
shoidd  virtually  eliminate  it  as  a cause  of  con- 
genital defects.  Federal  recommendations  give 
priority  to  its  use  on  kindergarten  and  early 
school-age  children.  It  is  also  recommended 
for  routine  pediatric  immunization  programs 
in  children  one  year  of  age  or  older  when 
sufficient  supplies  of  the  vaccine  become  avail- 
able. 

Caution  is  recommended  in  vaccinating  fe- 
males of  child-bearing  age.  Serologic  testing- 
should  first  be  done  as  a routine  procedure  for 
screening  out  the  85  per  cent  in  this  group 
who  are  immune  and  need  not  be  vaccinated. 
The  physician  must  be  also  assured  that  the 
patient  is  not  pregnant  and  will  not  become 
pregnant  in  the  ensuing  two  months. 

Any  adverse  reaction  from  rubella  immuniza- 
tion should  be  promptly  reported  to  the  State 
Health  Department.  Arthralgia  or  arthritis  or 
any  other  reaction  associated  tvith  the  vaccine 
shoidd  be  brought  to  the  attention  of  New 
Jersey’s  State  Health  Department.  Rubella  in 
a contact  of  a vaccinee  is  considered  an  ad- 
verse reaction.  If  the  vaccinee  is  found  to  be 
oregnant  at  the  time  of  vaccination  (or  in  the 
ensuing  two  months)  this  should  be  con- 
sidered a reportable  adverse  effect.  Reports  of 
adverse  effects  should  be  telephoned  to  609- 
292-5590.  Remember,  please,  that  rubella  is  a 
reportable  disease.  All  cases  of  congenital  and 
acquired  rubella  should  be  reported  to  the 
local  health  department  and  then  transmitted 
to  the  State  Department  of  Health. 
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Committees  and  Councils 


AMA  Delegates 

Joseph  P.  Donnelly,  M.D.  (1971)  Jersey  City 

Marcus  H.  Greifinger,  M.D.  (1970)  Newark 

Frank  J.  Hughes,  M.D.  (1970)  Gloucester 

John  F.  Kustrup.  M.D.  (1970)  I'renton 

Jesse  McCall,  M.D.  (1971)  Newton 

Luke  A.  Mulligan,  M.D.  (1970)  Leonia 

Isaac  N.  Patterson,  M.D.  (1971)  'Westville 

AMA  Alternate  Delegates 

Louis  F.  Albright,  M.D.  (1970)  Spring  Lake 

John  J.  Bedrick,  M.D.  (1970)  Bayonne 

Matthew  E.  Boylan,  M.D.  (1970)  Jersey  City 

Joseph  R.  Jehl,  M.D.  (1971)  Clifton 

Jerome  G.  Kaufman,  M.D.  (1970)  Maplewood 

Robert  E.  Verdon,  M.D.  (1971)  Cliffside  Park 

Louis  S.  W^egryn,  M.D.  (1969)  Sea  Girt 


Delegates  to  Other  States 

New  York— Albert  F.  Moriconi,  M.D.  (1970)  Trenton 
Connecticut— Lloyd  A.  Hamilton,  M.D.  (1970) 

Lambertville 

Alternate  Delegates  to  Other  States 

New  York— Josiah  C.  McCracken,  M.D.  (1970)  A’entnor 
Connecticut— Peter  H.  Marvel,  M.D.  (1970)  Northfield 


STANDING  COMMITTEES 


Annual  Meeting 

James  A.  Rogers,  M.D.,  Chairman  (1971)  Paterson 
Edward  E.  P.  Seidmon,  M.D.,  Vice-Chairman 

(1970)  Plainfield 

Sidney  S.  Girsh,  M.D.  (1972)  Atlantic  City 

Jerome  G.  Kaufman,  M.D.  (1971)  Maplewood 

Peter  H.  Marvel,  M.D.  (1970)  Northfield 

Robert  E.  Verdon,  M.D.  (1972)  Cliffside  Park 

Charles  L.  Cunniff,  M.D.,  Secretary 

Ex-Officio Jersey  City 

*Scientific  Exhibifs 

Sidney  S.  Girsh,  M.D.,  Chairman  .\tlantic  Citv 

Arthur  Bernstein,  M.D Maplewood 

Arthur  Krosnick,  M.D.  Trenton 

Thomas  K.  Rathmell,  M.D Trenton 

John  J.  Thompson,  M.D Caldwell 

Robert  E.  Verdon,  M.D Cliffside  Park 

*Sdenfific  Program  (Secfions) 

James  A.  Rogers,  M.D.,  Chairman  Paterson 

Allergy 

.Man  G.  Posta,  M.D.,  Chairman  Trenton 

Mary  B.  Hall,  M.D.,  Secretary  Trenton 

Anesfhesiology 

-\rganey  L.  Lucas,  Jr,  M.D.,  Chairman  Dover 

Bertram  H.  Shapiro,  M.D.,  Secretary  Livingston 

Cardiovascular  Diseases 

.'Mien  B.  Weisse,  M.D.,  Chairman  Jersey  City 

Leonard  J.  Lesniak,  M.D.,  Secretary  Wavne 


Chesf  Diseases 

Waller  Nudelman.  M.D.,  Chairman  . Ma[>lewooil 

AVilliam  S.  Kelholfer,  M.D.,  Secretary  . . Roselle  Park 

Clinical  Pathology 

Philip  J.  E.  Quigley,  M.D.,  Chairman  F.li/abeth 

Josepli  P.  Greeley,  M.D.,  Secretary  Westfield 

Dermatology 

Martin  H.  AV’ort/el.  M.D.,  Chairman  Millburn 

^^'illiam  Cohen,  .M.D.,  Secretary  I renton 

Gastroenterology  and  Proctology 

Benjamin  H.  Schatman,  M.D.,  Chairman  . East  Orange 
Herbert  Z.  Greenfield,  M.D.,  Secretary  . . . East  Orange 

General  Practice 

Nelson  C.  ^Valker.  M.D.,  Chairman  Hackensack 

Edmund  E.  Jacobitti,  M.f).,  Secretary  ....  Maywcjod 

Medicine 

Bascom  S.  ^\’augh.  M.D.,  Chairman  Camden 

James  G.  Dickenshcets,  M.D.,  Secretary  ...  Camden 

Metabolism 

Lewis  Schwartz,  M.D.,  Chairman  Jersey  City 


Jasper  L.  \'an  .\very,  Jr.,  M.D.,  Secretary 

New  Brunswick 


Obstetrics  and  Gynecology 

Samuel  J.  Fortunato,  M.D.,  Chairman  . . Short  Hills 
Caterina  Gregori,  M.D.,  Secretary  Newark 

Ophthalmology 

I.  .\llen  Chirls,  M.D.,  Chairman  East  Orange 

A.  G.  Portfolio,  M.D.,  Secretary  Ridgewood 

Orthopedic  Surgery 

Donald  J.  Holtzman,  M.D.,  Chairman  Elizabeth 

L.  Arne  Skilbred,  M.D.,  Secretary  Montclair 

Otolaryngology 

Harvey  P.  Yeager,  M.D.,  Chairtrran  .Millburn 

Myles  G.  Turtz,  .M.D.,  Secretary  South  Orange 

Pediatrics 

C.  Prentiss  ^^b^rd,  M.D.,  Chairman  Belleville 

.Arthur  F.  Fost,  M.D.,  Secretary  Belleville 

Plastic  and  Reconstructive  Surgery 

Stephen  R.  Lo  \'erme,  M.D.,  Chairman  . . East  Orange 
John  J.  Bowe,  M.D.,  Secretary  Paterson 

Psychiatry  and  Neurology 

Mary  .\nn  Bartusis,  M.D.,  Chairman  ...  'Frenton 
Eugene  Resnick,  M.D.,  Secretary  Paramus 

Radiology 

Leopold  S.  Kaplan,  M.D.,  Chairman  . . Highland  Park 
Franklin  ^Vald,  .M.D.,  Secretary  Edison 


* Subcommittees  of  .Annual  Meeting  Committee. 
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Rheumatism 

Lonnie  R.  UaRaucr,  M.D.,  Chairman  Millbiirn 

joseph  M.  Marchesano,  M.D.,  Secretary  Newark 

Surgery 

James  ).  Chandler,  M.D.,  Chairman  Princeton 

Donald  K.  Brief,  .M.D.,  Secretary Milibnrn 

Urology 

Frederick  Lcrman,  M.D.,  Chairman Elizabeth 

Saninel  J.  .Arnold.  M.D.,  Secretary  Morristown 


Credentials 

Cdiarles  1 . ChinnifT,  M.D.,  Chairman 

(Secretary)  .Icscy  City 

Eugene  J.  1 vrrell,  M.D.,  Vice-Chairman 

(1070)  Perth  .\mboy 

Frank  J.  T.  .Aitken,  M.D.  (1972)  Bridgeton 

John  \\',  Nicholson,  III,  M.D.  (1970)  . . Moorestown 

Elbert  H.  Pogne,  M.D.  (1971) Elizabeth 

Howard  J.  Rosenbauer,  M.D.  (1971) Hackensack 

Finance  and  Budget 

I homas  C.  DeCccio.  M.D.,  Chairman 

(1970)  (dillside  Park 

Nicholas  E.  Marchionc,  M.D.,  Vice-Chairman 

(1971)  A'ineland 

C.  I homas  DeFusco,  M.D.  (1971) Deal 

David  Eckstein,  M.D.  (1972) Frenton 

I.ouis  G.  Mc.Afoos,  Jr.,  M.D.  (1972)  Cherry  Hill 

John  S.  \an  Mater.  M.D.  (1970)  New  Brunswick 

Samuel  J.  Lloyd,  M.D.,  Treasurer 

Ex-Officio  Frenton 


Honorary  Membership 

Ralph  M.  L.  Buchanan,  M.D.,  Chairman 


(1970) Phillipsburg 

David  R.  .Allman.  M.D.,  Vice-Chairman 

(1971)  Brigantine 

Charles  IL  Calvin.  M.D.  (1972)  Edison 


Medical  Defense  and  Insurance 
\\  illiam  J.  D'Elia,  M.D.,  Chairman  (1970)  Neptune  City 
Benjamin  F.  Slobodicn,  M.D.,  Vice-Chairman 

(1970) Perth  .Amboy 

Irving  P.  Borsher,  M.D.  (1971)  Newark 

Paul  J.  Krentz,  M.D.  (1972)  Elizabeth 

AVilliam  L..  Palazzo,  M.D.  (1972)  I eaneck 

Jesse  Scbnlman,  M.D.  (1971)  I.akcvvood 

Charles  L.  Cttnniff,  M.D.,  Secretary 

Ex-Officio  Jersey  City 

Ernest  C.  Hillman,  Jr.,  M.D.,  Consultant  Glen  Ridge 


Medical  Education 

Morris  H.  Saflron.  M.D.,  Chairman  (1970)  Passaic 

John  A.  Kinczel.  M.D.,  Vice-Chairman  (1971)  'Frenton 
John  W.  Nicholson,  HI,  M.D.  (1970)  . Moorestown 

Irving  M,  Rollins,  M.D.  (1971) South  Orange 

\\'illiam  F.  Snagg,  M.D.  (1972)  Camden 

Edward  H.  AN'eiser.  M.D.  (1972) Su.ssex 

Fred  .A.  Mettlcr,  M.D.,  Consultant  Blairstown 


Student  Loan  Fund 

Frank  J.  Hughes,  M.D.,  Chairman  (1971)  Gloucester 
John  F'.  Kustrup,  M.D.,  Vice-Chairman  (1970)  Trenton 

Charles  H.  Calvin,  M.D.  (1970)  F'dison 

William  Greifinger.  M.D.  (1972) Belleville 

Joseph  R.  Jehl,  M.D.  (1971) Clifton 


Publication 

Cieorge  B.  Sharbangh,  M.D.,  Chairman  (1972)  Frenton 
C.  Spencer  Davison,  M.D.,  Vice-Chairman 


(1970) .Salem 

James  J.  Fitzpatrick,  M.D.  (1971) Frenton 

Emanuel  M.  Satulsky,  M.D.,  President-Elect 

Fix-Officio  Filizabeth 

Charles  L.  Cunniff,  M.D.,  Secretary 

Fix-Officio  Jersey  City 

Henry  A.  Davidson,  M.D.,  Editor 

Fix-Oflido  East  Orange 

Revision  of  Constitution  and  Bylaws 

Fred  .A.  Meltler,  M.D.,  Chairman  (1972)  Blairstown 

Robert  E.  Verdon,  M.D.,  Vice-Chairman 

(1970) Cliffside  Park 

l.orrimer  yArmstrong,  M.D.  (1971) Westfield 

Harold  L.  Colburn,  Jr.,  M.D.  (1971)  . . Mount  Holly 

Sherman  Garrison,  M.D.  (1970) Bridgeton 

John  A.  Smith,  M.D.  (1972) South  River 

Charles  L.  Cunniff,  M.D.,  Secretary 

Ex-Officio  Jersey  City 

Josejvh  M.  Gannon,  M.D.,  Consultant  . Plainfield 

Woman's  Auxiliary 

Keith  R.  A'oting.  M.D.,  Chairman  (1970)  Burlington 

I'homas  H.  McGladc,  M.D.,  i'ice-Chairman 

(1971)  Camden 

Ralph  K.  Bush,  M.D.  (1971)  Merchantville 

Edward  M.  Coe,  M.D.  (1970) Cranford 

Charles  Gandek,  M.D.  (1972) Edison 

William  J.  Roc,  M.D.  (1972)  Englewood 


ADMINISTRATIVE  COUNCILS 


Legislation 

Jesse  McCall,  M.D.,  Chairman  (1972) Newton 

Ilcnry  J.  Mineur,  M.D.,  Vice-Chairman  (1972)  Cranford 

Mever  I,.  Abrams,  M.D.  (1971)  Willingboro 

A.  Guy  Campo,  M.D.  (1970)  AVestville 

Harvey  P.  lunhorn,  M.D.  (1971)  .South  Orange 

Winton  II.  Johnson,  M.D.  (1972) Hackensack 

I.ouis  Kosminsky,  M.D.  (1970)  Palisade 

John  S.  Madara,  M.D.  (1972)  Salem 

Daniel  O'Regan,  M.D.  (1971)  Jersey  City 

Francis  .A.  Pflum,  M.D.  (1971)  . . .Asbury  Park 

l.eonard  Rosenfeld,  M.D.  (1970)  Ringoes 

\VaIter  G.  Scheuerman,  M.D.  (1970)  Trenton 

1 bomas  C.  DeCecio.  M.D.,  Chairman,  Hoard  of 

Trustees  F'.x-Officio  Cliffside  Park 

F..  Powers  .Minchcr,  Eegislative  Analyst  Pennington 

Medical  Services 

I.ouis  K.  Collins,  M.D.,  Chairman  (1971)  . . Glassboro 

Leonard  Brown,  M.D.,  Vice-Chairman 

(1970)  Hackensack 

Donald  F.  .Akey,  M.D.  (1971)  Metuchen 

Francis  J.  Benz,  M.D.  (1971)  Chatham 

David  R.  Brewer.  Jr.,  M.D.  (1972)  AVoodbury 

.Arthur  C.  Dietrick.  M.D.  (1972)  Mount  Holly 

AA’illiam  .A.  Dwver,  Jr.,  M.D.  (1970)  . . Paterson 

David  Elinker,  M.D.  (1972)  Moorestown 

Karl  F.  F'ranzoni,  M.D.  (1970)  'Frenton 

Frank  M.  Galioto,  M.D.  (1972) Bloomfield 

Robert  S.  Ciamon,  Jr.,  M.D.  (1971) Ciherry  Hill 

Joseph  M.  fiannon,  M.D.  (1970)  Plainfiehl 

Emanuel  M.  Satulsky,  M.D.,  President-Elect 

F'.x-Officio  Elizabeth 

Nicholas  E..  Marchionc,  M.D.,  Consultant  . . A'ineland 
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Mental  Health 

Robert  S.  Garber,  M.D.,  Chairman  (1972)  Belle  Mead 
Edward  A.  Schauer,  M.D.,  Vice-Chairman 


(1970)  Farmingdale 

Miles  E.  Drake,  M.D.  (1970)  Vineland 

George  R.  Hatcher,  M.D.  (1970)  Millington 

Evelyn  P.  Ivey,  M.D.  (1972)  Farmingdale 

Clarence  W.  Jaggard,  M.D.  (1972)  Woodbury 

Arnold  Kallen,  M.D.  (1971)  Livingston 

Henry  |.  Mineur,  M.D.  (1971)  Cranford 

J.  Lloyd  Morrow,  M.D.  (1971)  Passaic 

Eugene  V.  Resnick,  M.D.  (1971)  Paramus 

John  R.  Rushton,  III,  M.D.  (1970)  Camden 

Martin  H.  Weinberg,  M.D.  (1972)  Trenton 

John  F.  Kustrup,  M.D.,  Ex-Officio  Trenton 


Public  Health 

Rudolph  G.  Matflerd,  M.D.,  Chairman 


(1971)  New  Brunswick 

Kendrick  P.  Lance,  M.D.,  Vice-Chairman 

(1970)  Paterson 

Roslyn  Barbash,  M.D.  (1970)  Teaneck 

William  M.  Chase,  M.D.  (1970)  Newark 

George  L.  Erdman,  M.D.  (1971)  Summit 

Anthony  P.  DeSpirito,  M.D.  (1972)  Neptune  City 

Henry  L.  Drezner,  M.D.  (1971) Trenton 

Thomas  F.  McLaughlin,  M.D.  (1970)  Metuchen 

John  J.  Pastore,  M.D.  (1972)  Vineland 

Francis  E.  Rieman,  M.D.  (1972)  Jersey  City 

Robert  G.  Salasin,  M.D.  (1972) North  Wildwood 

Frederick  C.  Steller,  M.D.  (1971) Spring  Lake 

E.  Vernon  Davis,  M.D.,  Is  Vice-President 

Ex-Officio  Mount  Holly 

Roscoe  P.  Kandle,  M.D.,  Consultant  Trenton 


Public  Relations 

John  J.  Crosby,  Jr.,  M.D.,  Chairman  (1972)  Jersey  City 
Edward  Foord,  M.D.,  Vice-Chairman  (1970)  Burlington 


Robert  Holman,  M.D.  (1972)  Pompton  Plains 

S.  William  Kalb,  M.D.  (1971)  Newark 

John  P.  Kengeter,  M.D.  (1971) Toms  River 

Josiah  C.  McCracken,  Jr.,  M.D.  (1972) Ventnor 

William  P.  Mulford,  M.D.  (1971)  Beverly 

John  A.  Sakson,  M.D.  (1971)  Trenton 

Howard  D.  Slobodien,  M.D.  (1970) Perth  Amboy 

Ford  C.  Spangler,  M.D.  (1970)  Salem 

Francis  I.  Tomlins,  M.D.  (1972)  Ridgewood 

Adolph  Wichman,  M.D.  (1970)  Denville 

William  J.  D’Elia,  M.D.,  2nd  Vice-President 

Ex-Officio  Neptune  City 


SPECIAL  COMMITTEE  TO  THE 
COUNCIL  ON  MEDICAL  SERVICES 

Occupational  Health,  Workmen’s  Compensation, 


and  Rehabilitation 

Joseph  A.  Lepree,  M.D.,  Chairman  Elizabeth 

Joshua  N.  Zimskind,  M.D.,  Vice-Chairman  . . Trenton 

Delma  W.  Caldwell,  M.D Linden 

James  F.  Collier,  M.D Haddonfield 

Elmer  J.  Elias,  M.D Trenton 

John  W.  Holdcraft,  M.D Woodbury 

Dominic  A.  Knjda,  M.D Butler 

Carl  A.  Maxwell,  M.D Phillipsburg 

Robert  J.  Neville,  M.D Hackensack 

William  D.  Van  Riper  New  Brunswick 

Mathilda  R.  Vaschak,  M.D New  Brunswick 

Ralph  A.  Young,  M.D.  Linden 

Jarvis  A.  Smith,  M.D.,  Consultant  Trenton 


SPECIAL  COMMITTEES  TO  THE 
COUNCIL  ON  MENTAL  HEALTH 


Alcoholism 

Henry  J.  Mineur,  M.D.,  Chairman  Cranford 

Robert  .Albahary,  M.D New  Brunswick 

David  Canavan,  M.D Oakland 

.Allen  A.  Parry,  M.D Madison 

George  Rogers,  M.D Camden 

Drug  Abuse 

Henry  A.  Davidson,  M.D.,  Chairman  East  Orange 

Mary  .Ann  Bartusis,  M.D Trenton 

Hans  W.  Freymuth,  M.D.  Trenton 

Granville  Jones,  M.D Summit 

Harry  Le  Fever,  M.D Cherry  Hill 

Emotional  Disorders  of  Childhood  and  Adolescence 

Eugene  V.  Resnick,  M.D.,  Chairman  Paramus 

Harvey  Hammer,  M.D Morristown 

-Alvan  Judd,  M.D Shrewsbury 

Joseph  J.  Kline,  M.D Trenton 

Alan  Kidick,  M.D Millville 

Mental  Retardation 

Miles  E.  Drake,  M.D.,  Chairman Vineland 

Francesco  A.  Figurelli,  M.D Jersev  City 

Eugene  Revitch,  M.D Plainfield 

Catherine  Spears,  M.D Chatham 

Harry  Yolken,  M.D  Paterson 

Seizures 

J.  Lloyd  Morrow,  M.D.,  Chairman  Passaic 

Richard  .A.  Nelson,  M.D Neptune  City 

Josiah  J.  Pegues,  M.D Mount  Holly 

Ira  S.  Ross,  M.D South  Orange 

Walter  Scheuerman,  M.D Trenton 


SPECIAL  COMMITTEES  TO  THE 
COUNCIL  ON  PUBLIC  HEALTH 


Cancer  Control 

John  L.  Olpp,  M.D.,  Chairman  Englewood 

Harold  Colburn,  M.D Mount  Holly 

George  L.  Erdman,  M.D Summit 

Roy  T.  Forsberg,  M.D Westfield 

Warren  H.  Knauer,  M.D Hillside 

Bernard  Koven,  M.D Englewoorl 

Stephen  M.  Liana,  M.D Paterson 

Sylvan  E.  Moolten,  M.D Highland  Park 

Child  Health 

William  J.  Farley,  M.D.,  Chairman  Nuile\ 

Joseph  I.  Boylan,  M.D Westfield 

Francesco  .A.  Figurelli,  M.D Jersev  City 

William  E.  Ganss,  M.D Plainfield 

Robert  E.  Jennings,  M.D .South  Orange 

Thomas  P.  McFarland,  Jr.,  M.D. Mays  Landing 

Bernard  N.  Millner,  M.D. Frenlon 

.Alphonse  Palmieri,  M.D Trenton 

Robert  D.  Rento,  M.D Clifton 

Gene  N.  Schraeder,  M.D. Pleasantville 

Sidney  1 ticker,  M.D Perth  .Ambov 

Conservation  of  Vision,  Hearing,  and  Speech 

Frank  B.  Vanderbeek,  M.D.,  Chairman  . . Paterson 

Bernard  .A.  Balsis,  M.D Trenton 

.Alfonse  .A.  Cinotti,  M.D Jersev  C:ity 
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Ralpli  L.  Dicker,  M.D Dover 

Samuel  M.  Diskan,  M.D Atlantic  City 

Joseph  H.  Kler,  M.D.  New  Brunswick 

Oram  R.  Kline,  M.D Camden 

Ralph  E.  Siegel.  M.D Perth  Amboy 

Ralph  A.  Skowron.  M.D.  Cherry  Hill 

D.  Blair  Siiloufl,  M.D Morristown 

Environmental  Health 

Roslvn  Barbash,  M.D.,  Chairman  Teaneck 

Hugh  M.  Babbit,  M.D Plainfield 

David  Flinker,  M.D Moorestown 

Mary  B.  Hall,  M.D Trenton 

Frank  L.  Rosen,  M.D Maplewood 

Edward  E.  P.  Seidmon,  M.D Plainfield 

^\'illiam  E Weiss,  M.D Livingston 

Maternal  and  Infant  Welfare 

John  1).  Preece,  M.D.,  Chairman Trenton 

Paul  .Andreson,  M.D Elizabeth 

Robert  A.  Cosgrove,  M.D Jersey  City 

Edward  Foord,  M.D Burlington 

Charles  D.  Foster,  III,  M.D Pitman 

John  D.  Franzoni,  M.D Trenton 

C.alvin  Hahn,  M.D Vineland 

Benjamin  D.  Jacobson,  M.D New  Brunswick 

Herbert  F.  Johnson,  M.D Camden 

Daniel  B.  Roth,  M.D Teaneck 

Harold  Schwartz,  M.D.  Millburn 

Leopold  E.  Thron,  M.D.  Paterson 

AVatson  E.  Neiman,  M.D.,  Consultant  Trenton 


SPECIAL  COMMITTEES 

Emergency  Medical  Care 


Jack  R.  Karel,  M.D.,  Chairman  Hillside 

R.  Winfield  Betts,  M.D.,  Vice-Chairman  ...  Medford 

Charles  Campbell,  M.D.  Hackensack 

Frank  Dresdale,  M.D Plainfield 

John  A.  Flood,  Jr.,  M.D.  Trenton 

Dorson  S.  Mills,  M.D.  Elmer 

Frank  R.  Schell,  M.D Butler 

Marie  A.  Sena,  M.D.,  Consultant  Linden 

Medicine  and  Religion 

Luke  A.  Mulligan,  M.D.,  Chairman Leonia 

John  J.  Bedrick,  M.D Bayonne 

Charles  H.  Calvin,  M.D Edison 

John  S.  Madara,  M.D Salem 

'Fhomas  H.  McGlade,  M.D. Camden 

Project  Hope  and  Vietnam 

Thomas  C.  DeCecio,  M.D.,  Chairman  . . Cliffside  Park 

Harold  L.  Colburn,  Jr.,  M.D Mount  Holly 

J.  Leonard  Greif,  M.D Dover 

Retirement  Plan  for  Physicians 

Nicholas  E.  Marchione,  M.D.,  Chairman  ....  Vineland 

Richard  R.  Chamberlain,  M.D Maplewood 

.Albert  F.  Moriconi,  M.D Trenton 

Herbert  AV.  AVeisman,  M.D Bayonne 

Traffic  Safety 

Irwin  S.  Smith,  M.D.,  Chairman AV'illingboro 

Joint  J.  Crosby,  Jr.,  M.D Jersev  City 

.Albert  Ehrlich,  M.D.  Fort  Lee 

Paul  C.  Fagan,  M.D Bloomfield 

Robert  S.  Garber,  M.D Belle  Mead 

AVilliam  J.  Moore,  M.D.  Trenton 

AA'jlliatn  I..  Sprout,  M.D.  Salem 

Frank  B.  A’anderbeek,  M l).  Paterson 


1969-1970  SPECIAL  COMMITTEES 
SPECIAL/LIAISON  REPRESENTATIVES 

Abortion  Law  Study  Commission 

(Nine-member  legislative  commission  to  study  statutes 
relating  to  abortion  and  the  problem  of  illegal  abor- 
tions in  New  Jersey.) 

Hannah  .Seitzick-Robbins,  M.D Trenton 

Academy  of  Medicine  of  New  Jersey 

(1)  Board  of  Trustees/Liaison  Committee 

(Liaison  requested  by  Academy  — 6/19/66) 

Joseph  P.  Donnelly,  M.D.,  Chairman  Jersey  City 


David  Eckstein,  M.D Trenton 

James  A.  Rogers,  M.D East  Orange 


(2)  Post-Graduate  Medical  Education  Study  Committee 
(Representative  requested  by  .Academy  — 1 1/15/64) 
Alorris  H.  Saffron,  M.D.,  Chairman, 

Committee  on  Medical  Education  ....  Passaic 
John  A.  Kinezel,  M.D.,  Vice-Chairman, 

Committee  on  Medical  Education  . . Trenton 

American  Medical  Association — 

Education  Research  Foundation 

(Liaison  requested  by  AM.A  — 10/7/51) 

Frank  J.  Hughes,  M.D.,  Chairman,  Committee  on 

Medical  Student  Loan  Fund  Gloucester 


Audit  Review  Committee  (1968-1969  Audit) 

(.Appointed  annually  by  Board  to  review  previous 


year’s  audit) 

Louis  F.  .Albright,  M.D.,  Chairman  Spring  Lake 

Nicholas  A.  Bertha,  M.D AVharton 

Edward  G.  Bourns,  M.D AVestfield 

AVilliam  J.  D’Elia,  M.D Neptune  City 

I.  Edward  Ornaf,  M.D Camden 

Consultants: 

Samuel  J.  Lloyd,  M.D.,  Treasurer Trenton 

Thomas  C.  DeCecio,  M.D.,  Chairman,  Finance  and 
Budget  Committee Cliffside  Park 


Bicentennial  History 

(Committee  appointed  to  expedite  distribution  of 


history  — 5/12/67) 

Emanuel  M.  Satulsky,  M.D.,  Chairman  Elizabeth 

Mr.  Richard  I.  Nevin,  Executive  Director  ....  Trenton 


Blood  Bank  Association,  New  Jersey 

(Liaison  requested  by  New  Jersey  Blood  Bank 
Association  — 4/25/69) 

Da\id  Eckstein,  M.D Trenton 

Blood  Bank  Commission  of  New  Jersey 

(1)  Formation  of  Commission  authorized  by  1953 
House  of  Delegates 

.Authorized  agent  of  MSNJ  in  approved  Blood 
Bank  Programs 

(2)  .Appointment  of  two  representatives  requested  by 


Commission  — 4/5/54 

Jerome  G.  Kaufman,  M.D.  Maplewood 

John  J.  Torppey,  M.D Newark 


Blue  Cross-Blue  Shield  Plans  of  New  Jersey, 
Permanent  Committee  on 
(.Appointment  of  committee  requested  bv  M.SP 
-4/16/60) 

Thomas  C.  DeCecio,  M.D.,  Chairman, 

Board  of  Trustees  Cliffside  Park 

Nicholas  .A.  Bertha,  M.D..  President  AA'harton 
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Mr.  Ridianl  1.  Xe\  in,  Executive  Director  ...  'rrenloii 
I'.(|ual  represen lation  from: 

Medical  Service  Plan  of  New  Jersey 
Hospital  Service  Plan  of  New  Jersey 
New  Jersey  Hospital  Association 

Board  of  Control,  Department  of  Institutions  and  Agencies 

(,\j)pointed  by  Governor  for  8-year  term) 

Prank  J.  Hughes,  M.D.,  (June  1971)  Gloucester 

Board  of  Nursing,  New  Jersey  State 

(Liaison  requested  by  Board  of  Nursing  — 1 1/21/65) 
Jesse  McCiall,  M.D Newton 

Bureau  of  Investigation,  Department  of 
Law  and  Public  Safety 

((ioopeiaiing  committee  requested  by  Department  of 
Law  and  Public  Safety— 9/61) 

Board  of  Trustees 

Cardiac  Advisory  Panel  to  Director  of  Motor  Vehicles 

(Panel  requested  by  Special  Commission  on  Traffic 
Safety  — 9/17/61  . . . appointed  by  Director  of  Motor 
Vehides) 

Jerome  G.  Kaufman,  M.D.,  Chairman  . Maplewood 

James  (,.  Kehler,  M.D Woodbury 

Jesse  McCall,  M.D Newton 

John  G.  U^ood,  M.D Trenton 

Chamber  of  Commerce  Legislative  Conferences 

(Invited  by  Chamber  — 1/15/61) 

Mr.  Richard  I.  Nevin,  Executive  Director  ....  Trenton 

Chronic  Sick,  State  Advisory  Council 

(Commissioner  of  Health  requested  MSNJ  submit 
names  to  Governor  — 10/16/60  . . . appointed  by 
Governor  for  3 -year  term 

David  I'.tkstein,  M.D.  (1971)  Trenton 

Civil  Defense  Organization,  Liaison  With  State 

(Liaison  established  by  MSNJ  — 5/22/55) 

Jack  R.  Karel,  M.D.,  Chairman,  Committee  on 

Emergency  Medical  Care  Hillside 

Crippled  Children  Commission,  State 

(Ajipointed  by  Governor  for  a 5-year  term) 
Prederick  G.  Dilger,  M.D.  (May  1971)  . . Hackensack 

Diabetes  Detection  Drive 

(Liaison  representative  for  annual  drive  — co-sponsored 
by  Stale  Department  of  Health,  New  Jersey  Diabetes 
Association,  and  MSNJ  — appointed  at  request  of 
Commissioner  of  Health  — 5/16/54) 

John  J.  lorppey,  M.D Newark 

Disputed  Claims,  Advisory  Committee  to 
Review  MSP  and  HSP 

(Psiablished  at  request  of  MSP  — 8/21/60  — Quorum: 

4 members 


1st  District  — 

Ralph  M.  I..  Buchanan,  M.D., 

Chairman  Phillipsburg 

Robert  P.  Zimmerman,  M.D Morristown 

2nd  District  — 

John  J.  Bedrick,  M.D Bayonne 

Robert  ,\.  Cosgrove,  M.D Jersey  City 

3rd  District  - 

John  S.  \anMater,  M.D New  Brunswick 

John  A.  Kinezel,  M.D Lrenton 


4th  District  — 

John  C.  Clark.  M.D Cherry  Hill 

Robert  S.  (iamon,  Jr.,  M.D.  Camden 

5lh  District  — 

A.  Guy  Campo.  M.D.  Wesiville 

Nicholas  L.  Mardiione.  M.D.  N'ineland 


Education,  State  Department  of 

(Liaison  recpiested  by  the  .\ssislani  Commissioner  ol 
Education  — 9/21  /58) 

^Villiam  J.  Parley,  M.D.,  Chairman,  Sfiecial 

Committee  on  Child  Health  Nuticv 

Emotionally  Disturbed  Child, 

Advisory  Council  to  Department  of  Education 

(Liaison  rc(]uested  by  the  Department  of  Education  — 
10/28/68) 

William  J.  Farley,  M.D Nullcy 

Epilepsy,  Advisory  Panel  to 
State  Director  of  Motor  Vehicles 

(Established  at  request  of  Director  of  Motor  X'ehicles  — 


7/29/66) 

J.  Berkeley  Gordon,  M.D Rnmson 

Executive  Committee 

(Provided  in  the  Bylaws,  Chapter  I\',  .Section  5 (b)) 
Nicholas  A.  Bertha,  M.D.,  President  . Wharton 

Emanuel  M.  Sattilsky,  M.D.,  President-Elect  Elizabeth 
E.  Vernon  Davis,  M.D.,  First 

Vice-President  Mount  Hollv 

William  J.  D’Elia,  M.D.,  Second 

Vice-President Neptune  City 

Thomas  C.  DeCecio,  M.D.,  Chairman, 

Board  of  Trustees  Clillside  Park 


Eye  Medication,  Conference  Committee  on  the  Control  of 

(Established  by  Board  of  Lrustees  — 4/20/69) 
Samuel  J.  Lloyd,  M.D.,  Chairman,  Representative 

of  the  Board  of  Trustees Lrenton 

Jesse  McCall,  M.D.,  Chairman,  Council  on 

Legislation  Newton 

Henry  J.  Mineur,  M.D.,  Vice-Chairman, 

Council  on  Legislation  Cranford 

Frank  B.  Vanderbeek,  M.D.,  Chairman,  Committee 
on  Conservation  of  Vision,  Hearing,  and 

Speech  Paterson 

D.  Blair  Sulouff,  M.D.,  Member  of  the  Committee  on 
the  Conservation  of  Vision,  Hearing,  and 

Speech  Morristown 

Mr.  PL  Powers  Mincher,  Legal  Counsel  Pennington 
Mr.  Richard  I.  Nevin,  Executive  Director  Lrenton 
Mr.  Vincent  A.  Maressa,  Executive  Assistant  . Trenton 
Representatives  of  the  New  Jersey  Academy  of 
Ophthalmology  and  Otolaryngology 

.Alfon.se  A.  Cinotli,  M.D Jersey  Citv 

John  Scillieri,  M.D Paterson 

Fluoridation,  Joint  Committee  on 

(Established  at  request  of  State  Department  of  Health') 

Edwin  H.  Albano,  M.D Plast  Orange 

Rudolph  G.  Matflerd,  M.D New  Brunswick 

Equal  representation  from: 

State  Department  of  Health 
New  Jersey  State  Dental  Society 

Headquarters,  Investigation  of  Future 

(flommittee  established  by  Board  — 6/ 19/66) 


Nicholas  .A.  Bertha,  M.D.,  Chairman  Wharton 

Samuel  J.  Lloyd,  M.D Lrenton 

Emanuel  M.  Sattilsky,  M.D Elizabeth 
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Health  Careers  Service,  New  Jersey 

(Physician  representaii(jii  estahlishetl  liy  Hoard  of 
I'rusiees  7/20/09) 

Karl  T.  Franzoni,  M.D 'Freiuon 

Health  Careers  Service,  Resource  Persons  to  New  Jersey 

(Liaison  established  at  request  of  Health  Careers 
Service  — 7/19/64) 

Presidents  of  Component  Societies 

Health  Facilities  Planning  Council 

(MSNJ  invited  to  nominate  3 members  for  the  Board 
of  Trustees  — 2/16/64  . . . appointed  by  Council  to 
serve  for  a 3-year  term 


Louis  F.  Albright,  M.D.  (1970)  Spring  Lake 

John  F.  Kustrup,  M.D.  (1972)  Frenton 

|esse  McCall,  M.D.  (1971)  Newton 


Health  Insurance  Conference 

(Committee  established  at  reqirest  of  Health  Insurance 


Council  — 3/24/57) 

Nicholas  A.  Bertha,  M.D.,  President  Wharton 

Emanuel  M.  Satulsky,  M.D.,  President-Elect  Elizabeth 
E.  Vernon  Davis,  M.D.,  First 

Vice-President Mount  Holly 

William  J.  D’Elia,  M.D.,  .Second 

Vice-President  Neptune  City 

Mr.  Richard  I.  Nevin,  Executh’e  Director  Trenton 
Jerome  G.  Kaufman,  M.D.,  Chairnwn  . Maplewood 

Slatthew  E.  Boylan,  M.D Jersey  City 

Charles  L.  Cunniff,  M.D Jersey  Ciiy 


Health,  State  Department  of 

(Liaison  retpiested  by  Commissioner  of  Health  — 
6/6/54) 

Rudolph  C;.  Matflerd,  M.D.,  Chairutnn, 

Council  oti  Public  Health  New  Brunswick 

Heart  Disease,  Cancer,  and  Stroke 

Lniversity  City  Science  Center,  Philadelphia 
(Established  at  invitation  of  Lniversitv  Citv  Science 
Center  — 12/65) 

Louis  K.  Collins,  M.D Glassboro 

Historian-Archivist 

(Created  at  the  suggestion  of  the  Executive  Director  — 
1/13/57) 

Morris  H.  Saffron,  M.D.  (.Appointed  5/67)  Passaic 

Hospital  Association,  New  Jersey 

(Invitation  extended  to  Executive  Director  to  serve  on 
the  Board  of  Trustees  — 12/17/67) 

Mr.  Richartl  I.  Ne\in,  Executive  Director  . . . Trenton 

Hospital  Advisory  Council,  State  Department  of 
Institutions  & Agencies 

(.Appointed  by  the  Board  of  Ciontrol  for  a 4-vear  term) 
Luke  .A.  Mulligan,  M.D.  (December  1972)  Leonia 

Hospital  Service  Plan  Board  of  Trustees 

(Provided  in  HSP  Bylaws) 

Nicholas  A.  Bertha,  M.D.,  President Wharton 

House  Maintenance,  Staff  Policies,  and 
Personnel  Relations 

(.Special  Committee  created  bv  Board  of  I rustees — 
9/21 /.58) 

Nicholas  ,A.  Bertha.  M.D.,  President  Wharton 

Emannel  M.  Satulsky,  M.D.,  President-Elect  Elizabeth 
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C.harles  L.  Cainnilf,  M.D.,  Secretary  Jersey  City 

Samuel  j.  Llo)d,  M.D.,  Treasurer Trenton 

1 homas  C.  DeCecio,  M.D.,  Chairman,  Board  of 
Trustees,  and  Chairman,  Committee  on  Finance 
and  Budget  Clilfside  Park 

Industrial  Safety  Board,  New  Jersey 

(.Appointed  by  the  Governor  — 10/16/66) 

Joseph  .A.  Lepree,  M.D.  (7/1/71)  Elizabeth 

Institutions  and  Agencies,  State  Department  of 

(Liaison  established  7/16/61) 

Frank  J.  Hughes,  M.D Gloucester 

Intra-Hospital  Infections,  Joint  Committee  on 

(Established  at  request  of  Commissioner  of  Health  — 


4/8/62) 

Edwin  H.  .Albano,  M.D.,  Chairman  East  Orange 

Lawrence  Gilbert,  M.D Newark 

Thomas  K.  Rathmell,  M.D Trenton 

Eugene  H.  Kain,  M.D Camden 

Equal  representation  from: 

State  Department  of  Health 


New  Jersey  Hospital  Association 
New  Jersey  State  Nurses’  Association 

JEMPAC,  Conference  Committee  With 

(Established  at  request  of  JEMP.AC  — 6/25/67) 


Jesse  McCall,  M.D.,  Chairman, 

Council  on  Eegislation  Newton 

Louis  K.  Collins,  M.D.,  Chairman, 

Council  on  Medical  Services Glassboro 

William  J.  D’Elia,  M.D.,  Second 

Vice-President . Neptune  City 


Judiciary  and  Bar,  Conference  Committee  on 
Inter-Relations  With  the 

(Established  at  invitation  of  Supreme  Court— 1 1/17/63) 


Charles  L.  Cunniff,  M.D Jersev  City 

E.  Vernon  Davis,  M.D Mount  Holly 

William  J.  D’Elia,  M.D.  Neptune  Citv 

Joseph  P.  Donnellv,  M.D.  Jersey  C;ity 

Jerome  G.  Kaufman,  M.D.  .Maplewood 

Samuel  J.  Lloyd,  M.D.  Frenton 

Nicholas  E.  Marchione,  M.D.  A'ineland 

Jesse  McCall,  M.D Newton 

Emanuel  M.  Satulsky,  M.D Elizabeth 

Nicholas  .A.  Bertha,  M.D.,  President, 

Ex-Officio  Wharton 

Mr.  Richard  I.  Nevin,  Executive  Director  Trenton 
Equal  representation  from: 


Supreme  C:ourt  Ciommittee  on  Relations  with  the 
Medical  Profe.ssion 

Legal  Documents,  Committee  on  Extension  to  Interns 
and  Residents  of  Power  to  Sign  Certain 

(Established  at  request  of  1969  House  of  Delegates) 


Nicholas  .A.  Bertha,  M.D.,  Chairman  AVharton 

Henry  J.  Mineur.  M.D Cranford 

Emanuel  M.  Satulsky,  M.D.  Elizabeth 


Legislation 

(1)  Federal  Keymen 

(Mechanism  established  by  MSNJ  — 4/4/54  ...  to 
serve  as  official  intermediaries  between  MSNJ  and 
the  Federal  legislators) 

15  Congressional  District  Kcvmen 
I Senatorial  Kcyman 

(2)  State  Keymen 

(Mechanism  established  by  MSNJ  — 7/13/52) 
Keymen  in  15  Senatorial  Districts/21  fioni[)onent 
Societies 
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Medicaid  Commission,  Medical  Advisory  Council 
of  the  State 

(Kstal)lishcd  at  invitation  of  the  State  Medicaid 
Connnission) 

Louis  K.  Collins,  M.D Glassboro 

Medicaid,  Negotiating  Committee  for 

(Ksial)lished  by  Board  of  Trustees  to  work  with  the 
State  Medicaid  Commission  — 12/22/68) 
Nicholas  A.  Bertha,  M.D.,  President  VV'harton 

Emanuel  M.  Satulsky,  M.D.,  President-Elect  Elizabeth 
Louis  K.  Collins,  M.D.,  Chairman, 

Council  on  Medical  Sendees  Glassboro 

Associate  Members: 

Jesse  McCall,  M.D.,  Chairman, 

Council  on  Legislation  Newton 

Henry  J.  Mincur,  M.D.,  I'ice-Chairman, 

Council  on  Legislation  Cranford 

Leonard  Brown,  M.D.,  Vice-Chairman, 

Council  on  Medical  Sei~vices  Hackensack 

Francis  J.  Benz,  M.D.,  Representative  of  1st 

Judicial  District  Chatham 

Karl  T.  Franzoni,  M.D.,  Representative  of  3rd 

Judicial  District  Trenton 

Robert  S.  Gamon,  Jr.,  M.D.,  Representatwe  of 

4th  Judicial  District  Cherry  Hill 

Medicaid,  New  Jersey  (CitizensI  Committee  for 

(Established  at  request  of  organization  — 4/21/68) 
Louis  K.  Collins,  M.D Glassboro 

Medicaid  Program,  Medical  Advisory  Committee  to  the 

(Appointment  of  four  representatives  requested  by 
State  Department  of  Institutions  and  Agencies  — 
6/12/69) 

Donald  P.  Burt,  M.D Morristown 

Arthur  C.  Dietrick,  M.D Mount  Hollv 

John  I).  Franzoni,  M.D Trenton 

Samuel  J.  Lloyd,  M.D Trenton 

Medical  Assistants,  New  Jersey  Association  of 

(Liaison  requested  by  Association  — 9/15/63) 
,\aron  J.  Heisen  M.D Trenton 

Medical-Hospital-Nursing  Conference  (Tri-Partitel 

(Liaison  established  by  MSNJ  — 1/13/57) 

Nicholas  A.  Bertha,  M.D.,  President Wharton 

Emanuel  M.  Satulsky,  M.D.,  President-Elect  Elizabeth 
John  F.  Kustrup,  M.D.,  Immediate 

Past-President  Trenton 

Mr.  Richard  I.  Nevin,  Executive  Director  . Trenton 
Equal  representation  from: 

New  Jersey  Hospital  Association 
New  Jersey  State  Nurses’  Association 

Medical  Liaison  Committees 

(High-level  conference  groups  for  discussion  and 
consideration  of  items  of  mutual  interest) 


Nicholas  ,A.  Bertha,  M.D.,  President  Wharton 

Emanuel  M.  .Satulsky,  M.D.,  President-Elect  Elizabeth 
John  F.  Kustrup,  M.D.,  Dnmediate 

Past-President Trenton 

Mr.  Richard  I.  Nevin,  Executive  Director  ...  Trenton 


(Where  number  of  representatives  from  other  organiza- 
tion is  larger  than  number  of  MSNJ  representatives, 
the  latter  will  be  increased  from  the  Presidential 
Officers  to  equal  the  former.) 

(1)  Medical-Dental 

(Liaison  requested  by  the  Dental  Society — 6/10/51) 

(2)  Medical-Hospital 

(Liaison  established  by  MSNJ  — 10/25/53) 

(3)  Medical-Legal 

(Liaison  established  by  MSNJ  — 10/25/53) 


(4)  Medical-Nursing 

(Liaison  established  by  MSNJ  — 4/4/54) 

(5)  Medical-Osteopathic 

(Liaison  requested  by  Osteopathic  Association  — 
9/17/61) 

(6)  Medical- Pharmaceutical 

(Liaison  established  by  MSNJ  — 7/26/53) 


Medical  School  in  South  Jersey,  Committee  to  Assist  in 
the  Implementation  of  Legislation  to  Establish  a 

(Established  by  Board  — 5/ 17/67)  — Appointments  by 


President) 

Louis  K.  Gollins,  M.D.,  Chairman  Cdassboro 

A.  Guy  Campo,  M.D ^Vestville 

Joseph  P.  Donnelly,  M.D. |ersey  City 

Sherman  Garrison,  M.D Bridgeton 

Frank  J.  Hughes.  M.D (iloticester 

Jerome  G.  Kaufman,  M.D Maplewood 

John  F.  Kustrup,  M.D 'Frenton 

Fred  A.  Mettler,  M.D Blairstown 


Medical  Schools  in  New  Jersey,  ad  hoc  Committee  on 
Development  of 

(Established  by  Board  — 9/20/64) 


Nicholas  A.  Bertha,  M.D.,  President  Wharton 

Emanuel  M.  Satulsky,  M.D.,  President-Elect  Elizabeth 

Joseph  P.  Donnelly,  M.D Jersey  City 

Sherman  Garrison,  M.D.  Bridgeton 

Jerome  G.  Kaufman,  M.D Maplewood 

Fred  A.  Mettler,  M.D Blairstown 

Medical-Surgical  Plan  Board  of  Trustees 

(Provided  in  MSP  Bylaws) 

Nicholas  A.  Bertha,  M.D..  President  . . Wharton 


Medicare,  Committee  on  Utilization  of  Physician's 
Services  Under  Part  B 

(Established  at  request  of  1969  House  of  Delegates) 


Nicholas  A.  Bertha,  M.D.,  Chairman  Wharton 

John  F.  Kustrup,  M.D Trenton 

Emanuel  M.  Satulsky,  M D.  . . Elizabeth 


Medicare  Law  (P.L.  89-97) 

(Assigned  by  the  Board  — 10/17/65  as  indicated  below) 

(1)  Overall  responsibility  to  study  and  provitle  recom- 
mendations concerning  the  Medicare  Program 

Council  on  Medical  Services 

Consultants  to  the  Council  on  Medical  Services: 
Nicholas  A.  Bertha,  M.D., 

President  ^Vharton 

Emanuel  M.  Satulsky,  M.D., 

President-Elect Elizabeth 

Jesse  McCall,  M.D.,  Chairman, 

Council  on  Legislation  Newton 

Rudolph  G.  Matflerd,  M.D.,  Chairman, 

Council  on  Public  Health  . . New  Brunswick 
Frank  J.  Hughes,  M.D.,  Member,  Neuf  Jersey 
Hoard  of  Control Gloucester 

(2)  Liaison  representative  to  State  Department  of 
Health 

(Established  by  MSNJ  — 1/16/66) 

David  Eckstein,  M.D Trenton 

(3)  Liaison  representative  to  State  Department  of  In- 
stitutions & Agencies 

(Established  by  MSNJ  - 1/16/66) 

Francis  J.  Benz,  M.D Chatham 

I.ouis  K.  Collins,  M.D.,  Chairman,  Council 

on  Medical  Sendees  Glassboro 

Mr.  Vincent  A.  Maressa,  Executive 
Assistant  Trenton 

(4)  Home-Hospital-Nursing  Care 

(Liaison  established  by  MSNJ  — 3/20/66) 

Matthew  E.  Boylan,  M.D Jersey  City 
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Membership  Directory 

(Sperial  coinmiltee  eslalrlislied  Ijy  Board  — 1 1/19/Gl) 


fdiarles  I..  C'.iinnili,  M l).,  Chairman  Jersey  City 

Robert  C.  Anderson,  M.l) Newark 

Jolin  |,  Bedrick,  M.l).  Bayonne 

Matthew  K.  Boylan,  M.l) Jersey  City 

(ieorge  B.  .Sliarbangh,  M.D Trenton 


Mt.  Richard  I.  Nevin,  Exenitwe  Director  Tretiton 
Ml.  Robert  II.  I.atnliert,  Business  Manager  I renton 

Motor  Vehicles,  State  Division  of 

(l.iaisoti  established  at  the  request  of  the  Divisioti  — 
4/l6/(il) 

Irwin  ,S.  Stnith,  M.l).,  Chairman, 

Committee  on  Traffic  .Safety VVillingboro 

Neurological  Diseases,  Advisory  Council  to  New  Jersey 
Consultation  Service  for  Convulsive  Disorders 

(Liaison  established  — 7/l9/(i4) 

Robert  ,S.  Garber,  M.l) Belle  Mead 

New  Jersey  College  of  Medicine  and  Dentistry, 
Student  AMA 

(Liaison  rc(|itested  bv  New  Jersey  Cha|)ter  — I /2()/60) 
George  E.  Barbour,  M.l).  Sotnervilic 

Nursing  Education  and  Recruitment, 

Permanent  Committee  on 

(Established  by  direction  of  19(53  llousc  of  Delegates) 
Jes.se  McCall,  M.l).,  Chairman  Newton 

George  E.  Barbour,  M.l) .Somerville 

William  1‘.  Mulford,  M.D.  Beverly 

Lewis  E.  Savel,  M l).  South  Orange 

Mr.  Richard  I.  Nevin,  F.xecutwe  Director  'Erenlon 

Equal  representation  from: 

New  Jersey  Hospital  Association 

New  Jersey  League  for  Nurses 

New  jersey  State  Nurses'  .\s.sociation 

.Administrators  of  Nursing  Schools 

.Advisors  (2)  from  Slate  Department  of  E'.dncation 

Nutrition  Council,  New  Jersey 

(l.iaisoti  established  by  MSNJ  — 12/19/54) 
llarcey  E.  Einhorn.  M.D .South  Orange 

OCHAMPUS  (Office  for  the  Civilian  Health  And 
Medical  Program  of  the  Uniformed  Services) 

(1)  Eiscal  Agent 

(Designated  upon  request  of  MSP  — 7/21/G3) 
Medical-Surgical  Plan  of  New  Jersey 

(2)  Special  Committee  on 
(Established  by  MSNJ  - 9/9/5G) 

Nicholas  A.  Bertha,  M.D.,  Chairman  Wharton 


George  E.  Barbour,  M.D .Somerville 

I homas  C.  DeCecio,  M.D Clilfside  Park 

John  E.  Kttstrup,  M.D Tretiton 


Osteopaths  to  MSNJ  Membership,  Committee  on 
Admission  of 

(Established  at  request  of  1969  House  of  Delegates) 


Elbert  11.  Pogue,  M.D.,  Chairman  Elizabeth 

Louis  !•’.  Albright,  M.D Spring  Lake 

A.  Guy  Campo,  M.D.  Westville 

John  J.  Crosby,  Jr.,  M.D Jersey  City 

Rttymond  ,A.  McCormack.  Jr.,  M.D Trentoti 


Parents  and  Teachers,  New  Jersey  Congress  of 
(Liaison  retpiested  bv  MSNJ's  Committee  on  Cbild 
Health  - I2V20/G4) 

Joseph  R.  Jehl.  M l).  Clifton 


Pension  Plan,  Special  Committee  on 

(Established  by  Board  — 5/22/55  . . . Duties  outlined 
in  .Article  111  of  Pension  Plan  Agreement) 

1 homas  C.  DeCecio,  M.D.,  Chairman, 

Committee  on  Finance  and  Budget  . . . Clilfside  Park 
Nicholas  A.  Bertha,  M.D.,  Chairman,  Special 

Committee  on  House  Maintenance,  Staff  Policies, 

and  Personnel  Relations Wharton 

Samuel  J.  Lloyd,  M.D.,  Treasurer  ...  Erenton 

Public  Health  Association,  New  Jersey 

(1)  Membership  authorized  by  Board  — 1 1/15/59 

Joseph  R.  Jehl,  M.D.  (Delegate)  Clifton 

Mr.  Richard  I.  Nevin  (.Alternate)  I reiiton 

(2)  .Animal  (Medical)  Research 

(Liaison  representative  requested  bv  Association  — 
4/17/G6) 

Ivdwiii  H.  Albano,  M.D East  Orange 

(3)  Medical  Care  Committee 

(.Association  requested  physician  to  serve  as  chair- 
man of  its  Medical  Care  Committee  — 2/24/65) 
John  J.  Bedrick,  M.D . . Bavonne 

Public  Health  Council,  State  Department  of  Health 

(Nominations  for  appointment  by  Governor  . . . 


requested  — 9/20/G4) 

Henry  L.  Drezner,  M.D.  Erenton 

Quackery,  Committee  on 

(Established  at  the  request  of  the  AMA  — 11/15/64) 
Ehomas  C.  DeCecio,  M.D.,  Chairman  . Clillside  Park 

Henry  J.  Mineur,  M.D Cranford 

Charles  B.  Norton,  M.D AVoodstown 


Radiation  Protection  Commission,  Consultant  to 
New  Jersey 

(Nomination  for  appointment  to  Commission  requested 
-7/18/65) 

Bernard  M.  .Schnur,  M.D rrenlon 

Radiation  Protection  Commission,  New  Jersey 

(Two  consultants  in  nuclear  medicine  retpiested  by  the 
Commission  11/66) 


Erank  .Schell,  M.D.  Paterson 

John  Ehompson,  M.D C:!ldwell 


Regional  Planning  Council,  Philadelphia  Medical 
Library  Committee 

(.Appointment  of  representative  requested  by  Library 
Committee  8/20/67) 

Sherman  Garrison,  M.D Bridgeton 

Rehabilitation  Commission,  New  Jersey  State 

(Liai.son  requested  by  MSNJ’s  Committee  on 


Rehabilitation  —5/65) 

Carl  .A.  Maxwell,  M.D.  Phillipsburg 

Safety  Council,  New  Jersey  State 
(Provided  in  Council  Bylaws) 

Nicholas  A.  Bertha,  M.D.,  President  Wharton 

Joseph  A.  Lepree,  M.D.,  President’s 

Representative  Elizabeth 


Selective  Service  System,  New  Jersey  Chairman  of 
Advisory  Committee  to 

(Nomination  for  appointment  by  National  .Advisory 
Committee  requested  by  committee  — 1 1/ 19/61) 
Jesse  McCall,  M.D Newton 
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Statutes  Related  to  the  Practice  of  Medicine  and 
Surgery  in  New  Jersey,  Committee  to  Review 

(Established  by  MSNJ  to  implement  substitute  resolu- 
tions 7 & 8,  1967  House) 

Nicholas  A.  Bertha,  M.D.,  Chairman  Wharton 

Thomas  C.  DeCecio,  M.D Cliffside  Park 

Samuel  J.  Lloyd,  M.D Trenton 

Mr.  Richard  I.  Nevin,  Executive  Director  ....  Trenton 
Mr.  E.  Powers  Mincher,  Legal  Counsel  . Pennington 
Mr.  Vincent  A.  Maressa,  Executive  Assistant  . Trenton 


Tuberculosis  Council,  New  Jersey  State 

(Appointment  of  representative  to  council  requested  by 
Commissioner  of  Health  — 2/19/61) 

Rudoph  G.  Matflerd,  M.D.  New  Brunswick 

Welfare  Council,  New  Jersey 

(Representative  to  plan  meetings  for  annual  conference 
on  social  welfare  requested  by  council  — 5/13/66) 
John  J.  Bedrick,  M.D Bayonne 

Widows  and  Orphans  of  Medical  Men  of  New  Jersey, 
Society  for  Relief  of 

(Liaison  requested  by  Society  — 5/17/59) 

Joseph  R.  Jehl,  M.D Clifton 


PRESIDENTS  AND  SECRETARIES 
OF  COMPONENT  MEDICAL  SOCIETIES 


Atlantic 

Donald  Davidson,  M.D.,  President Atlantic  City 

William  G.  Wosnack,  Jr.,  M.D.,  Secre/ary  . Atlantic  City 
Mrs.  Jo  Ann  Raco,  Exec.  Secretary Margate  City 

Bergen 

Richard  B.  Berlin,  M.D.,  President  Hackensack 

Frank  R.  Begen,  M.D.,  Secretary  Hackensack 

Mr.  Allen  W.  Fincke,  Exec.  Secretary  ....  Hackensack 

Burlington 

David  Flinker,  M.D.,  President  Medford 

Martin  B.  Bauman,  M.D.,  Secretary  Medford 

Mrs.  Ruth  E.  Bunning,  Exec.  Secretary  . . . Medford 

Camden 

E.  Spencer  Paisley,  M.D.,  President  . . Haddon  Heights 

Robert  S.  Gamon,  M.D.,  Secretary  Cherry  Hill 

Mrs.  Florence  J.  Yeager,  Exec.  Secretory  Merchantville 


Cape  May 

Robert  J.  Sorensen,  M.D.,  President Rio  Grande 

Joseph  M.  Fitzgerald,  M.D.,  Secretary Cape  May 

Cumberland 

Paul  Sher,  M.D.,  President Millville 

Frank  J.  T.  Aitken,  M.D.,  Secretary Bridgeton 

Essex 

Myer  J.  Kern,  M.D.,  President  Irvington 


Richard  R.  Chamberlain,  M.D.,  Secretary  . Maplewood 
Mr.  Arthur  R.  Ellenberger,  Exec.  Secretary  East  Orange 


Gloucester 

Dominic  F.  C.arlino,  M.D.,  President  Wot)dbury 

Don  B.  Weems,  Jr.,  M.D.,  Secretary  Pitman 

Mrs.  Doreen  Ficara,  Exec.  Secretary  Woodbury 

Hudson 

Sidney  ^\’oltz,  M.D.,  President  Union  City 

Clifford  B.  Blasi,  M.D.,  Secretary  Jersey  City 

Mrs.  Julia  Z.  Wolf,  £.vec.  Secretaiy  ....  Jersey  City 

Hunterdon 

Frederick  Ktiocke,  M.D.,  President  Readington 

James  R.  SViant,  M.D.,  Secretary  Glen  Gardner 

Mercer 

Ivan  F.  Bird,  M.D.,  President Trenton 

Bernard  A.  Balsis,  M.D.,  Secretary  Trenton 

Mrs.  .Annette  B.  Nicholas,  Exec.  Secretary  ...  Trenton 

Middlesex 

George  T.  Henderson,  M.D.,  President  . Bound  Brook 

.Aristotle  .A.  Christou.  M.D.,  Secretary  Edison 

Miss  Carolyn  M.  Kidd,  Office  Secretary  Edison 

Monmouth 

.Avrohm  Jacobson,  M.D.,  President  .Asbury  Park 

Myra  R.  Zinke,  M.D.,  Secretary  Holmdel 

Mrs.  Mary  G.  Gorman,  Exec.  Secretary  .Avon 

Morris 

Seymour  F.  Kuvin,  M.D.,  President  l.ivingston 

.Andrew  G.  Hudacek,  M.D.,  Secretary  . Morristown 
Mrs.  Irma  E.  Crum,  Exec.  Secretary  Morristown 

Ocean 

Irving  Dunn,  M.D.,  President Bay  Head 

Joel  Powers,  M.D.,  Secretary  Toms  River 

Mr.  John  Schaefer,  Exec.  Secretary  Jackson 

Passaic 

James  .A.  Rogers,  M.D.,  President  . Paterson 

Roger  C.  Laauwe,  M.D.,  Secretary  Paterson 

Mrs.  Katherine  Cingale,  Exec.  Secretary  ....  Paterson 

Salem 

John  J.  Reinhard,  M.D.,  President Salem 

Charles  E.  Gilpatrick,  M.D.,  Secretary  . Carney's  Point 

Somerset 

Harold  N.  Wender,  M.D.,  President Somerville 

AVilliam  S.  Z.  Kuh,  M.D.,  Secretary  Somerville 

Mrs.  Betty  Menapace,  Exec.  Secretary  Somerville 

Sussex 

Douglas  Hammett,  M.D.,  President  Sparta 

Jack  Caleca,  M.D.,  Secretary  .Andover 

Union 

Edward  M.  Coe,  M.D.,  President  Elizabeth 

Howard  H.  Lehr,  M.D.,  Secretary Elizabeth 

Miss  Mary  Louise  Rogers,  Exec.  Secretary  . . Elizabeth 

Warren 

Joseph  P.  Murphy,  M.D.,  President  Phillipsburg 


Ralph  M.  L.  Buchanan,  M.D.,  Secretary  . Phillipsburg 
Miss  Josephine  Lisinicchia,  Exec.  Secretary  Phillipsburg 
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A New  Thanatology 
Organization 

A P'oundation  of  Thanatology  has  been  estab- 
lished. It  is  concerned  with  inquiries  into  and 
promotion  of  the  application  of  knowledge  to 
the  subjects  of  the  psychologic  aspects  of  dy- 
ing, reactions  to  death,  loss  and  grief,  and  re- 
covery from  bereavement. 

This  is  a non-profit  organization  to  service  the 
Helds  of  psychiatry,  medicine,  religion,  psy- 
chology, social  sciences,  nursing,  social  wel- 
fare, philosophy,  and  theology,  as  well  as  di- 
rectly to  assist  the  bereaved. 

The  Foundation  of  Thanatology  derived 
initial  impetus  from  a group  of  more  than  100 
author-contributors  to  a series  of  books,  at 
various  levels  of  reader  sophistication,  for  the 
laity,  dealing  with  recovery  from  bereave- 
ment. Also  developed  is  a medical  text  for  the 
health  professions.  Loss  and  Grief:  Psychologi- 
cal Management  in  Medical  Practice,  to  be 
published  this  year  by  the  Columbia  Univer- 
sity Press.  Its  Board  of  Professional  Advisors 
initially  consisted  of  contributors  and  creative 
consultants  responsible  for  these  books.  They 
have  since  been  joined  by  others  in  many  pro- 
fessions and  disciplines  who  have  become  in- 
terested in  and  have  offered  their  services  to 
carry  forward  the  organizational,  publication, 
and  research  activities  of  the  Foundation. 

As  a multidisciplinary  organization,  the 
Foundation  solicits  the  interest  of  and  at- 
tempts to  be  of  service  to  all  persons  regard- 
less of  academic  discipline  or  interests  who 
are  concerned  with  those  subjects. 

Anticipated  is  the  development  of  a publica- 
tion program  including:  The  Archives  of  The 
Foinidation  of  Thanatology  (to  commence 
j)ul)lication  this  year)  to  be  sent  to  members 
and  academic  libraries;  publication  of  a 
scientific-professional-pastoral  Journal  of 
Thanatology  to  commence  publication  in 
1970;  publication  of  selected  manuscripts  sub- 
mitted to  the  Foundation  for  this  purpo.se;  in- 


auguration of  a yearly  review  volume  contain- 
ing (in  addition  to  original  manuscripts;  the 
Foundation  transactions,  selected  abstracts, 
and  book  reviews. 

Sponsorship  of  an  annual  symposium  with 
subsequent  publication  of  papers  and  Avork- 
shop  proceedings  is  planned.  The  first  of  these, 
“Psychosocial  Aspects  of  Terminal  Care,” 
which  will  take  place  next  year,  will  also  be 
published  in  book  form. 

Sponsorship  and  direct  initiation  of  an  ex- 
tensive retrospective  and  prospective  research 
program  in  such  fields  as  medical  nursing 
and  divinity  school  education,  use  of  psycho- 
pharmacologic  agents,  and  so  on,  in  the  area 
of  the  Foundation’s  concern,  will  be  explored. 

Associate  Membership  in  The  Foundation  of 
Thanatology  is  open  to  all.  Additional  in- 
formation concerning  the  Foundation  will  be 
sent  upon  request  to  the  Foundation’s  Presi- 
dent, Dr.  Austin  H.  Kutscher,  Columbia- 
Presbyterian  Medical  Center,  630  \Vest  168th 
Street,  New  York  City  10032. 


LETTER  TO 
THE  JOURNAL 

Treatment  Of  Infected  Wounds 

Dear  Sir: 

This  is  in  connection  tvith  an  article  pub- 
lished in  the  June  1969  issue  of  The  Journal, 
“Antibiotic  For  Infected  AVounds.” 

My  experience  over  the  years  is  tliis:  Using 
Terramycin  topical  powder  with  Polymyxin  B 
was  the  most  effective  antibiotic  for  treatment 
of  wounds,  lacerations,  abrasions,  and  dog- 
bites.  I.  J.  ^Volf,  M.D. 
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ANNOUNCEMENTS 


Simplified  Electrocardiography 

Columbus  Hospital  in  Newark  is  giving  its 
8th  annual  course  in  electrocardiography  for 
the  family  physician.  The  meetings  are  held 
at  10  a.m.  on  W'ednesdays.  They  begin  on 
October  1,  1969  and  run  through  May  l.S. 
1970,  except  during  Christmas  week. 

I'he  .\AGP  gives  64  hours  of  credit  for  those 
Avho  take  the  entire  program.  The  meetings 
are  held  at  the  hospital  Annex,  477  North 
13th  Street.  The  tuition  is  $100.  This  includes 
teaching  aids,  printed  lecture  outlines,  a 
dosing  banquet,  and  buffet  luncheon  after 
each  session. 

For  further  details  write  to  Joseph  A.  San- 
tangelo,  M.D.,  539  Mt.  Prospect  Avenue, 
Newark  07104. 

Management  of  Scoliosis 

Columbia  University  has  now  made  available 
an  intensive  three  day  course  in  the  manage- 
ment of  scoliosis.  This  will  be  from  Thursday, 
October  2 through  Saturday,  October  4.  The 
tuition  fee  is  S150.  For  details,  write  to  Melvin 
D.  5'ahr,  M.D.,  College  of  Physicians  and  Sur- 
geons, 631  West  168th  Street,  New  York 
10032. 

Health  Care  As  A Right 

That  “health  care  is  a right,  not  a privilege” 
is  the  theme  of  the  next  annual  meeting  of  the 
Tuberculosis-Respiratory  Disease  Association. 
This  will  be  an  all-day  session  on  October  8, 
1969  at  the  Nassau  Inn  in  Princeton.  Speakers 
will  include  Dr.  Robert  Cadmus,  President  of 
the  New  Jersey  College  of  Medicine,  and  Dr. 
John  L.  Holloman,  Past-President  of  the  Na- 
tional Medical  .\ssociation. 

For  more  details,  write  to  the  Managing  Di- 
rector, Necv  Jersey  Tuberculosis  Association, 
2441  Route  22,  Union,  New  Jersey  07083. 


Air  Pollulion  Emergencies 

“Air  Pollution  Emergencies”  will  be  the 
theme  of  a conference  of  the  Mid-.Atlantic 
States  Section,  Air  Pollution  Control  .Associa- 
tion, on  Friday,  October  17.  The  sessions  will 
be  held  in  the  auditorium  of  the  Public  Serv- 
ice Electric  and  Gas  Company,  70  Park  Place 
in  Newark.  The  program  will  include  a re- 
view of  emergency  procedures  in  New  5'ork, 
New  Jersey,  Pennsylvania,  and  Delaware.  In- 
dustrial representatives  will  present  papers,  as 
well. 

Refresher  In  GYN-OB 

During  the  week  of  November  10,  1969  Col- 
umbia University  will  offer  a refresher  course 
in  obstetric  and  gynecologic  pathology,  which 
will  include  a survey  of  recent  advances  in 
the  understanding  of  problems  of  the  female- 
reproductive  system.  For  details,  write  to  Mel- 
vin D.  Vahr,  M.D.,  College  of  Physicians  and 
Surgeons,  631  West  168th  Street,  New  York 
10032. 

Clinical  Application  Of  Basic  Sciences 

Burlington  County  Memorial  Hospital  an- 
nounces the  continuation  of  its  series  on  basic 
sciences  and  clinical  application.  7 he  October 
meetings  will  be  held  on  Thursdays  at  3:30 
p.m.  in  the  T.  J.  Summey  Building  of  the 
hospital.  Topics  to  be  considered  are:  vascular 
insufficiency,  disorders  of  malabsorption, 
jaundice,  setjuelae  of  the  use  of  oral  con- 
traceptives, and  the  role  of  the  pastor  in 
death.  The  course  is  acceptable  by  the  A.AGP 
for  U/2  credits  per  session. 

For  registration  and  further  information, 
please  write  to  J.  R.  Wolgamot,  M.D.,  Direc- 
tor of  Medical  Education,  Burlington  County 
Memorial  Hospital,  175  Madison  .Avenue, 
Mount  Holly  08060. 
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MEETINGS  OF  MEDICAL  INTEREST 


This  listing  has  been  compiled  by  the  Academy  of  Medicine  of  New  Jersey.  For  additional 
information,  including  exact  time  of  meetings,  write  to  the  society  or  hospital  listed. 


1969 

September 


25 


10  New  Jersey  Heart  Association  and 
New  Jersey  Department  of  Health 
Ocean  County  Community  College 
Toms  River 

Seminar  on  Stroke 

1 1 Burlington  County  Memorial  Hospital 
Mount  Holly 

Principles  of  Total  Intravenous  Nutrition 

16  Academy  of  Medicine  of  New  Jersey 
Newcomb  Hospital 

Vineland 

Organization  of  Emergency  Room  Care 

17  Academy  of  Medicine  of  New  Jersey 
St.  Barnabas  Medical  Center 
Livingston 

A Clinic  and  Histopathologic  Survey  of 
Gynecology 

18  Burlington  County  Memorial  Hospital 
Mount  Holly 

Granulomatous  and  Ulcerative  Colitis:  Dif- 
ferential Diagnosis,  Complications  and  Man- 
agement 

23  Hunterdon  County  Medical  Society 

24  Academy  of  Medicine  of  New  Jersey 
St.  Elizabeth  Hospital 

Elizabeth 

Pulmonary  Problems  and  Inhalation  Therapy 

24  Academy  of  Medicine  of  New  Jersey 
Morristown  Memorial  Hospital 
Morristown 

Hv]mosis  in  Medicine 

25  .Academy  of  Medicine  of  New  Jersey, 
Section  on  Radiology,  and  New  Jersey 
Radiological  Society 

.Academy  of  Medicine  of  New  Jersey 
Bloomfield 

Interesting  X-rays  of  the  Month 


Burlington  County  Memorial  Hospital 
Mount  Holly 

The  Diagnosis  and  Management  of  Some 
Common  and  Uncommon  Gallbladder  Con- 
ditions 

26  Academy  of  Medicine  of  New  Jersey 
Newcomb  Hospital 
Vineland 

Organization  of  Coronary  Care  Units 

October 

2 Burlington  County  Memorial  Hospital 
Mount  Holly 

Mesenteric  Vascular  Insufficiency:  Diagnosis 
and  the  Approach  to  Treatment 

7 Academy  of  Medicine  of  Nerv  Jersey 
^Vest  Hudson  Hospital 
Kearny 

Organization  of  Coronary  Care  Units 

9 Academy  of  Medicine  of  New  Jersey 
Eair  Lawn  Hospital 
Fair  Lawn 

Pulmonary  Problems  and  Inhalation  Therapy 
and  Resuscitation 

9 Burlington  County  Memorial  Hospital 

Mount  Holly 

Diseases  of  Intestinal  Malabsorption 

14  Academy  of  Medicine  of  New  Jersey 
Section  on  Dermatology  and  New 
Jersey  Dermatological  Society 
Elizabeth  General  Hospital 
Elizabeth 

.Skin  Manifestations  of  Regional  Ileitis  and 
lUcerative  Colitis 

15  .Academy  of  Medicine  of  New  Jersey 
Robert  Treat  Hotel 

Newark 

SMuposium:  Organ  Transplants 

15  .Academy  of  Medicine  of  New  Jersey 
and  American  Cancer  Society 
St.  Elizabeth  Hospital 
Elizabeth 

Cbemotherapy  of  Cancer 
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15  Academy  of  Medicine  of  New  Jersey 
Section  on  Urology 

Marriott  Motor  Inn 
Saddle  Brook 
Urology  in  Viet  Nam 

16  Burlington  County  Memorial  Hospital 
Mount  Holly 

The  Differential  Diagnosis  of  Jauiulice 

16  Academy  of  Medicine  of  New  Jersey 
Passaic  General  Hospital 
Passaic 

Piilinonary  Problems  and  Inhalation  Therapy 

20-24  Newark  Beth  Israel  Medical  Center 
and  Academy  of  Medicine  of  New 
Jersey 

Newark  Beth  Israel  Medical  Center 

Basic  Vectorelectrocardiography 

23  Burlington  County  Memorial  Hospital 
Mount  Holly 

Endocrine  and  Physiologic  Sequelae  of  the 
Oral  Contraceptives 

23  Academy  of  Medicine  of  New  Jersey 
John  E.  Runnells  Hospital 
Berkeley  Heights 

Organization  of  Emergency  Room  Care 

23  Academy  of  Medicine  of  New  Jersey, 
Section  on  Radiology,  and  New  Jersey 
Radiological  Society 
Academy  of  Medicine  of  New  Jersey 
Bloomfield 

Interesting  X-rays  of  the  Month 

25-26  New  Jersey  Heart  Association  and 

New  Jersey  Regional  Medical  Program 
Atlantic  City 

Seminar  on  Coronary  Care 

29  Academy  of  Medicine  of  New  Jersey 
St.  Elizabeth  Hospital 
Elizabeth 
Hypnosis  in  Medicine 

29  .-\cademy  of  Medicine  of  New  Jersey 
Section  on  Pediatrics 

Workshop  on  Cytogenetics 

30  Burlington  County  Memorial  Hospital 
Mount  Holly 

Interservice  Seminar;  The  Role  of  the  Pastor 
in  Death 


31  Academy  of  Medicine  of  New  Jersey 
and  American  Ciancer  Society 
Warren  Hospital 
Phillipsburg 
Chemotherapy  of  Cancer 

November 

3 Academy  of  Medicine  of  New  Jersey 
and  American  Cancer  Society 
Atlantic  City  Hospital 
Atlantic  City 

Chemotherapy  of  Cancer 

5 Academy  of  Medicine  of  New  Jersey 

Symposium:  Controversies  in  Medicine 

6 Academy  of  Medicine  of  New  Jersey 
Overlook  Hospital 

Summit 

Symposium:  Infectious  Diseases 

6 Burlington  County  Memorial  Hospital 
Mount  Holly 

Certain  Gynecologic  Disorders  and  Endocrine 
Management 

12  Academy  of  Medicine  of  New  Jersey 
St.  Barnabas  Medical  Center 
Livingston 

A Clinical  and  Histopathologic  Survey  of 
Gynecology 

13  Academy  of  Medicine  of  New  Jersey 
and  American  Cancer  Society,  New 
Jersey  Division 

Morristown  Memorial  Hospital 

Symposium;  Neuroblastoma  in  Children 

13  Burlington  County  Memorial  Hospital 
Mount  Holly 

Hematologic  Problems  in  Pregnancy 

14  .\cademy  of  Medicine  of  New  Jersey 
Warren  Hospital 

Phillipsburg 

Organization  of  Coronary  Care  I’nits 

19  .Academy  of  Medicine  of  New  Jersey, 
Section  on  Radiology,  and  New  Jersey 
Radiological  Society 
Academy  of  Medicine  of  New  Jersey 
Bloomfield 

Interesting  X-rays  of  the  Month 

19  New  Jersey  Chapter,  American 
Academy  of  Pediatrics 
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Holiday  Inn 
Kennilworth 
Seminar  on  Pediatric  Allergy 

19  New  Jersey  State  Dental  Society 

Semiannual  Session 

20  Academy  of  Medicine  of  New  Jersey 
Englewood  Hospital 

Englewood 
Hvpnosis  in  Medicine 

20  Burlington  County  Memorial  Hospital 

Mount  Holly 

Microsurgery  of  the  Ear 

25  Hunterdon  County  Medical  Society 

December 

3  Academy  of  Medicine  of  New  Jersey 

Swnposium:  Shock 

3 Academy  of  Medicine  of  New  Jersey 
St.  Elizabeth  Hospital 

Elizabeth 

Organization  of  Emergency  Room  Care 

4 Burlington  County  Memorial  Hospital 
Mount  Holly 

Parkinsonism:  Assessment  of  New  Therapeu- 
tic Modalities 

8 Academy  of  Medicine  of  New  Jersey 
and  American  Cancer  Society 

Paul  Kimball  Hospital 
Lakewood 

Chemotherapy  of  Cancer 

9 Academy  of  Medicine  of  New  Jersey 
North  Hudson  Hospital 
Weehawken 

W'orkhop  on  Resuscitation 

1 1 Burlington  County  Memorial  Hospital 

Mount  Holly 
Common  Allergic  Emergencies 

18  Burlington  County  Memorial  Hospital 

Mount  Holly 
Crisis  Counseling 

1970 

January 

7 Academy  of  Medicine  of  New  Jersey 

Symposium:  Immunology  and  Radiation 
Protection 

5ir, 


8 Burlington  County  Memorial  Hospital 

Mount  Holly 
Newer  Anesthetic  Agents 

15  Burlington  County  Memorial  Hospital 

Mount  Holly 

Diagnosis  and  Medical  Management  of  Gas- 
trointestinal Hemorrhage 

22  Burlington  County  Memorial  Hospital 

Mount  Holly 

Surgical  Management  of  Gastrointestinal 
Hemorrhage 

27  Hunterdon  County  Medical  Society 

29  Burlington  County  Memorial  Hospital 

Mount  Holly 

Indications  and  Techniques  for  Urinary 
Diversionary  Procedures 

February 

5 Burlington  County  Memorial  Hospital 

Mount  Holly 

Angiographic  and  Echographic  Diagnosis  of 
Genito-Urinary  Lesions 

11  Academy  of  Medicine  of  New  Jersey 

Symposium:  "Isotopes  and  Recent  Advances 
in  Radiologic  Diagnosis” 

12  Burlington  County  Memorial  Hospital 
Mount  Holly 

Management  of  Chronic  Renal  Insufficiency 

19  Burlington  County  Memorial  Hospital 

Mount  Holly 

Renal  Transplantation:  Indications  and 
Techniques 

26  Burlington  County  Memorial  Hospital 

Mount  Holly 
Computers  in  Medicine 

March 

5 Burlington  County  Memorial  Hospital 

Mount  Holly 

Diagnosis  and  Treatment  of  Lymphomatous 
Disease 

10  Academy  of  Medicine  of  New  Jersey 
Section  on  Dermatology  and 
New  Jersey  Dermatological  Society 
Paterson  General  Hospital 
Paterson 

12  Academy  of  Medicine  of  New  Jersey 

Svmposium:  Pulmonary  Emholism 
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12  Burlington  County  Memorial  Hospital  23 

Mount  Holly 

Recent  Advances  in  the  Treatment  of 
Leukemia 

30 

19  Burlington  County  Memorial  Hospital 

Mount  Holly 

Chemotherapy  of  Disseminated  Solid  Tumors 

24  Hunterdon  County  Medical  Society 

26  Burlington  County  Memorial  Hospital 

Mount  Holly 

Differential  Diagnosis  of  the  Polycythemic 
States 

April 

2 Burlington  County  Memorial  Hospital 

Mount  Holly 

Management  of  Painful  Syndromes  of  the 
Head  and  Neck 

8 Academy  of  Medicine  of  New  Jersey 

Symposium:  "Neurology” 

9 Burlington  County  Memorial  Hospital 
Mount  Holly 

Rheumatoid  Arthritis:  Current  Concepts  of 
Differential  Diagnosis  and  Management 

15  Academy  of  Medicine  of  New  Jersey 
Section  on  Dentistry 
Veterans  Administration  Hospital 
East  Orange 

Symposium:  “Preventive  Dentistry” 

16  Burlington  County  Memorial  Hospital 
Mount  Holly 
Fits,  Faints,  and  Funny  Turns 


Burlington  County  Memorial  Hospital 
Mount  Holly 

I he  Significance  of  Hypoglycemia 

Burlington  County  Memorial  Hospital 
Mount  Holly 

Definition,  Etiology,  and  Classification  of  Con- 
gestive Heart  Failure;  I he  Pathology  and 
Dynamics  of  the  Failing  Heart 

6 New  Jersey  Heart  Association 
Rutgers 

New  Brunswick 

Myocardial  Infarction  and  Drug  Therapy 

7 Burlington  County  Memorial  Hospital 
Mount  Holly 

Evaluation  and  ^^edical  Management  of 
Acute  and  Chronic  Heart  Failure 

14  Burlington  County  Memorial  Hospital 

Mount  Holly 

Surgical  Management  of  Heart  Disease  ami 
Selection  of  Patients  for  Heart  Transplant 

16-20  The  Medical  Society  of  New  Jersey 

Chalfonte-Haddon  Hall 
Atlantic  City 

Annual  Meeting 

21  Burlington  County  Memorial  Hospital 

Mount  Holly 

Diagnosis  and  Nfanagement  of  Pulmonary 
Embolic  Disease 

26  Hunterdon  County  Medical  Society 

27  Academy  of  Medicine  of  New  Jersey 
Annual  Awards  Dinner 


Our  Advertisers  Merit  Your  Support 


Not  everyone  can  advertise  in  this  JOUR- 
NAL. When  you  see  an  advertisement  here, 
you  know  that  the  company  or  service  has 
been  stamped  as  “approved.”  As  you  read  our 
advertising  pages,  you  get  a compact  little 


course  on  what’s  new.  .\nd  if  you  tell  the 
company  that  you  saw  his  notice  in  these 
pages,  you  remind  him  that  this  is  a happy 
medium  for  his  service  or  his  company.  These 
pages  deserve  your  consideration. 
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OBITUARIES 


Dr.  Stephen  E.  Burke 

One  of  New  Jersey’s  senior  practitioners, 
Stephen  E.  Burke,  M.D.,  died  on  May  31,  1969 
at  the  age  of  84.  Dr.  Burke  was  a,  general 
practitioner  of  the  old  school  who  received 
his  M.D.  at  Howard  University  Medical 
School  in  1915.  He  was  active  in  our  Essex 
County  Medical  Society  and  , was  affiliated 
with  the  Beth  Israel  Hospital  in  Newark.  He 
was  one  of  the  laureates  of  our  Golden  Merit 
Award  in  1965. 

Dr.  Joseph  F.  Giacona 

At  the  age  of  53  Joseph  F.  Giacona,  M.D.  of 
Elizabeth  died  on  July  7,  1969.  Dr.  Giacona 
was  a family  physician  associated  with  the 
general  practice  service  at  the  Elizabeth  Gen- 
eral Hospital.  He  earned  his  M.D.  at  the  St. 
Louis  University  Medical  School  in  1942,  and 
during  World  War  II  he  served  as  a captain 
in  the  Army  of  the  United  States. 

Dr.  Bernard  S.  Kelly 

Born  during  the  presidency  of  Benjamin 
Harrison,  Bernard  S.  Kelly,  M.D.  of  Jersey 
City  died  on  July  5,  1969  at  the  age  of  80. 
Dr.  Kelly  was  a pioneer  in  pediatrics  in  New 
Jersey  and  received  his  M.D.  at  the  Medical 
School  of  Creighton  University  in  Omaha  in 
1917.  He  was  one  of  the  earliest  members  of 
the  .\merican  Academy  of  Pediatrics  and  was 
active  in  child  welfare  and  civic  affairs  in  the 
Hudson  County  area.  Dr.  Kelly  retired  from 
active  practice  some  years  ago  but  maintained 
his  interest  in  community  activities,  especially 
those  (Diicerning  children. 

Dr.  William  F.  Krone 

A familiar  figure  around  the  Medical  Towers 
in  the  1930s  and  1940s  is  gone.  William  F. 
Krone,  M.D.,  was  one  of  the  earliest  of  the 
otolaryngologists  in  the  Newark  area.  Born 
in  1892,  he  received  his  M.D.  at  Tulane  in 
1916.  After  a brief  period  of  general  practice. 


he  did  graduate  work  in  laryngology  and 
otology,  eventually  winning  board  certifica- 
tion in  that  specialty.  He  was  on  the  staffs  of 
the  Eye  and  Ear  Inhrmary,  the  Beth  Israel, 
and  the  Babies’  Hospitals,  all  of  Newark.  He 
was  a long-time  Fellow  of  the  American  Col- 
lege of  Ophthalmology,  Otology,  and  Lar- 
yngology. Dr.  Krone  died  on  June  29,  1969  at 
the  age  of  77. 

Dr.  Pauline  A.  Long 

One  of  New  Jersey  senior  women  physicians, 
Pauline  A.  Long,  died  on  June  18,  1969  at  the 
age  of  88.  She  was  a 1919  graduate  of  the 
Woman’s  Medical  College  of  Philadelphia. 
.\fter  she  won  one  of  the  coveted  Philadelphia 
General  Hospital  internships,  she  went  to 
N ew  Brunswick  and  began  practice  there  in 
1921  and  continued  to  serve  the  people  of 
Middlesex  County  for  35  years,  retiring  in 
1956.  She  was  a holder  of  the  Golden  Merit 
Award  of  The  Medical  Society  of  New  Jersey 
and  was  on  of  the  staffs  of  both  hospitals  in 
New  Brunswick. 

Dr.  William  J.  Muster 

On  June  22,  1969,  Dr.  William  J.  Muster 
died  at  the  untimely  age  of  54.  Dr.  Muster  was 
a graduate  of  New  York  Medical  College,  class 
of  1941,  and  was  an  obstetrician  and  gynecol- 
ogist in  the  Bergen  County  area,  alhliateil 
with  the  Valley  Hospital  in  Ridgewood.  Dur- 
ing World  AVar  II  he  was  a captain  in  the 
medical  corps  of  the  United  States  Army. 

Dr.  Carl  W.  Roessel 

A most  promising  surgical  career  was  cut 
short  on  July  22,  1969,  with  the  death  that  day 
of  Carl  \V.  Roessel,  M.D.,  Director  of  Surgery 
at  the  Huntertlon  County  Medical  Center, 
just  north  of  Flcmington.  Born  in  Brooklyn 
in  1911,  Dr.  Roessel  received  his  baccalaureate 
degree  at  Princeton  in  1935  and  his  M.D.  at 
the  College  of  Physicians  and  Surgeons  of 
Columbia  University  four  years  later.  He  was 
botli  a Fellow  of  the  American  College  of 
Surgeons  and  a diplomate  in  general  surgery. 
Dr.  Roessel  was  a surgeon  in  the  Army  of  the 
United  States  during  World  AVar  II,  follow- 
ing Ins  internship  at  the  Lenox  Hill  Hospital. 
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Dr.  D.  Thomas  Russo 


On  August  6,  I960,  a heart  attack  took  the 
life  of  Dominic  Thomas  Russo,  M.D.,  of 
Raritan,  a member  of  our  Somerset  County 
Medical  Society.  Born  in  1910,  Dr.  Russo  was 
graduated  from  the  University  of  Washington 
Medical  School  in  St.  Louis. 

For  more  than  twenty  years  Dr.  Russo  was 
physician  for  the  Bridgewater-Raritan  School 
District.  Long  active  in  civic  affairs,  he  was 
also  county  medical  examiner  for  Somerset 
County  for  two  decades.  Dr.  Russo  was  a 
general  practitioner  with  offices  in  the  town 
of  Raritan. 

Dr.  Mario  E.  Sciorsci 

Announcement  has  been  made  of  the  death  on 
June  28,  1969  of  Mario  E.  Sciorsci,  M.D.  of 
Hoboken.  Dr.  Sciorsci  was  a general  practi- 
tioner who  was  affiliated  with  nearly  all  the 
hospitals  in  Hudson  County.  He  was  a grad- 
uate of  the  New  York  College  of  Medicine, 
class  of  1943,  and  was  only  54  years  old  at  the 
time  of  his  death. 

Dr.  Milton  B.  Sloone 

A graduate  of  the  Jefferson  Medical  College, 
class  of  1936,  Dr.  Milton  B.  Sloane  of  Engle- 


wood died  on  June  10,  1969  at  the  age  of  59. 
Dr.  Sloane  was  a diplomate  of  the  American 
Board  of  Dermatology.  He  was  director  of 
the  department  of  dermatology  at  the  Bergen 
Pines  Hospital  in  Paramus,  and  was  chief  of 
that  service  at  the  Englewood  Hospital. 

Dr.  Charles  T.  Steffens 

Dr.  Charles  T.  Steffens,  a Fellow  of  the 
American  College  of  Surgeons,  died  on  June 
12,  1969.  Dr.  Steffens  was  a well-known  Union 
County  surgeon  and  was  affiliated  with  the 
Muhlenberg  Hospital  in  Plainfield.  He  was  a 
member  of  the  New  Jersey  Society  of  Sur- 
geons, and  w'as  a 1926  graduate  of  the  Medical 
School  of  Boston  University. 

Dr.  Thomas  S.  Thomas 

One  of  Morris  County’s  senior  members, 
Thomas  Stephen  Thomas,  M.D.,  died  on  July 
21,  1969  at  the  age  of  77.  Dr.  Thomas  was  a 
member  of  tlie  class  of  1920  at  Columbia 
University’s  College  of  Physicians  and  Sur- 
geons. He  began  a practice  in  Morris  County 
and  became  increasingly  skilled  in  surgery, 
eventually  becoming  a Fellow  of  the  Ameri- 
can College  of  Surgeons.  Dr.  Thomas  was  on 
the  staff  of  the  Morristown  Memorial  Hospi- 
tal and  retired  in  1963. 


BOOK 

REVIEWS 

Surgery  of  the  Adrenal  Glands.  Edited  by  Lawrence 
O’Neal,  M.D.  With  eight  contributors.  St.  Louis, 
1968,  Mosby.  Pp  295.  Illustrated.  ($19.50) 

In  this  fine  book,  a group  of  authorities  discuss  the 
adrenal  glands  from  the  viewpoint  of  developmental 
anatomy,  physiologic  controls,  and  basic  mechanisms 
producing  diseases  caused  by  the  adrenals.  The  bio- 
synthesis of  the  adrenocortical  hormones  is  explained 
and  diagramed. 

There  are  full  chapters  discussing  Cushing’s  .Syndrome, 
virilizing  and  feminizing  states,  aldosteronism,  pheo- 


chromoevtoma,  and  sympathetic  tumors  of  the 
adrenals.  One  chapter  is  devoted  to  roentgenology  of 
the  adrenal  glands. 

Pre-  and  postoperative  management  and  anesthesia  con- 
trol are  discus,sed.  The  operative  technic  of  adrenalec- 
tomy, with  a review  of  the  most  desired  approaches,  is 
explained  in  detail.  There  is  a good  review  of  ad- 
renalectomy for  palliation  in  breast  cancer. 

In  recent  years,  there  has  been  an  increase  in  adrenal 
tumor  diagnosis  and  surgery  in  community  hospitals. 
From  the  records  of  one  stirgeon  in  our  own  four 
htindred  bed  hospital,  five  adrenal  tumors  were  re- 
moved during  the  past  six  years. 

For  the  surgeon,  this  is  an  excellent  review  text  and 
reference.  The  book  is  well  indexed,  has  many  illustra- 
tions. and  has  pages  giving  normal  laboratory  values 
as  well  as  substances  interfering  with  hormone  deter- 
minations. Fhe  book  revives  your  diagnostic  acumen 
and  brings  you  up  to  date  on  a lively  subject. 

GroRtiF.  F.  Clowi.iNc,  M.D. 

.')1!) 
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Practical  Psychiatry  for  the  Internist.  Douglas  Gold- 
man, M.D. ; George  Ulett,  M.D.  St.  Louis,  1968, 
Mosby.  Pp.  168.  ($9.85) 

Psychiatry  has  finally  escaped  from  the  walls,  literal  or 
figurative,  which  used  to  surround  mental  hospitals. 
Here  is  a book  which  views  the  prescription  of  tran- 
tjuilizers  and  mood  stimulants  as  an  effort  to  control 
the  rather  complicated  and  abnormal  physiology  of  cer- 
tain human  beings  — calling  for  an  expertise  far 
Iteyond  the  primitive  concept  of  the  psychiatrist,  like 
the  psychologist  or  social  worker,  as  a manipulator  of 
ideas,  unconscious  emotions,  and  community  resources. 
The  authors  do  not  short-change  psychotherapy  — but 
they  present  it  in  jargon-free  English.  There  is  no 
neatly  labeled  anal  personality,  dominant  superego, 
or  castrating  mother  in  the  book.  (There  really  are,  of 
course,  but  Goldman  and  Ulett  don’t  frighten  the 
reader  by  labeling  them  that  way.)  The  basic  no- 
menclature of  psychiatry  gets  a once-over-lightly  which 
is  fair  enough  in  a book  with  this  focus.  This  is,  in 
general,  a useful  text  for  physicians  whose  prime  con- 
cern is  not  psychiatry.  The  title  is,  perhaps,  unfortu- 
nate, since  the  book  should  be  helpful  to  laryngolo- 
gists and  proctologic  surgeons  as  well  as  internists.  And, 
tome  to  think  of  it,  it  wouldn’t  hurt  the  psychiatrist 
any  either.  Hf.nrv  A.  Davidson,  M.D. 


Modern  Treatment  (Vol.  5,  #5)  : Treatment  of  Com- 
mon Allergic  Problems.  Roy  Patterson,  M.D.,  Editor; 
Rehabilitation,  Daniel  j.  Feldman,  M.D.,  Editor. 
New  York,  1968.  Hoeber  Medical  Division,  Harper 
and  Row.  Pp.  300  ($16  per  year,  by  subscription). 

\ few  years  ago,  a surgeon  friend  of  mine  was  giving 
a routine  injection  to  a patient  with  varicose  veins. 
.Suddenly,  the  woman  went  into  anaphylactic  shock. 
He  knew  you  gave  Adrenalin®  but  how  much?  — and 
what  else  should  he  do?  If  he  had  read  this  excellent 
book  on  Modern  Treatment  of  Common  .Allergic  Prob- 
lems, he  would  not  have  lost  control  of  his  sphincters. 

.All  sorts  of  things  which  physicians  ask  allergists  are 
answered  thoroughly  in  simple  language.  For  example, 
which  antihistamine  is  the  best?  (There  are  over  50  on 
the  market).  When  do  I use  steroids  and  what  dose? 
What  do  I do  about  a patient  who  is  allergic  to  a drug 
and  must  have  it? 

Do  you  sometimes  wonder  why  a patient  who  is  al- 
lergic to  penicillin  continues  to  have  hives  months  af- 
ter the  antibiotic  has  been  stopped?  Page  810  will  tell 
you  why. 

I recommend  this  book  highly,  not  only  to  those 
particularly  interested  in  allergy,  but  to  any  physician, 
in  any  specialty,  who  prescribes  drugs  or  gives  injec- 
tions. Fr-ank  F.  Rosen,  M.D. 


Medical  Interviewing:  A Programmed  Manual.  R.  E. 

Froelich,  M.D.  and  F.  M.  Bishop,  Ph.D.  St.  Louis, 
1969,  Mosby.  Pp.  1 16.  ($4.75) 

It  seems  fair  to  state  that  there  is  no  book  quite  like 
this.  It  is  a manual,  both  in  terms  of  “how  to  do  it” 
and  in  terms  of  "how  to  teach  how  to  do  it.”  The  “it” 
is  the  medical  interview.  While  the  veterinary  phy- 
sician has  to  learn  how  to  diagnose  without  interview- 
ing his  patient,  the  human  physician  has  an  added  di- 
mension: the  patient-given  history.  Here,  situations  are 
presented  and  the  physician  or  medical  student  is  of- 
fered a choice  of  questions  to  ask  or  approaches  to 
lake.  1 he  editors  comment  on  the  effectivene.ss  of  the 
seseral  kinds  of  (piestions  asked  by  the  tloctor,  or  re- 
actions to  (|uesiions  asked  bv  the  patient.  Even  the 


technics  of  silence  and  not-answering  are  discussed,  as 
well  as  the  meaning  of  subtle  shifts  in  posture,  ways  of 
looking  at  the  patient,  and  psychomotor  manuevers. 
.Medical  history  outlines  are  proposed  and  a multiple 
choice  test  is  included  in  which  the  practitioner  or 
student  is  offered  alternate  courses  of  action.  This 
manual  will  be  tremendously  useful  to  those  who  pa- 
tiently study  it  page  by  page,  and  who  will  accept  the 
challenge  of  giving  honest  answers. 

.Abraham  Feff,  M.D. 

The  Formation  of  Urine  by  the  Kidney.  Filimon  j. 
Ukradyha,  Ph.D.  Munich,  Germany,  1968,  Ukrain- 
ian Technical-Economic  Institute.  Pp.  333  (Price 
not  stated) 

This  treatise  is  an  extensive  compilation  of  the  phy- 
siology of  the  kidney  together  with  many  of  the 
author’s  ow’n  experiments.  Dialysis  has  added  consider- 
ably to  our  scientific  knowledge,  and  has  become  an 
exact  diagnostic  tool  for  studying  the  action  of  the  kid- 
ney on  such  metabolities  as  uric  acid  and  allantoin. 
This  text  reviews  osmotic  diuresis,  the  effect  of  tem- 
perature on  renal  function  and  the  mechanism  for 
competitive  excretion  of  various  substances.  One  sec- 
tion covers  the  comparative  biology  of  excretion  of  the 
members  of  the  animal  kingdom  beginning  with  the 
protozoa  and  working  up  through  the  Crustacea,  fish, 
and  birds  to  mammals.  There  are  final  summaries  in 
English,  German,  and  Ukranian  for  those  interested. 

For  the  renal  physiologist  this  book  is  a must;  it  is  not 
a book  for  the  clinician.  Robert  H.  St.ackpole,  M.D. 


What  You  Can  Do  Abouf  Cancer,  joseph  C.  Maroon, 
M.D.  New  York  City,  1969,  Doubleday.  Pp.  194. 
($5.95) 

The  author’s  purpose  is  to  bridge  the  communication 
gap  between  the  medical  profession  and  the  general 
public  so  that  early  medical  consultation  will  greatly 
increase  the  chances  of  cure  His  emotional  and  sensa- 
tional approach  is,  however,  only  partly  successful.  I 
cannot  recommend  the  book. 

Potentially  curable  carcinomas  are  discussed  as  to 
etiology,  prevention,  anatomy,  physiology,  signs  and 
symptoms,  diagnosis  and  treatment.  The  summary  of 
each  chapter  is  in  the  form  of  questions  and  answers. 

The  explanation  of  signs  and  symptoms  of  malig- 
nancy is  an  expansion  of  the  .American  Cancer  Society 
warning  signs;  however,  post-coital  bleeding  as  a symp- 
tom of  cervical  cancer  is  omitted.  Referring  to  certical 
cancer  as  “rare  before  the  age  25”  is  not  warranted. 
The  lesion  occurs  in  significant  numbers  in  late  teens 
and  early  twenties  in  certain  social  groups. 

.An  inaccurate  use  of  terminology  is  present  through- 
out. Lvmph  nodes  are  referred  to  as  "cancer-infected.” 
The  author  implies  that  malignancy  spreads  by 
breaking  through  an  “immunity”  on  the  part  of  the 
host.  The  term  “surgical-attack”  leaves  an  undesirable 
impression.  He  understates.  Thus,  the  discomfort  of 
sigmoidoscopy  is  compared  to  rectal  fullness  prior  to  a 
bowel  movement.  .A  skin  biopsy  is  called  painless. 
Bronchoscopy  is  deemed  not  a formidable  procedure. 

The  final  chapter  warns  against  the  evils  of  the  medical 
tpiack.  .Appendices  are:  a summary  of  the  malignancies 
(iiscussed  as  well  as  others  not  covered;  agencies  which 
safe-guard  the  public  against  quacks;  films  acailable 
from  the  .American  Cancer  Society;  a bibliography  of 
publications  for  the  lay  public  and  physicians 

Allan  Lazar,  M.D. 
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.et’s  be  specific  about  Campbell’s  Soups... 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1 ,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,400  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.J.  08101 


® 


V^l — — 

Each  tablet  contains  ethynodiol  diacetate  1 mg.,  mestranol  0.1  mg. 


The  new  mother  needs  time . . . 
to  adjust  to  motherhood, 
to  give  her  new  baby  all  the  love 
and  attention  he  requires. 

She  needs  time  for  her  husband . . . 

and  for  herself  as  well . . . 
so  that  she  can  come  to  terms 
with  the  increased  cares 
and  responsibilities  now  facing  her. 
She  needs  time  to  decide 
when  she  will  have  additional  children 
and  how  many  she  will  have. 


Your  prescription  for  Ovulen-21  gives  the  new  mother  time  to 
meet  her  family's  present  needs. ..to  plan  for  her  family's  future. 

She  con  take  Ovulen-21  confidently  and  comfortably  month 
after  month.  Its  dependability  is  enhanced  by  its  simplicity  of 
use.  A woman  needs  little  or  no  time  to  learn  the  simple  Ovulen- 
21  regimen;  three  weeks  on— one  week  off.  And  the  automatic 
record-keeping  of  the  petite,  virtually  "patient-proof"  Ovulen- 
21  Compock®  helps  to  maintain  her  schedule ...  helps  put  time 
on  her  side. 

Immediately  post  partum  is  the  time 

It  is  the  time  when  motivation  is_  highest— when  a new  mother 
needs  expert  advice  for  the  future,  so  she  con  space  her  chil- 
dren and  limit  her  family. 

It  is  also  the  most  opportune  time,  since  she  is  conveniently 
present  in  the  hospital,  for  her  to  be  given  both  instructions 
and  0 prescription. 

Non-nursing  mothers  may  begin  Ovulen-21  immediately  after 
delivery,  on  the  day  of  departure  from  the  hospital  or  at  the 
first  postpartum  visit,  as  desired.  It  is  recommended  that  nurs- 
ing mothers  begin  Ovulen-21  four  weeks  after  delivery. 

A small  fraction  of  the  hormonal  agents  in  oral  contracep- 
tive pills  has  been  identified  in  the  milk  of  mothers  receiving 
these  drugs.  The  long-range  effect  on  the  nursing  infant  cannot 
be  determined  at  this  time. 

Indicaflon-Oral  contraception. 

Confraindicafions-Thrombophlebitls,  thromboembolic  disorders, 
cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly 
impaired  liver  function,  known  or  suspected  carcinoma  of  the  breast, 
known  or  suspected  estrogen-dependent  neoplasia,  undiagnosed  ab- 
normal genital  bleeding. 

Warnings— Watch  for  the  earliest  manifestations  of  thrombotic  dis- 
orders (thrombophlebitis,  cerebrovascular  disorders,  pulmonary  em- 
bolism, retinal  thrombosis);  if  present  or  suspected  discontinue  the 
drug  immediately. 

British  studies  reported  in  April  1968'’^  estimate  there  is  a seven- to 
tenfold  increase  in  mortality  and  morbidity  due  to  thromboembolic 
diseases  in  women  taking  oral  contraceptives.  In  these  controlled 
retrospective  studies,  involving  36  reported  deaths  and  58  hospitali- 
zatians  due  to  "idiopathic"  thromboembolism,  statistical  evaluation 
indicated  that  the  differences  observed  between  users  and  non-users 
were  highly  significant.  The  conclusions  reached  in  the  studies  are 
summarized  in  the  table  below; 


Comparison  of  Mortality  and  Hospitalizatian  Rates  Due  to  Thromboem- 
bolic  Diseose  in  Users  ond  Non-Users  of  Oral  Controceptives  in  Britain. 


Category 

Mortality  Rates 

Hosp/taZ/zotfon  Rotes 
(Morbidity) 

Age  20-34 

Age  35-44 

Age  20-44 

Users  of  Oral  Contraceptives 

1.5/100,000 

3.9/100,000 

47/100,000 

Non-Users 

0.2/100,000 

0.5/100,000 

5/100,000 

No  comparable  studies  are  yet  available  In  the 
United  States.  The  British  data,  especially  as  they 
indicate  the  magnitude  of  the  increased  risk  to  the 
individual  patient,  cannot  be  applied  directly  to 
women  in  other  countries  in  which  the  incidences 
of  spontoneously  occurring  thromboembolic  dis- 
ease may  differ. 

Discontinue  medication  pending  examination  if 
there  is  sudden  partial  or  complete  loss  of  vision, 
or  sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. Withdraw  medication  if  papilledema  or 
retinol  vascular  lesions  are  found. 

Since  the  safety  of  Ovulen  in  pregnancy  has 
not  been  demonstrated,  it  is  recommended  that 
pregnancy  be  ruled  out  for  any  patient  who  has 
missed  two  consecutive  periods  before  continuing  the 
contraceptive  regimen.  If  the  patient  has  not  ad- 
hered to  the  prescribed  schedule  the  possibility  of 
pregnancy  should  be  considered  at  the  first  missed  period. 

A small  fraction  of  the  hormone  agents  in  oral  contra- 


ceptives has  been  identified  in  the  milk  of  mothers  receiving  these 
drugs.  The  long-range  effect  on  the  nursing  infant  cannot  be  deter- 
mined at  this  time. 

Precautions— Pretreatment  physical  examination  should  include  spe- 
cial reference  to  the  breasts  and  pelvic  organs,  and  a Papanicolaou 
smear. 

Endocrine  and  possibly  liver  function  tests  may  be  affected  by 
Ovulen.  Therefore,  it  Is  recommended  that  such  tests  if  abnormal  be 
repeated  after  the  drug  has  been  withdrawn  for  two  months. 

Pre-existing  uterine  flbromyomas  may  increase  in  size  under  the 
influence  of  progestogen-estrogen  preparations. 

Because  these  agents  may  cause  some  degree  of  fluid  retention, 
conditions  which  might  be  influenced  by  this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac  or  renal  dysfunction,  require  careful  ob- 
servation. 

In  breakthrough  bleeding,  and  all  irregular  vaginal  bleeding,  con- 
sider nonfunctional  causes.  Adequate  diagnostic  measures  are  indi- 
cated in  undiagnosed  vaginal  bleeding. 

Carefully  observe  patients  with  a history  of  psychic  depression  and 
discontinue  the  drug  if  severe  depression  recurs. 

Any  possible  influence  of  prolonged  Ovulen  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function  awaits  further  study. 

A decrease  in  glucose  tolerance  has  occurred  in  a significant  per- 
centage of  patients  on  oral  contraceptives.  The  mechanism  of  this 
decrease  is  obscure.  For  this  reason,  diabetic  patients  should  be  ob- 
served carefully  while  receiving  Ovulen. 

Because  of  the  effects  of  estrogens  on  epiphyseal  closure  Ovulen 
should  be  used  judiciously  in  young  patients  in  whom  bone  growth 
is  not  complete. 

The  age  of  the  patient  constitutes  no  absolute  limiting  factor, 
although  Ovulen  therapy  may  mask  the  onset  of  the  climacteric. 

The  pathologist  should  be  informed  of  Ovulen  therapy  when  rel- 
evant specimens  are  submitted. 

Adverse  Reactions-A  statistically  significant  association  has  been 
shown  between  use  of  oral  contraceptives  and  the  following  serious 
adverse  reactions:  thrombophlebitis,  pulmonary  embolism. 

Although  available  evidence  is  suggestive  of  an  association,  such 
a relationship  has  been  neither  confirmed  nor  refuted  for  the  follow- 
ing serious  adverse  reactions:  cerebrovascular  accidents,  neuro-ocu- 
lar lesions,  e.g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  re- 
ceiving oral  contraceptives:  nausea,  vomiting,  gastrointestinal  symp- 
toms (such  as  abdominal  cramps  and  bloating),  breakthrough  bleeding, 
spotting,  change  in  menstrual  flow,  amenorrhea  during  and  after 
treatment,  edema,  chloasma  or  melasma,  breast  changes  (tenderness, 
enlargement,  secretion),  change  in  weight,  changes  in  cervical  ero- 
sion and  cervical  secretions,  suppression  of  lactation  when  given  Im- 
mediately post  partum,  cholestatic  jaundice,  migraine,  allergic  rash, 
rise  in  blood  pressure  in  susceptible  individuals,  mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in 
users  of  oral  contraceptives,  an  association  has  been  neither  con- 
firmed nor  refuted:  anovulation  post  treatment,  pre- 
menstrual-like syndrome,  changes  in  libido,  changes 
in  appetite,  cystitis-like  syndrome,  headache,  ner- 
vousness, dizziness,  fatigue,  backache,  hirsutism,  loss 
of  scalp  hair,  erythema  multiforme  and  nodosum, 
hemorrhagic  eruption,  itching.  The  following  laboratory 
results  may  be  altered  by  oral  contraceptives:  hepatic 
function:  increased  sulfobromophthalein  and  other 
tests;  coagulation  tests:  increase  in  prothrombin. 
Factors  VII,  VIII,  IX  and  X;  thyroid  function;  increose 
in  FBI  and  butanol  extractable  protein  bound  iodine, 
and  decrease  in  T^  uptake  values;  metyrapone  test; 
pregnanediol  determination. 

References;  1.  Inman,  W.  H.  W.,  and  Vessev,  M.  P.: 
Brit.  Med.  J.  2:193-199  (April  27)  1968.  2.  Vessey,  M.  P., 
and  Doll,  R.;  Brit.  Med.  J.  2:199-205  (April  27)  1968. 

Before  prescribing  see  complete  prescribing  information . 

Where  “The  Pill”  Began 

G.  D.  SEARIE  & CO.,  P.O.  Box  5110,  Chicago,  III.  60680  
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an  antibiotic 
you  can  use 
without  risk 
to  the  kidney 


Ptoljrdllin-]' 

(sodium  ampicillin) 
the  penicillin  you  use  like 
broad -spectrum  antibiot 


PRESCRIBING  INFORMATION.  11-1/2/69.  For  complete  in- 
formation consult  Official  Package  Circular. 

Indications:  Infections  due  to  susceptible  strains  of  Gram- 
negative bacteria  (including  Shigellae,  S.  typhosa  and  other 
Salmonellae,  E.  coli,  H.  influenzae,  P.  mirabilis,  N.  gonor- 
rhoeae  and  N.  meningitidis)  and  Gram-positive  bacteria  (in- 
cluding streptococci,  pneumococci  and  nonpenicillinase-pro- 
ducing staphylococci). 

Contraindications:  A history  of  allergic  reactions  to  penicillins 
or  cephalosporins  and  infections  due  to  penicillinase-produc- 
ing organisms. 

Precautions:  Typical  penicillin-allergic  reactions  may  occur, 
especially  in  hypersensitive  patients.  Mycotic  or  bacterial  su- 
perinfections may  occur.  Experience  in  newborn  and  prema- 
ture infants  is  limited  and  caution  should  be  used  in  treatment, 
with  frequent  organ  function  evaluations.  Safety  for  use  in 
pregnancy  is  not  established.  In  gonorrheal  therapy,  serologic 
tests  for  syphilis  should  be  performed  initially  and  monthly  for 
4 months.  Assess  renal,  hepatic  and  hematopoietic  function 
intermittently  during  long-term  therapy. 

Adverse  Reactions:  Skin  rash,  pruritus,  urticaria,  nausea,  vom- 
iting, diarrhea  and  anaphylactic  reactions.  Mild  transient  ele- 
vations of  SGOT  or  SGPT  have  been  noted.  Black  tongue  has 


been  noted  in  some  patients  receiving  the  Chewable  Tablf 
Usual  Dosage:  Adults— 250  or  500  mg.  q.  6 h.  (accordinj 
infection  site  and  offending  organisms).  Children—50- 
mg./Kg./day  in  3 to  4 divided  doses  (depending  on  infect 
site  and  offending  organisms).  Bacterial  meningitis— 150-( 
mg./ Kg./ day  in  6 to  8 divided  doses.  Children  weighing  m 
than  20  Kg.  should  be  given  an  adult  dose  when  prescrib 
orally.  In  parenteral  administration,  children  weighing  m 
than  40  Kg.  should  be  given  an  adult  dose.  Beta-hemol 
streptococcal  infections  should  be  treated  for  at  least  10  dt 
Supplied:  Capsules— 250  mg.  in  bottles  of  24  and  100.  f 
mg.  in  bottles  of  16  and  100.  For  Oral  Suspension— 125  m 
5 ml.  in  60,  80  and  150  ml.  bottles.  250  mg./ 5 ml.  in 
and  150  ml.  bottles.  Chewable  Tablets— 125  mg.  in  bottlei 
40.  Injectable— for  I.M./I.V.  use— vials  of  125  mg.,  250  n 
500  mg.,  and  1 Gm.  Pediatric  Drops— 100  mg./ml.  in  20 
bottles.  A.H.F.S.  Category  8:12 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


BRISTOL 


For  the 

"Qieater  Eater" 


Formulas:  Each  'Dexamyl'  Spansule  capsule  No.  1 
contains  10  mg.  of  Dexedrine®  (brand  of  dextro- 
amphetamine sulfate)  and  1 gr.  of  amobarbital, 
derivative  of  barbituric  acid  (Warning,  may  be  habit 
forming).  Each  'Dexamyl'  Spansule  capsule  No.  2 
contains  15  mg.  of  Dexedrine  (brand  of  dextro- 
amphetamine sulfate)  and  1V2  gr.  of  amobarbital 
(Warning,  may  be  habit  forming). 

Before  prescribing,  see  complete  prescribing 
information  in  SK&F  literature  or  PDR. 
Contraindications:  Hyperexcitability,  undue  restless- 
ness, hyperthyroidism,  porphyria;  in  patients  on 
MAO  inhibitors. 

Precautions:  Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetics  or  barbiturates  and  in 
coronary  or  cardiovascular  disease  or  severe 
hypertension.  Excessive  use  of  the  amphetamines 
by  unstable  individuals  may  result  in  a psychological 
dependence.  Rarely,  symptoms  of  toxic  psychosis 
(hallucinations,  confusion,  panic  states,  etc.)  may 
occur  with  amphetamines,  usually  after  prolonged 
high  dosage.  In  these  instances,  withdraw  the 
medication.  Use  cautiously  in  pregnant  patients, 
especially  in  the  first  trimester. 

Adverse  Reactions:  Overstimulation,  restlessness, 
insomnia,  g.i.  disturbances,  diarrhea,  palpitation, 
tachycardia,  elevated  blood  pressure,  tremor, 
sweating,  impotence  and  headache. 

Supplied:  In  bottles  of  50. 

Dexam^i" 

brand  of  dextroamphetamine  sulfate  and  amobarbital 

Spansule* 

brand  of  sustained  release  capsules 

curbs  appetite 
encourages  normal  activity 
dispels  diet  discouragement 


SK 

&P 

Smith  Kline  & French  Laboratories 
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Dulcolax*..so  predictable 
you  can  almost  set  patients  by  i 


Dulcolax  works  so  effectively  that  the  time  of  bowel 
evacuation  can  often  be  predicted. 

Dulcolax  tablets  taken  at  night  will  usually  result  in  a con- 
venient bowel  movement  the  following  morning.  Dulcolax 
suppositories  generally  work  within  15  minutes  to  an  hour. 

Dulcolax  may  be  given  to  the  aged,  pregnant  or  nursing 
women,  and  children.  It  may  be  particularly  helpful  in  con- 
ditions in  which  straining  should  be  avoided.  The  drug, 
however,  is  contraindicated  in  the  acute  surgical  abdomen. 

Dulcolax^  bisacodyl 


I 


ii 


UNDER  LICENSE  FROM  BOEHRINGER INGELHEIM  G.M.B.H.  GEIGY  PHARMACEUTICALS,  DIVISION  OF  GEIGY  CHEMICAL  CORPORATION.  ARDSLEY.  NEW  YORK  10502 
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TB 
is  still 
around. 


In  1967  almost  45,000  new  active  cases  were 
reported.  Isn't  that  a good  reason  to  make  tubercu- 
lin testing  with  the  white  LEDERTINE’^’^  Applicator 
a routine  part  of  your  physical  examinations? 

L TUBERCULIN 
TINE  TEST 

(Rosenthal)  with  Old  Tuberculin 

Precautions:  With  a positive  reaction,  consider  further 
diagnostic  procedures.  Use  with  caution  in  persons  with 
active  tuberculosis  or  known  allergy  to  acacia.  Vesicula- 
tion,  ulceration,  or  necrosis  may  occur  at  the  test  site  in 
highly  sensitive  persons. 

LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River,  N.Y. 
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because 
relief 
means 
so  much 
to  your 


patient 


There  are  not  many  drug  combinations  in  use  to- 
day which  can  claim  to  have  served  the  medical 
profession  for  more  than  50  years.  Such  a record 
reflects  the  continued  confidence  of  physicians  in 
URISED.  This  is  not  a dramatic  “wonder  drug"  — 
but  a useful  one. 

URISED  rapidly  exerts  spasmolytic  action,  reliev- 
ing pain  and  discomfort  of  urgency,  frequency,  and 
burning  on  urination.  Rapid  acting  URISED  exerts 
antibacterial  action  against  uropathogens  susceptible 
to  methenamine  and  methylene  blue,  in  an  acid 
medium. 


URISED  is  safe  . . . especially  useful  in  long-term 
management  of  chronic  cases;  as  a prophylactic 
measure  with  catheterization  or  after  instrumenta- 
tion. No  systemic  reactions  or  bacterial  resistance 
have  been  reported. 


Each  blue-coated  tablet  contains  active; 


Atropine  Sulfate  .0.03  mg.  Methylene  Blue  . . .5.4  mg. 

Hyoscyamine  . . . .0.03  mg.  Phenyl  Salicylate  . 18.1  mg. 

Methenamine  . . . .40.8  mg.  Benzoic  Acid  4.5  mg. 


PRECAUTIONS:  Administer  with  caution  to  persons  with 
known  idiosyncrasy  to  atropine  or  cardiac  disease.  While 
under  this  therapy  the  urine  is  blue;  patients  should  be  so 
advised  to  allay  apprehension. 

SIDE  EFFECTS:  Neither  irritation  nor  other  untoward  re- 
actions have  been  reported:  however,  if  pronounced  dryness 
of  the  mouth,  flushing,  or  difficulty  in  initiating  micturition 
occur,  decrease  dosage.  If  rapid  pulse,  dizziness,  or  blurring 
of  vision  occur,  discontinue  use  immediately.  Acute  urinary 
retention  may  be  precipitated  in  prostatic  hypertrophy. 
CONTRAINDICATIONS:  Glaucoma,  urinary  bladder  neck  or 
pyloric  obstruction,  duodenal  obstruction  and  cardiospasm. 
Hypersensitivity  to  any  of  the  ingredients. 

DOSAGE:  Adults— Two  tablets,  orally,  four  times  per  day 
followed  by  liberal  fluid  intake.  Acute  cases— Initially  two 
tablets  every  hour  for  three  doses  followed  by  the  recom- 
mended daily  administration.  Children— One-half  the  adult 
dose. 

Stocked  Nationally  Through  All  Service  Wholesale  Druggists 


ARMACEUTICALS.  INC 
ICAGO.  ILLINOIS  606A0^ 


/ M AN  UFACTU  RERS 
^ OF  URICEUTICAL® 
SPECIALTIES 
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There  are  no  medals  for 
loneliness. 


There  are  medals  for  heroism.  Valor. 
Bravery.  And  for  distinguished  service. 

But  there  are  no  medals  for  lone- 
liness. 

That’s  why  the  USO  is  there. 

It’s  a nice,  clean,  well-lighted  place 
that  our  SVz  million  young  servicemen 
and  women  around  the  world  need. 
And  the  USO  is  everywhere.  From 
Alaska  to  the  jungles.  From  big  posts 
to  the  boondocks. 


Sometimes  it’s  just  a warm  place 
where  people  can  meet,  relax,  write 
letters  or  tape-record  letters  home. 

Sometimes  it’s  help  for  a young 
family  looking  for  a place  to  live.  A 
touring  show  and  a few  laughs.  Tick- 
ets to  this  or  that.  Most  of  all,  it’s 
people  who  are  concerned. 

But  the  USO  needs  your  help.  It 
gets  no  government  funds.  It  depends 
entirely  on  your  gifts  to  the  United 


Fund,  Community  Chest  or  local  US 
campaign. 

Remember,  that  can  be  a lone 
world  out  there.  So  we’re  asking, 
hoping. 

Please  give. 

Our  servicemen 
give  more. 

Advertising  contributed  for  the  public  g 
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Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  'Neosporin'  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Va  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


‘NEOSPORIIf' 


brand 


POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


s 
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Clues  to 

PVD 


H II 

heavy  smoker 
with  vasospasm 


He  may  be  comparatively  young  or  approaching  middle  age.  Typically,  he  is  a 
heavy  cigarette  smoker — a pack  or  more  a day  for  a number  of  years.  Whether 
smoking  is  a causative  or  an  important  exacerbating  factor  in  peripheral  vascular 
disease  is  still  under  discussion.  But  the  vasoconstrictive  effects  of  nicotine  are 
firmly  supported  by  a substantial  body  of  laboratory  and  clinical  evidence,  and  the 
close  association  is  now  generally  accepted. 

Thus,  a history  of  heavy  smoking  coupled  with  vasospasm  may  serve  as  warning 
signals  to  the  physician.  When  a diagnosis  is  established,  therapeutic  measures  are 
directed  toward  increasing  the  local  circulation,  and  appropriate  management  of  the 
patient’s  general  medical  needs  should  be  instituted.  These  include  the  important 
safeguards  of  keeping  warm  and  refraining  from  smoking. 
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Before  prescribins  Roniacol  Timespan 
(nicotinyl  alcohol  tartrate),  please  consult 
complete  product  information,  a summar>  ol 
which  follows. 

Indications:  Cotiditions  associated  with  Jeticieni 
circulation;  e.g.,  peripheral  vascular  dl^ca5e, 
vascular  spasm,  \aricose  ulcers,  decubital  ulcers, 
chilblains,  Meniere’s  syndrome  and  vertigo. 
Caution:  Roche  Laboratories  endorsi  caution 
in  the  administration  of  any  therapeutic  agent 
to  pregnant  patients. 

Side  Effects:  Transient  flushing,  gastrK 
disturbances,  minor  skin  rashes  and  allergies  nu'. 
occur  in  some  patients,  seldom  requiring 
discontinuation  of  the  drug. 

Dosage:  1 or  2 Timespan  Tablets  morning  and 
night. 

How  Supplied:  Timespan  Tablets — 150  mg 
nicotinyl  alcohol  in  the  form  of  the  tartrate  salt 
— bottles  of  50. 

Roche 

LABORATORIES 

Division  of  Hoff  mann-La  Roche  Inc. 

Nutley.  New  Jersey  07110 


Important  in 
total  management  of 
peripheral  vascular  disease, 
vascular  spasm  or 
:hilblains  nr>  ♦ 1 ® 

— Koniacol 
i imespan 

(nicotinyl  alcohol  tartrate) 
or  relief  of  ischemic  symptoms 


'onvenience  of  b.i.d.  dosage — sustained-release  Timespan  Tablets  usually  provide 
rolonged  relief  of  ischemic  symptoms  with  two  doses  daily, 
tnoothness  of  onset — the  action  of  Roniacol  (nicotinyl  alcohol)  is  smooth  and 
radual  in  onset,  rarely  causing  severe  flushing. 

electivity  of  action — relaxes  the  musculature  of  peripheral  blood  vessels, 
iigh  degree  of  safety — side  effects  seldom  require  discontinuation  of  therapy. 
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Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


Preludin® 

phenmetrazine  hydrochloride 

Preludin  is  indicated  only 
as  an  anorexigenic  agent 
in  the  treatment  of  obesity. 

It  may  be  used  in  simple 
obesity  and  in  obesity  com- 
plicated by  diabetes,  mod- 
erate hypertension  (see 
Precautions),  or  pregnancy 
(see  Warning). 
Contraindications:  Severe 
coronary  artery  disease,  hy- 
perthyroidism, severe  hy- 
pertension. nervous  insta- 
bility, and  agitated  prepsy- 
chotic  states.  Do  not  use 
with  other  CNS  stimulants, 
including  MAO  inhibitors. 
Warning:  Do  not  use  during 
the  first  trimester  of  preg- 
nancy unless  potential 
benefits  outweigh  possi- 
ble risks.  There  have  been 
clinical  reports  of  congen- 
ital malformation,  but 
causal  relationship  has  not 
been  proved.  Animal  tera- 
togenic studies  have  been 
inconclusive. 

Precautions:  Use  with  cau- 
tion in  moderate  hyperten- 
sion and  cardiac  decom- 
pensation. Cases  involving 
abuse  of  or  dependence 
on  phenmetrazine  hydro- 
chloride have  been  report- 
ed. In  general,  these  cases 
were  characterized  by 
excessive  consumption 
of  the  drug  for  its  central 
stimulant  effect,  and  have 
resulted  in  a psychotic 
illness  manifested  by 
restlessness,  mood  or 
behavior  changes,  hallu- 


cinations or  delusions.  Do 
not  exceed  recommended 
dosage. 

Adverse  Reactions:  Dry- 
ness or  unpleasant  taste 
in  the  mouth,  urticaria, 
overstimulation,  insomnia, 
urinary  frequency  or  noc- 
turia, dizziness, 
nausea,  or  headache. 
Dosage:  One  25  mg.  tablet 
b i d.  ort.I.d.  Orone75mg. 
Endurets  tablet  a day. 
taken  by  midmorning. 
Availability:  Pink,  square, 
scored  tablets  of  25  mg. 
for  b.I.d.  or  t.l.d.  admin- 
istration. In  bottles  of  100 


and  1000. 

Pink,  round  Endurets® 
prolonged-action  tablets  of 
75  mg.  for  once-a-day  ad- 
ministration. in  bottles  of 
100  and  1000.  (B)R3-46-560-B 


Under  license  from 
Boehringer 
Ingelheim  G m b H. 


For  complete  details, 
please  see  lull 
prescribing  inlormation. 
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They  run 
a good  chance 
of  losing 
weight. 


Exercise  and  Preludin  run  together  in  helping  patients  to  lose  weight. 

Preludin  often  puts  a curb  on  appetite  and  promotes  a sense  of  well-being.  By  boosting 
a dieter’s  spirit,  Preludin  may  help  patients  get  the  exercise  you  may  prescribe. 

One  Endurets  tablet  taken  between  breakfast  and  midmorning  usually  provides  daylong  and 
early-evening  suppression  of  appetite. 

Afew  patients  may  experience  overstimulation  or  insomnia.  For  a brief  summary  of  all  adverse 
reactions,  precautions,  warning  and  contraindications,  please  see  the  adjoining  page. 


phenmetrazine  Endurets® 

I 161 UQ in  hydrochloride  prolonged-action  tablets 


Geigy 
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Barbara  Putnam  said  safety  belts 
made  her  feel  strapped  in. 


OomC 


Rndrold 
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(thyroid-androgen)  tablets 

Effectiveness  confirmed  by  another  doiTble  blind  study* 


1. SUMMARY 
ANDROID 

GOOD  TO  EXCELLENT  75% 

PLACEBO 

20% 

*”Sexual  impotence  treatment  uith  methyl  testosterone  - thyroid  (ANDROID)  a 
double  blind  study**  Montesano,  Evangelista:  Clinical  Medicine,  April  1966, 

CONTRAINDICATIONS  — Methyl  testosterone  is  not  to  be  used  in  malignancy 
male,  coronary  heart  disease.  Thyroid  is  not  to  be  used  in  heart  disease 
metabolic  rate  is  low. 


2.  Forty  cases  reported. 

3.  Cites  synergism  between  androgen  and  thyroid. 

4.  No  side  effects  in  patients  treated. 

5.  Alleviation  of  fatigue  noted 

6.  Case  histories  on  4 patients. 

7.  Although  psychotherapy  still  needed,  role  of 
chemotherapy 


cannot  be  disputed. 

of  reproductive  organs  in 
. hypertension  unless  the 


Choice  of  4 strengths 

Android  Android-HP 


Android-X  Android-Plus 


HIGH  POTENCY 

Each  red  tablet  contains: 
Methyl  Testosterone  ..5.0  mg. 
Thyroid  Eit.  (V2  gr.)  ...30  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100.  500,  1000. 


Each  yellow  tablet  contains: 

Methyl  Testosterone  ..2. 5 mg. 

Thyroid  Ext.  (1/6  gr.)  ..10  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 

Available: 

Bottles  of  100,  500.  1000. 

Write  for  literature  and  samples: 

/ THE  BROWN  PHARMACEUTICAL  CO. 

2500  W.  6th  St..  Los  Angeles.  Calif.  90057 


EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 

Thyroid  Ext.  (1  gr.)  ....  64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60,  500. 


IftEFER  TO 

PDR 


WITH  HIGH  POTENCY 
B COMPLEX  AND  VITAMIN  C 
Each  white  tablet  contains: 
Methyl  Testosterone  . 2. 5 mg. 
Thyroid  Ext.  (V4  gr.)  ...15  mg. 
Ascorbic  Acid  (Vit.  C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridoxine  HCL 5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  .10  mg. 

Vitamin  B-12  2.5  meg. 

Riboflavin 5 mg. 

Dose:  2 tablet  twice  daily. 
Available:  Bottles  of  60,  500. 


also  available  with  ESTROGEN 

Android-E 


Each  Tablet  Contains 
Methyl  Testosterone 
Ethinyl  Estradiol  . . 
Thyroid  Ext,  11/6  gr.)  . 
Thiamine  Hydrochloride 
Glutamic  Acid 


2 5 mg 
0 02  mg. 
10  mg 
10  mg. 
50  mg. 

INDICATIONS:  Advantage  is  tahen  of  the 
anabolic  action  of  ANDROID  without  its 
vinli7ing  effect  Estrogen  balances  the 
androgen  -only  steroid  effect  remains 
Geriatrics,  post  operative  and  debilitat- 
ing disease,  osteoporosis.  OOSE;  One 
tablet  t i.d.  Female  patients  should  have 
a rest  period  5 to  7 days  after  21  days 
of  medication.  SIDE  EFFECTS:  In  the 
female,  excessive  dosage  may  produce 
virilizing  effects  of  most  androgens 
hoarseness,  hirsutism,  enlarged  clitoris. 
Symptoms  can  be  avoided  by  keeping  the 
dosage  below  300  mg  of  testosterone 
per  month.  CONTRA  INDICATIONS:  See 
Android.  Ethinyl  estradiol  is  not  to  be 
used  in  latent  malignancy  of  reproduc- 
tive organs  or  mammary  glands. 
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for  the  treatment  of  the  aging  patient 

apathy 

irritability 

porgetfuiness 

(confusion 


Cerebro-Nicin 


1® 

capsules/elixir 

A Gentle  Cerebral  Stimulant  and  Vasodilator 


POOR 


17% 


FAIR 


GOOD 


GEREBRO-NICIN'®  New  double-blind  study*  shows  how 
effectively  senility  can  be  forestalled.  Four  times  as  many 
^ aging  patients  showed  striking  improvement. 

!,'*A  Double-Blind  Study  of  Cerebro-Nicin,  Therapy  for  the  Geriatric'Patient.  R.  Goldberg  JrnI,.  of 
Ajjger.  Ger.  Soc.  June,  1964 


Available  in  a tasty  wine  base  elixir  and  capsules  \ 

Each  Cerebro-Nicin  capsule  contains: 

Pentylenetetrazole 100 

Nicotinic  Acid ..  . 100  mg.- 

Ascorbic  Acid .100  mg.’ 

Thiamine  HCI 25  mg.  ‘ 

1-Glutamic  Acid . 50  mg. 

Niacinamide 5 mg^j 

Riboflavin 2 mg.*- 

Pyridoxine , . . 3 mg.  ^ 

D0SA6S;  One  capsule  t.i.d.  or  as  prescribed  by  physician. 
AVAILABLE:  Bottles  of  100.  500.  1000  capsules. 

Also  elixir  pint  bottles. 

CONTRAINDICATIONS:  There  are  no  known  contraindications’’ 
to  Pentylenetetrarole  although  caution  should  be  exercised  when- 
treating  patients  with  a low  convulsive  threshold.  i 

Most  persons  experience  a flushing  or  tingling  sensation  after  ’ 
taking  a higher  potency  macin-contdining  compound.  As  a sec 
ondary  reaction  some  will  complain  of  nausea  and  other  sensa- 
tions of  discomfort.  This  reaction  is  transient  and  is 
rarely  a cause  of  oiscontinuance  of  the  drug  if  the  ‘ 

patient  is  forewarned  to  expect  the  reaction. 


Write  for  literature  and  samples... 

THE  BROWN  PHARMACEUTICAL  COX 
l2500W.6th  St.,LosAngeles.Calif.90057J 
Write'for  Product  Catalog j 
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^ TATE  OF  NEW  JERSEY — With  30  institutions  throughout  the 
State  offers  excellent  opportunities  for  physicians  seeking  relocation. 
Particularly  Generalists,  Internists  and  Pediatricians.  Salaries,  $14,- 
000  to  $24,000  for  State  licensed  physicians  depending  on  qualifica- 
tions and  the  type  of  position.  35  hour  work  week;  P/5  annual  salary 
in  paid  life  insurance;  retirement  benefits;  living  accommodations  at 
low  cost  in  some  institutions;  paid  annual  vacation;  sick  leave;  and 
and  medical  benefits.  Modern  well  equipped  medical  facilities  with 
affiliations  and  consultation  services  throughout  system.  Opportunities 
for  limited  private  practice  if  desired.  Further  info  write: 

Bureau  of  Personnel  Services  and  Employee  Relations, 
Department  of  Institutions  and  Agencies, 

135  West  Hanover  Street,  Trenton,  New  Jersey  08625. 
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unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains;  Quinine  sulfate,  260  mg.,  Amlnophylllne,  195 
mg.  Indications:  For  the  prevention  ond  treatment  of  nocturnol  and 
recumbency  leg  muscle  cramps.  Including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  ond 
static  foot  deformities.  Contraindications:  QUINAMM  Is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/Ad- 
verse  Reactions:  Aminophylline  may  produce  Intestinal  cramps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  os  tinnitus,  dizziness,  and  gostrointestinal  disturbonce.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bonces  occur.  Dosage;  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


G^inamni 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 


Treating  atrophic  vaginitis 
complicated  by  infection... 

is  as  easy  as  AVC/Dienestrol 


Dienestrol  helps  restore  estrogen-deficient  vaginal  mucosa. 

It  is  the  particular  ingredient  in  AVC/Dienestrol  that  improves  cell  maturation  counts’-^ 

— helps  stimulate  the  restoration  of  normal  vaginal  epithelium  to  resist  infection. 

Two  recent  studies  reconfirm  AVC/ Dienestrol  efficacy.’-^  AVC/Dienestrol  is  proven 
effective  against  monilial,  trichomonal,  nonspecific  bacterial  vaginitis,  and  mixed 
infections.’'^  AVC/Dienestrol  combats  infection,  helps  restore  tissue  resistance  to  reinfection. 

So  even  in  complex  cases,  the  treatment  can  remain  the  same.  Comprehensive.  Effective. 
Easy  as  AVC/D. 


Contraindications:  Known  sensitivity  to  sulfonamides;  diog- 
nosis  or  familiol  history  of  carcinomo  of  the  genital  tract  or 
breasts;  precarcinomatous  lesions  of  the  vagina  or  vulvo;  palpa- 
ble uterine  fibromyoma;  mammary  fibroadenoma;  depressed 
liver  function. 

Precautions/Adverse  Reactions:  The  usuol  precautions  for 
topicol  and  systemic  sulfonamides  should  be  observed  because 
of  the  possibility  of  obsorpfion.  Burning,  increased  locol  dis- 
comfort, skin  rash,  urticaria  or  other  manifestotions  of  sulfon- 
omide  toxicity  or  sensitivity  ore  reasons  to  discontinue  treof- 
ment.  The  use  of  AVC/Dienestrol  does  not  preclude  the 
necessity  for  coreful  diagnostic  measures  to  eliminate  the 
possibility  of  neoplosio  of  the  vulva  or  vagina.  Manifestations 
of  excessive  estrogenic  stimulation  through  dienestrol  absorp- 
tion may  occur.  These  include  uterine  bleeding,  breast  tender- 
ness, exocerbation  of  menstrual  irregularity  and  provocotion  of 
serious  bleeding  in  women  sterilized  because  of  endometriosis 


Endometriol  withdrawal  bleeding  may  occur  If  use  is  suddenly 
discontinued. 

Dosage:  One  applicatorful  or  one  suppository  Introvaginally 
once  or  twice  doily. 

Supplied:  'AVC/Dienestrol  Cream'  — Four  ounce  tube  with 
applicator.  AVC  ond  'AVC/ Dienestrol  Suppositories' — Box  of 
12  with  applicator. 

References:  (1)  Solerno,  L.  J.;  Ortiz,  G.,  ond  Turkel,  V.; 
Voginitis:  A Diognosfic  and  Theropeutic  Approach,  Scientific 
Exhibit,  presented  at  the  115th  Annual  AM. A.  Convention, 
Chicago,  Illinois,  June  1965.  (2)  Nugent,  F.  B.,  and  Myers, 
J.  E.:  Pennsylvonia  Med.  69:44,  1966. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


^C/Dienestrol 

CrSOm  (dienestrol  .01%,  sulfonilamide  15.0%,  aminacrine  hydrochloride  0.2%.  ollonfoin  2.0%) 

Su ppOSitO riGS  (dienestrol  0.70  mg.,  sulfanilamide  1.05  Gm.,  aminacrine  hydrochloride  0.014  Gm.,  ollanloin  0.14  Gm.) 


TRADEMARK  : A V C 


AV-920A 
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The  Medical  Society  of  New  Jersey 

Loss  Control  Program 
ENDORSED  LIABILITY  POLICIES 


Professional  Liability  for  physicians,  partnerships,  hospital  emergency-room  groups,  and 
employed  nurses,  technicians,  or  aides. 

Professional  Premises  Liability  which,  when  placed  with  the  same  company  insuring  pro- 
fessional liability,  eliminates  the  possibility  of  controversy  when  a patient  is  in- 
jured on  the  premises. 

Personal  Catastrophe,  commonly  known  as  Excess  Liability  or  Umbrella  coverage,  with 
protection  of  an  additional  $1,000.00  over  other  insurance  such  as  automobile, 
home,  sports,  personal,  professional  acts,  and  professional  premises  liabilities.  It 
also  covers  uninsured  liabilities,  with  a minimum  deductible  of  $250.00  applying 
only  to  uninsured  liabilities. 

Libel,  Slander,  Defamation  of  Character  coverage  for  officers,  employees,  and  committee 
members  of  medical  societies. 

BROAD  PROTECTION— SECURITY— CONTINUITY  OF  COVERAGE 

Employers  Insurance  of  Wausau  Joseph  A.  Britton 

Underwriter  M.S.N.J.  Official  Broker 

JOSEPH  A.  BRITTON  AGENCY 

15  South  Munn  Avenue,  East  Orange,  New  Jersey  07018  (201)  • 673-3060 


HIGHLAND  HOSPITAL 

.\shkvillp:,  North  Caroli.na 
Foiiiuled  1901 

A DIVISION  OF  THE  DEPAR  IMEN  I OF  PSYCHIA  I RY  OF  IH  KE  IM\ ERSI  l Y 
Accredited  by  the  Joint  Conimissioit  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  paiionts,  inchuling 
individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive  therapy,  Indoklon 
convulsive  therapy,  drugs,  social  service  work  with  families,  family  therapy,  and  an  extensive 
and  well  organized  activities  program,  including  occupational  therapy  , art  therapy,  music  therapv. 
athletic  activities  and  games,  recreational  activities  and  outings.  The  treatment  program  of  each 
patient  is  carefully  supervised  in  order  that  the  therapeutic  needs  of  each  patient  ntay  be 
realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  ax  iilahle  on 
grounds.  The  School  Program  is  fully  integrated  into  the  hospital  treatnrent  program  and  is 
accredited  through  the  Asheville  School  System. 

Complete  irrodern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  iit  the  Caty  ot 
Asheville. 

Brochures  and  information  on  financial  arrangements  ai'ailable 
Contact:  Mrs.  Elizabeth  Harkiirs,  .\CSW,  Coordinator  of  Admissions 

or 

Charles  5\'.  Neville,  Jr.,  M.D. 

Assistairt  Professor  of  Psychiatry  and  Medical  Director 
-\rea  Code  704-254-3201 
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4!4%  on  Regular  or  5%, 
on  Investment  Bonus 


y ‘ - on  tnyestment  bonus  | 

, • Savings  Accounts 


Call  or  visit  us  for  details 


MAIN  OFFICE  - Main  and  Day  St.  ESSEX  DRIVE-IN  OFFICE  - So.  Essex  Ave.  at  Henry  St. 

Member  F.D.I.C. 


PHYSICIAN 

WANTED 

For  Emergency  Room.  Must  have 
New  Jersey  State  license.  $25,000  per 
year.  Immediate  opening.  Call  201-, 
859-1500  or  reply 

Box  No.  142, 

C O THE  JOURNAL. 


EMERGENCY 

ROOM 

PHYSICIANS 

Excellent  opportunity;  must  be  licensed  in 
State  of  New  Jersey,  to  join  in  physicians’ 
group  panel  to  staff  Emergency  Dept.,  400- 
bed  general  hospital  with  new  and  enlarged 
area  and  facilities  under  construction. 
Physicians  shall  bill  for  services  rendered 
with  the  hospital  doing  the  paper  work. 
Minimum  guaranteed  income  of  $35,000 
per  year.  All  income  from  physician’s  fees 
over  and  above  $35,000  shall  be  divided 
equally  among  panel  physicians.  Fast 
growing  community,  over  30,000  cases 
per  year  and  constantly  growing.  Excellent 
opportunity  awaits  for  qualified  physicians. 
Apply  DOVER  GENERAL  HOSPITAL,  Jardine 
St.,  Dover,  N.J.  07801,  attention  John 
Tyler,  M.D.,  Chief  of  Panel  Physicians, 
and/or  C.  T.  Barker,  Hospital  Director. 


WANTED 

Physician  to  do  general  medicine  and 
minor  surgery  in  Neuro-Psychiatric  Insti- 
tute. Interesting  position  in  pleasant  area. 
Salary  up  to  $19,553,  or  higher  depending 
upon  licensure,  training  and  experience. 
Write;  Director,  Medical-Surgical  Section, 
N.  J.  Neuro-Psychiatric  Institute,  Box  1000, 
Princeton,  N.  J.  08540. 


RADIOLOGIST 

Wanted  as  Chief  of  Radiology  Depart- 
ment. Well-trained,  qualified  and  cap- 
able to  be  in  charge  of  said  depart- 
ment. Complete,  new  and  modern  de- 
partment to  be  ready  within  the  next  six 
months,  or  less,  consisting  of  7 general 
radiographic  rooms,  with  4 image  in- 
tensification rooms,  including  remote 
TV,  including  an  8th  room  completely 
equipped  for  special  procedures.  In  ad- 
dition to  this,  there  will  be  cobalt  and 
isotopes.  Must  be  licensed  in  the  State 
of  New  Jersey.  Apply  Dover  General 
Hospital,  Jardine  Street,  Dover,  New 
Jersey,  c/o  C.  T.  Barker,  Director. 
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CLASSIFIED  ADVERTISEMENTS 


OBSTETRICIAN-GYNECOLOGIST-Uesires  association  lead- 
ing to  partnership  after  completion  of  military  obliga- 
tion in  July  1970.  Board  eligible,  31  years  old,  mar- 
ried. AVrite  Box  No.  143,  c o I HE  JOURNAL. 


PEDIATRICIAN— For  pediatric  group  in  Central  New  Jer- 
sey. Good  starting  salary  and  early  partnership.  Excel- 
lent practice  facilities.  Good  community  hospital. 
Write  Box  No.  144,  c/o  THE  JOURNAL. 


HAS  DRINKING  BECOME  A PROBLEM-If  alcohol  in  any- 
way interferes  with  your  work,  health,  or  family  rela- 
ions,  you  may  need  our  help.  The  Medical  I’rofes- 
sional  C.roup  of  .Mcoholics  Anonymous  meets  e\er\ 
Friday  in  North  Central  New  Jersey.  Our  aim  is  to 
help  the  alcoholic  physician  or  dentist  achieve  and 
maintain  sobriety.  .Anonymity  preseryed.  Ciall  201-242- 
lolo. 


OPPORTUNITY  IN  DOVER— General  practitioner  or  spe- 
cialist needed  in  fast  growing  \Iorris  Ciounty  com- 
munity. New  professional  building,  prime  location. 
One  level  occupied  by  oral  surgery  office.  Wilf  ftuifd  to 
suit.  .Ample  parking.  Dr.  Maurice  E.  Stevens.  03  Bas- 
sett Highway,  Dover,  New  Jersey  07801  or  pfionc  Fox- 
croft  0-80.50. 


PRACTICE  AVAILABLE-5  room  office  fully  etpiipped.  lo- 
cation excellent.  Excellent  opportunity  for  family  pliy- 
sician  or  specialist.  May  accommodate  two.  .5  hospitals 
serving  area.  .Arrangements  negotiable.  Mrs.  Helen 
Kolbay,  181  .Amboy  Avenue,  NIctuchen,  New  Jersey 
08840.  Call  201-.549-2172  after  4 B.M. 


RENT— Westfield,  New  Jersey.  Physician's  office  fully 
furnished,  professional  building  on  “Doctor's  Row.” 
Parking,  all  services.  Not  suitable  for  internist,  pedia- 
trician or  obstetrician.  Call  212-232-6151. 


Information  for  Advertisers — RATES:  $5.00  per  insertion  up  to  25  words;  10  cents  each  additional  word.  Payable  in 
advance.  WORD  COUNT:  Count  as  one  word  all  single  words,  two  initials  of  a name,  each  abbreviation,  isolated 
numbers,  groups  of  numbers,  hyphenated  words.  Count  name  and  address  as  five  words,  telephone  number  as  one 
word,  and  “Write  Box  No.  000,  c.  o THE  JOURNAL”  as  six  words.  COPY  DEADLINE:  Fifth  of  preceding  month. 


ADDITIONAL  PERSONNEL  REQUIREMENTS  SEE  PAGE  28A  AND  30A 


EMERGENCY  ROOM 
GROUP  PRACTICE 

300  bed  general  hospital;  New  Jersey  license 
required;  fee-for-service  plan;  over  $130,- 
000.00  guaranteed  annual  income  to  estab- 
lish emergency  room  group;  minimum  $32,- 
760.00  per  man  for  42  hour  week.  Contact 
William  R.  Merritt  or  Dr.  Mario  L.  Zingarini 

HELENE  FULD  HOSPITAL 

750  Brunswick  Avenue 
Trenton,  New  Jersey  08607 


MEDICAL  DIRECTOR 

Full  time,  challenging  administrative  opera- 
tion. Board  Certification  desirable.  Previous 
active  private  practice  in  New  Jersey  required. 
Attractive  area  of  Southern  New  Jersey. 
Salary  negotiable.  Please  send  resume  in  first 
letter.  An  Equal  Opportunity  Employer  M/F. 
Reply  to 

Box  No.  145 
c/o  THE  JOURNAL 


Hall-Brooke  Hospital  Foundation,  Inc. 

HALL-BROOKE  HOSPITAL 

WESTPORT,  CONNECTICUT  TELEPHONE:  (203)  227-1251 

A Dynamically  Oriented  Hospital  for  the  Care 
and  Treatment  of  Psychiatric  Disorders  within  a Therapeutic  community. 

Accredited  by:  The  Joint  Commission  on  Accreditation  of  Hospitals  and  the 
American  Psychiatric  Association,  Medicare 

Albert  M.  Moss,  M.D.  Leo  H.  Berman,  M.D.  Elisabeth  Solomon 

Psychiatrist-In-Chief  Medical  Director  Executive  Director 
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FAIR  OAKS  HOSPITAL 

Summit,  New  Jersey 
201-277-0143 


Oscar  Rozett,  M.D.,  Medical  Director  Granville  L.  Jones,  M.D.,  Clinical  Director 

Felix  A.  Ucko,  M.D.,  Director,  Adolescent  Unit  Mollie  Kennedy,  R.N.,  Director,  Nursing  Service 

Thomas  P.  Prout,  Jr.,  Administrator 


Approved  by  The  Joint  Commission  on  Accreditation  of  Hospitals 


Intensive  Treatment  Mental  Health  Center 
and  24  Bed  Adolescent  Unit 


TEMPLE  UNIVERSITY  HEALTH  SCIENCES  CENTER 

presents  the 

13th  Annual  Postgraduate  Course,  Recent  Advances  in  Medicine, 
on  8 consecutive  Wednesdays  trom  Oct.  15th  to  Dec.  3rd,  1969,  trom  11:00  a.m.  to  4:00  p.m. 

Aims  of  Course:  Problems  in  Clinical  Practice 

Methods:  Grand  Rounds,  Clinics,  Case  Discussions,  Office  Procedures,  Lectures  and 
Panel  Discussions,  all  with  audience  participation. 

Faculty:  Members  of  the  Department  of  Medicine  and  other  selected  Departments 
of  Temple  University  Health  Sciences  Center:  guest  faculty: 

Dr.  J.  Willis  Hurst,  Emory  University 

Dr.  David  Kipnis,  Washington  University,  St.  Louis 

Dr.  Kurt  Isselbacher,  Harvard  Medical  School,  Massachusetts  General  Hospital 
Dr.  David  P.  Lauler,  Harvard  Medical  School,  Peter  Bent  Brigham  Hospital 
Dr.  Carroll  M.  Leevy,  New  Jersey  College  of  Medicine 
Dr.  Robert  E.  Olson,  St.  Louis  University 

A.A.G.P.  Credit  requested. 

For  Further  Information  and  Curriculum 

Department  of  Medicine,  Temple  University  Health  Sciences  Center 
3400  N.  Broad  Street,  Philadelphia,  Pennsylvania  19140 
Sol  Sherry,  M.D.,  Chairman,  Department  of  Medicine  Albert  J.  Finestone,  M.D.,  Director  of  Course 
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:ONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


)ne  Ambar  Extentab  before  breakfast  can 
lelp  control  most  patients’  appetite  for  up 
12  hours.  Methamphetamine,  the  appe- 
ite  suppressant,  gently  elevates  mood  and 
elps  overcome  dieting  frustrations.  Pheno- 
arbital,  the  sedative  in  Ambar,  controls  irritability  and 
nxiety. ..  helps  maintain  a state  of  mental  calm  and  equa- 
imity.  Both  work  together  to  ease  the  tensions  that  erode 
he  willpower  during  periods  of  dieting, 
dso  available:  Ambar  #1  Extentabs®— methamphetamine 
ydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Wam- 
ig:  may  be  habit  forming). 


AMBAR  ^2 

EXTENTABS 


methamphetamine  HCl  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habii  forming). 


BRIEF  SUMMARY/Indications:  Ambar 
® suppresses  appetite  and  helps  offset  emo- 
tional reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a.  H.  robins  company,  >9.1-1.00 R I 

RICHMOND,  VA.  23220  /n  il  I 1 J 


from  the  discord  of  anxiety. 


to  emotional  harmony 


with  the  aid  of  antianxiety 

Librium® 

(chlordiazepoxide 

HCI) 

5-mg,  10-mg 
and  25-mg  capsules 

In  an  age  of  swift  change  and 
challenge,  susceptible  individuals 
may  experience  varying  degrees 
of  excessive  anxiety.  The  resulting 
emotional  stress  may  precipitate 
significant  functional  disorders  or 
complicate  existing  organic  dis- 
ease. In  properly  individualized 
maintenance  dosage,  Librium 
(chlordiazepoxide  HCI)  quickly 
helps  relieve  anxiety  and  appre- 
hension, provides  useful  adjunc- 
tive therapy  in  psychophysiologic 
disorders— yet  seldom  impairs 
mental  acuity  or  ability  to  func- 
tion. Librium  has  demonstrated  a 
wide  margin  of  safety  in  short- 
and  long-term  therapy. 

Also  available: 

Libritabs® 

(chlordiazepoxide) 


Roche 

LABORATORIES 

Division  of  Hoffmann-La  Roche  Inc. 
Nutlev.  New  Jersey  07110 


^^'^efore  prescribing,  please  consult  complete  product  information,  o 
summary  of  which  follows: 

O Indications:  Indicated  when  anxiety,  tension  and  apprehension  ore 

significant  components  of  the  clinical  profile. 

Contraindications:  Patients  with  known  hypersensitivity  to  the  drug. 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol 
and  other  CNS  depressants.  As  with  oil  CNS-octing  drugs,  caution  patient 
against  hazardous  occupations  requiring  complete  mental  alertness  (e.g., 
operating  machinery,  driving).  Though  physical  and  psychological  de- 
pendence have  rarely  been  reported  on  recommended  doses,  use  caution 
administering  to  addiction-prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those  seen  with  barbiturates,  have 
been  reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women 
of  childbearing  age  requires  that  its  potential  benefits  be  weighed  again 
its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated,  and  in  children  over  six,  limit 
smallest  effective  dosage  (initially  10  mg  or  less  per  day)  to  preclude  ata 
or  oversedation,  increasing  gradually  as  needed  and  tolerated.  Nat 
recommended  in  children  under  six.  Though  generally  nat  recammended, 
cambination  therapy  with  other  psychotropics  seems  indicated,  carefully 
cansider  individual  pharmacologic  effects,  particularly  in  use  of  potentia 
drugs  such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or  hepatic  function.  Paradoxical 
reactians  (e.g.,  excitement,  stimulation  and  acute  rage)  have  been 
reported  in  psychiatric  patients  and  hyperactive  aggressive  children.  Emp 
usual  precautions  in  treatment  of  anxiety  states  with  evidence  af  impend 
ing  depression;  suicidal  tendencies  may  be  present  and  protective  measu' 
necessary.  Variable  effects  on  blood  coagulation  have  been  reparted  ver 
rarely  in  patients  receiving  the  drug  and  oral  anticoagulants;  causal  reic 
tionship  has  not  been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusian  may  occur,  especia 
in  the  elderly  and  debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally  observed  at  the  low 
dosage  ranges.  In  a few  instances  syncope  has  been  reparted.  Also  en- 
countered are  isalated  instances  of  skin  eruptions,  edema,  minar  menstru 
irregularities,  nausea  and  constipation,  extrapyramidal  symptoms,  increc 
and  decreased  libido — oil  infrequent  and  generally  controlled  with  dosac 
reduction;  changes  in  EEG  patterns  (low-voltage  fast  activity)  may  appea 
during  and  after  treatment;  blood  dyscrasias  (including  agranulocytosis), 
jaundice  and  hepatic  dysfunction  have  been  reported  occasionally,  maki 
periodic  blood  counts  and  liver  function  tests  advisable  during  protractec 
therapy. 
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THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 

Endorsed  Insurance  Plans 

ACCIDENT  AND  HEALTH  INSURANCE 

$1,200  a month  maximum  BASIC  total  disability  benefit. 

Accident:  from  1st  day,  up  to  5 years  (Partial  Accident 
Disability,  half  benefit  up  to  six  months) 

PLUS  Sickness:  from  8th  day,  up  to  2 years 

I Accident:  may  be  EXTENDED  to  Lifetime 

^ Sickness:  may  be  EXTENDED  to  7 years 

$1,000  a month  maximum  NEW  LONG-TERM  PLAN. 

Payable  up  to  Lifetime  for  accident  — Age  65  for  sickness 
Choice  of  waiting  periods: 

Benefits  may  begin  on  1st,  15th,  31st,  61st  or  91st  day. 

★ ★ ★ 

LIFE  INSURANCE 

$10,000  to  $100,000  of  Convertible  Term  Life  Insurance. 

(Guaranteed  exchangeable  at  any  time  into  Permanent  Cash 
Value  life  insurance  without  medical  examination) 

★ ★ ★ 

MAJOR  EXPENSE  INSURANCE 

$15,000  maximum  for  Covered  Expenses  as  stated  in  the  policy  for  each 
accident  or  sickness,  covering  member,  spouse,  and  eligible 
children.  S500  deductible,  20%  co-insurance.  ( Physicians’  and 
surgeons’  fees  are  not  a Covered  Expense.) 

★ ★ ★ 

SIX  POINT,  HIGH-LIMIT  ACCIDENT  INSURANCE 

$200,000  maximum  for  member,  covering  accidental  death,  dismembcr- 
ment,  loss  of  sight,  total  and  permanent  disability,  exposure 
and  disappearance. 

$100,000  maximum  for  spouse  (without  disability  benefit). 


APPLICATIONS  CONSIDERED  AT  ANY  TIME 

Applications  are  subject  to  age  limits  and  other  company  rules  and  regulations  for 
acceptance  of  risks.  New  members  have  special  privileges  during  the  first  few 
months  of  membership:  ask  for  specific  details  if  you  were  recently  elected  or  have 
applied  for  membership. 


Information  and  claim  service  are  as  close  as  your  telephone. 

E.  & W.  BLANKSTEEN 
E.  & W.  Blanksteen  Agency,  Inc. 

75  MONTGOMERY  STREET  JERSEY  CITY,  NEW  JERSEY  07302 

(201)  DElaware  3-4340 


r • ■ 

> 

BSP®  DISPOSABLE  UNIT 

HW&D  BRAND  OF  SODIUM  SULFOBROMOPHTHALEIN  INJECTION,  USP 

(50  mg.  per  ml.) 


BROMSULPHALEIN®  IN  A STERILE.  DISPOSABLE.  ECONOMICAL  UNIT 


HYNSON. 
WESTCOTT  & 
DUNNING.  INC 


The  Bromsulphalein  test  is  a 
convenient,  sensitive,  reliable  test  of 
liver  function. 

The  precalibrated  syringe  contained 
in  the  BSP  Disposable  Unit  makes 
weight  calculations  unnecessary, 
providing  proper  dosage  regardless  of 
patient-weight.  Each  unit  contains 
complete  directions  for  use,  precautions 
and  contraindications. 

The  all-inclusive  BSP  Disposable  Unit 
provides  economic  unit  dispensing. 

Complete  literature  available  on 
request. 


Baltimore,  Maryland  21201 
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When  he  needs  an  a^htibiotic 
he  may  be  a candidate  for 

DECLOSTATIN  300 


DemelhjIchlorlelrac  YolincIICl  300  m« 
and  Nj'Slalin  SOO.OOO  unils 
CAPSiLt-SH  VEED  TABLETS  Ledrrle 


b.i.d. 


To  guard  susceptible  patients  against  intestinal  monilial  over- 
:rowth  during  broad-spectrum  therapy  — the  protection  of 
lystatin  is  combined  with  demethylchlortetracycline  in 

)ECLOSTATIN. 

For  your  susceptible  candidates,  prescribe  DECLOSTATIN 
-the  broad-spectrum  therapy  that  prevents  monilial 
ivergrowth. 

Effectiveness;  Because  its  antibacterial  component  is  DECLOMYCIN 
lemethylchlortetracycline,  DECLOSTATIN  should  be  equally'  or  more 
ffective  therapeutically  than  other  tetracyclines  in  infections  caused  by 
ptracycline-sensitive  organisms.  The  antifungal  component.  Nystatim 
rotects  against  superinfection  by  antibiotic-resistant  fungal  overgrowth 
particularly  monilial  in  the  intestinal  tract. 

Eontraindication : History  of  hypersensitivity  to  demethylchlortetracy- 
line  or  nystatin. 

Earning : In  renal  impairment,  usual  doses  may  lead  to  excessive  accum- 
lation  and  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
re  indicated,  and,  if  therapy  is  prolonged,  serum  level  determinations 
lay  be  advisable.  A photodynamic  reaction  to  natural  or  artificial  sun- 
ight  has  been  observed.  Small  amounts  of  drug  and  short  exposure  may 
reduce  an  exaggerated  sunburn  reaction  which  may  range  from  ery- 
liema  to  severe  skin  manifestations.  In  a smaller  proportion,  photo- 
llergic  reactions  have  been  reported.  Patients  should  avoid  direct 
xposure  to  sunlight  and  discontinue  drug  at  the  first  evidence  of  skin 
iscomfort.  Necessary  subsequent  courses  of  treatment  with  tetracy- 
lines  should  be  carefully  observed. 


’recautions:  Overgrowth  of  nonsusceptible  organisms  may  occur.  Lon- 
tar^)bservation  b essential.  If  new  infections  appear,  appropriate 
leasures  should  be  taken.  In  infants,  increased  intracranial  pressure 
alh  bulging  fontanels  has  been  observed.  All  signs  and  symptoms  have 
isappeared  rapidly  upon  cessation  of  treatment. 

ude  Effects:  Gastrointestinal  system— anorexia,  nausea,  vonii ling,  diar- 
hea  stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  .Skin-maculopap- 
ilar’and  ervtliematous  rashes;  a rare  case  of  exfoliative  dermatitis  has 
,een  reported.  Photosensitivity;  onycholysis  and  discoloration  of  the 
lails  (rare).  Kidney-rise  in  BUN.  apparently  dose  related.  Transient 
ncrease  in  urinary  output,  sometimes  accompanied  by  thirst  (rare), 
lypersensitivitv  reactions-urticaria.  angioneurotic  edema,  anaphylaxis.  | 
reeth-dental  staining  (vellow-brown)  in  children  of  mothers  given  tins  J 
Irug  during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug ■ 
luriiw  the  neonatal  period,  infancy  and  early  childhood.  Enamel  hypo-. « 
ilasia  has  been  seen  in  a few  children.  If  adverse  reaction  or  idiosyn-j| 
•rasv  occurs,  discontinue  medication  and  institute  appropriate  therapy^ 
Jemethylchlortetracvcline  may  form  a stable  calcium  complex  in  any  J 
lone-forming  tissue  with  no  serious  liamiful  effects  reported  thus  far 

n humans.  , . , u . 

\verage  Adult  Daily  Dosage;  150  mg  q.i.d.  or  300  mg  b.i.d.  Should  beg 
EbTEThE^ur  before'or  2 hours  after  meals,  since  absorption  is  impaired  ■ 
iy  the  concomitant  administration  of  liigh  calcium  content  drugs,  foodsW 
ind  some  dairv  products.  Treatment  of  streptococcal  infections  should 
■ontinue  for  1()  davs,  even  though  symptoms  have  subsided.  " 


EDERLE  LABORATORIES 

Division  of  American  Cyanamid  Company.  Pearl  River.  New  York 


In  Cervicitis 

Help  the  healing  process 
with  StomAseptine*  douching 

Helps  flush  away  exudates, 
maintain  internal  cleanliness, 
reduce  odor... reassures  the  patient 

StomAseptine  douching  is  a valuable  adjunct  to 
cervicitis  therapy.  These  gentle,  non-irritating 
internal  irrigations  help  maintain  a clear  field  by 
washing  away  pus  and  secretions. . . relieve 
itching  and  burning. ..reduce  malodor...and  offer 
the  patient  a refreshing,  reassuring  procedure 
that  can  help  speed  the  healing  process. 


Write  for  new  booklet  on  patient  douching 
instructions;  space  is  provided  for  your  specific 
recommendations.  Advise  quantity  needed. 
Write:  Harcliffe  Laboratories,  Inc.,  Dept.  1004, 
423  Atlantic  Avenue,  Brooklyn,  N.Y.  11217 


SIOmAsepi(N[ 

* DOUCHE  POWDER 

Contains:  Sodium  perborate,  sodium  bicarbonate, 
sodium  chloride,  sodium  borate,  menthol,  thymol, 
eucalyptol,  methyl  salicylate  and  aromatics— Bottles  of 
6 oz„  15  oz.,  32  oz.,  Cartons  of  12,  10  Gm.  Packets 
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FIRST  LADY 
Of  THE  LAND 


So  noble.  So  majestic. 
And/ she’s  got  a right  to  be. 
She  gives  Nature’s  finest. 
Pure,  whole  milk. 

Milk  to  grow  on.  Milk 
to  stay  strong  on.  Real  milk. 
Nature’s  most  healthful 
food. 

You  may  think  most 
people  know  all  about  milk. 
Unfortunately,  many  don  t. 

They  don’t  know  that 
milk  contains  all  the 
nutrients  known  to  be 
needed  by  humans.  Essential 
amino  acids  and  essential 
fatty  acids.  And,  too,  milk 
contains  over  140  fatty 
acids,  and  is  easily  digestible. 

Someone  should  explain 
milk’s  vital  role  in  a balanced 
diet  of  meat,  breads  and 
cereals,  fruits  and  vegetables 
and  dairy  foods. 

We  hope  you  will  do 
the  explaining.  As  a 
professional,  people  will 
listen  to  you. 

We’d  like  to  help  you 
with  the  facts.  We  have 
complete  materials  available 
for  you  to  read  or  let 
others  read.  They’re  all  free. 

If  you  have  a free  minute, 
send  for  them. 


Story 

Dairy  Council  of  Northern  New  Jersey 
172  Halsted  Street,  East  Orange,  N.J.  07019 

Name 

Position 

Address 

City- - 

State Zip 


Pertofiane*  desioramine  hydrochloride 


Indication  Mental  depression 

Contraindications  Do  not  use  MAO  inhibitors  concomi- 
tantly or  within  2 weeks  of  the  use  of  this  drug  Hyperpyretic 
crises  or  severe  convulsive  seizures  may  occur  with  such 
combinations,  potentiation  of  adverse  reactions  can  be  seri- 
ous or  even  fatal 

When  substituting  Pertofrane  in  patients  receiving  an 
MAO  inhibitor,  allow  an  interval  of  at  least  14  days.  Initial 
dosage  in  such  patients  should  be  low  and  increases  should 
be  gradual  and  cautiously  prescribed 
The  drug  is  contraindicated  following  recent  myocardial 
infarction  and  in  patients  with  a known  hypersensitivity  to 
tricyclic  antidepressants 

Warning  Activation  of  psychosis  may  occasionally  be 
observed  in  schizophrenic  patients.  Due  to  atropine-like 
effects  and  sympathomimetic  potentiation,  use  only  with  the 
greatest  care  in  patients  with  narrow-angle  glaucoma  or 
urethral  or  ureteral  spasm. 

Do  not  use  in  patients  with  the  following  conditions  unless 
the  need  outweighs  the  risk,  severe  coronary  heart  disease 
with  EKG  abnormalities,  progressive  heart  failure,  angina 
pectoris,  paroxysmal  tachycardia  and  active  seizure  disorder 
(may  lower  seizure  threshold). 

Desipramine  and  the  parent  compound,  imipramine,  have 
been  shown  to  block  the  action  of  guanethidine  and  related 
adrenergic  neuron-blocking  agents 
Hypertensive  episodes  have  been  observed  during  surgery 
The  concurrent  use  of  other  central  nervous  system  drugs 
or  alcohol  may  potentiate  adverse  effects  Since  many  such 
drugs  may  be  used  during  surgery,  desipramine  should  be 
discontinued  prior  to  elective  procedures 
Caution  patients  on  the  possibility  of  impaired  ability  to 
operate  a motor  vehicle  or  dangerous  machinery. 

Do  not  use  in  women  who  are  or  may  become  pregnant 
unless  the  clinical  situation  warrants  the  potential  risk,  and 
do  not  use  in  patients  under  1 2 years  of  age 
Because  of  increased  sensitivity  to  the  drug,  use  lower 
than  normal  dosage  in  adolescent  and  geriatric  patients 
Precautions  Potentially  suicidal  patients  require  careful 
supervision  and  protective  measures  during  therapy  Dis- 
continuation of  the  drug  may  be  necessary  in  the  presence 
of  increased  agitation  and  anxiety  shifting  to  hypomanic  or 
manic  excitement. 

Atropine-like  effects  may  be  more  pronounced  (e  g para- 
lytic ileus)  in  susceptible  patients  and  in  those  receiving  anti- 
cholinergic drugs  (including  antiparkinsonism  agents) 
Prescribe  cautiously  in  hyperthyroid  patients  and  in  those 
receiving  thyroid  medications,  transient  cardiac  arrhythmias 
have  occurred  in  rare  instances. 

Periodic  blood  and  liver  studies  should  supplement  careful 
clinical  observations  in  all  patients  undergoing  extended 
courses  of  therapy. 

Adverse  Reactions  The  following  have  been  reported 
Nervous  System  dizziness,  drowsiness,  insomnia,  headache, 
disturbed  visual  accommodation,  tremor,  unsteadiness, 
tinnitus,  paresthesias,  changes  in  EEG  patterns,  epilepti- 
form seizures,  mild  extrapyramidal  activity,  falling  and  neuro- 
muscular incoordination.  A confusional  state  (with  such 
symptoms  as  hallucinations  and  disorientation),  particularly 
in  older  patients  and  at  higher  dosage,  may  require  discon- 
tinuation of  the  drug.  Gastrointestinal  Tract  anorexia, 
dryness  of  the  mouth,  nausea,  epigastric  distress,  constipa- 
tion and  diarrhea  Skm  skin  rashes  (including  photosensiti- 
zation).  perspiration  and  flushing  sensations  Liver  rare 
cases  of  transient  laundice  (apparently  of  an  obstructive 
nature)  and  liver  damage.  If  jaundice  or  abnormalities  in 
liver  function  tests  occur,  discontinue  the  drug  and  investi- 
gate Blood  Elements  bone-marrow  depression,  agranu- 
locytosis, thrombocytopenia  and  purpura  If  these  occur, 
discontinue  the  drug  Transient  eosinophilia  has  been  ob- 
served. Cardiovascular  System  orthostatic  hypotension 
and  tachycardia  Carefully  supervise  patients  requiring  con- 
comitant vasodilating  therapy,  particularly  during  initial 
phases  Genitourinary  System  urinary  frequency  or  reten- 
tion and  impotence.  Endocrine  System  occasional  hor- 
monal effects,  including  gynecomastia,  galactorrhea  and 
breast  enlargement,  and  decreased  libido  and  estrogenic 
effect  Sensitivity  urticaria  and  rare  instances  of  drug  fever 
and  cross-sensitivity  with  imipramine 
Dosage  All  patients  except  geriatric  and  adolescent 
50  mg  tid  (IMmg  daily)  Dosage  may  be  increased  up 
to  200  mg  daily  Geriatric  and  adolescent  patients  should 
usually  be  started  with  lower  dosage  (25  to  50  mg  daily) 
and  may  not  tolerate  higher  doses  Dosage  may  be  increased 
up  to  100  mg  daily 

Lower  maintenance  dosages  should  be  continued  for  at 
least  2 months  after  obtaining  a satisfactory  response. 

Mild  anxiety  and  agitation  which  may  accompany  depres- 
sion usually  remit  as  the  depression  responds  Occasionally, 
however,  a sedative  or  tranquilizer  may  be  indicated 
Availability  Maroon  and  pink  capsules  of  50  mg  in  bottles 
of  100.  pink  capsules  of  25  mg  in  bottles  of  100  and  1000 
(B)46-530-G 

For  complete  details,  please  see  the  full  prescribing  infor- 
mation 


Coming  out 
of  a depression 


And  it  can  often  begin  to  happen  in  3 to  5 days 
with  an  antidepressant  like  Pertofrane.  There's  a lifting  of 
depressed  mood ...  a restoration  of  psychomotor  activity.  Patien 
usually  begin  to  cope,  work,  maybe  play,  even  enjoy. 

It's  not  all  beautiful.  Sometimes  there  are 
side  effects.  And  not  everybody  can  take  the  drug.  It  may  even  b 
a slow  process.  But  along  with  the  care  and  comfort  you  give 
depressed  patients,  consider  Pertofrane. Then  consider  the  respc 
Please  read  the  prescribing  information  for 
full  details  on  contraindications,  warnings,  precautions,  adverse 
reactions  and  dosage.  It's  summarized  on  the  left. 

Pertofrane' 

desipramine  hydrochloride 
New50-mg. 
capsules  now  available 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley.  New  York  1 0502 


It's  beautiful ! 


DRUG  ABUSE:  A National  Problem 
Blue  Shield  Offers  Helpful  Free  Booklet 


Now  that  vacation  days  are  over,  children  have  returned 
to  school  and  doctors  are  back  to  their  normal  schedules.  In  many 
instances,  this  includes  giving  time  to  community  and  civic  bet- 
terment through  service  on  Boards  of  Education,  volunteer 
health  organizations,  associations  and  other  public-spirited  en- 
terprises. 

One  of  the  problems  of  greatest  concern  to  today’s  society 
— and  the  various  organizations  that  serve  it — is  the  use  of 
drugs  by  young  people.  Blue  Shield  has  concerned  itself  with  this 
problem  by  compiling  and  publishing,  as  a public  service,  a book- 
let “Drug  Abuse:  the  Chemical  Cop-Out,”  dealing  with  all  phases 
of  the  drug  abuse  problem  such  as  motivation,  analyses  of  the 
various  drugs  used,  legal  implications,  and  means  of  combating 
the  problem. 

The  booklet  has  been  widely  hailed  as  providing  adults 
with  the  information  they  need  to  cope  with  the  problem.  Its 
availability  from  local  Blue  Shield  Plans  has  been  advertised  in 
national  publications,  and  to  date,  Medical-Surgical  Plan  of  New 
Jersey  has  filled  requests  for  more  than  6,000  copies  from 
schools,  churches,  police  departments,  a County  Narcotics  Bu- 
reau, departments  of  health,  hospitals,  pharmacies,  business  or- 
ganizations and  many  individuals,  including  a number  of  phy- 
sicians. 

We  believe  that  any  physician — and  particularly  those 
who  serve  with  organizations  that  deal  with  young  people — will 
find  the  booklet  informative  and  helpful.  We  invite  you  to  send 
in  the  coupon  below  for  a copy  to  examine — and  then  if  you  wish 
to  obtain  a quantity  for  distribution  by  any  group  or  organiza- 
tion, write  to  the  Plan,  and  we  will  be  happy  to  supply  as  many  as 
you  need. 


r ^ 

I Medical-Surgical  Plan  of  New  Jersey  ■ 

Attention  : Franklin  H.  Romaine,  Public  Relations  Officer  * 
I 500  Broad  Street  I 

I Newark,  N.  J.  07101 

. Please  send  me  -a  copy  of  the  Blue  Shield  booklet  “Drug 
I Abuse:  the  Chemical  Cop-Out.”  | 

* NAME  I 


ADDRESS 


riTY 


I STATE  ZIP  CODE  | 
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BLUE  SHIELD 

MEDICAL-SURGICAL  PLAN  ® 
OF  NEW  JERSEY 

500  Broad  Street,  Newark 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  ar  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information —Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse .Reactions:  Aminophylline  may  produce  Intestinal  cromps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  os  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
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(^uinamni 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 


Trichomonads...  Monilia.. .Bacteria 

You  can  depend  on  AVC  — the  comprehensive  therapy  that  acts  against  all  three 
major  vaginal  pathogens. 

Monilia  emerging  as  a major  therapeutic  problem  — 
recent  studies  report  increased  incidence,  attributed  in  part  to  the  use  of  oral 
contraceptives,’  **  broad-spectrum  antibiotics^’  and  prolonged  use  of  corticosteroids.’ 
recent  evidence  establishes  high  rate  of  microbiological  and  clinical  cure  with  AVC.’'” 

Comprehensive  — Effective 

The  published  record  and  more  than  two  decades  of  clinical  experience  clearly 
establish  the  therapeutic  value  of  AVC  in  vaginitis/cervicitis  and  vaginal  surgery. 

Easy  as  AVC 


Contraindications:  Known  sensitivity  to  sulfon- 
omides. 

Precautions/Adverse  Reactions:  The  usual  precau- 
tions for  topical  and  systemic  sulfonamides 
should  be  observed  because  of  the  possibility  of 
obsorption.  Burning,  increased  local  discomfort, 
skin  rash,  urticaria  or  other  manifestations  of 
sulfonamide  toxicity  are  reosons  to  discontinue 
treatment. 

Dosage:  One  opplicatorful  or  one  suppository  in- 
travoginally  once  or  twice  daily. 

Supplied:  Cream  — Four-ounce  tube  with  or  with- 
out applicator.  Suppositories  — Box  of  12  with 
opplicator. 

References:  1.  Gardner,  H.  L.:  J.  Miss.  M.A.  8:529, 
1967.  2.  Porter,  P.  S.,  and  Lyle,  J.  S.;  Arch. 
Dermat.  93:402,  1966.  3.  Walsh,  H.;  Hildebrandt, 
R.  J.,  and  Prystowsky,  H.:  Am.  J.  Obst.  & Gynec. 


93:904,  1965.  4.  Vaginitis  and  the  Pill:  J.A.M.A. 
196:731,  1966.  5.  Guerriero,  W.  F.;  South.  M.J. 
56:390,  1963.  6.  Seelig,  M.  S.i  Am.  J.  Med. 
40:887,  1966.  7.  To-day's  Drugs,  New  York,  Grune 
& Stratton,  Inc.,  1965,  p.  316.  8.  Gray,  L.  A.,  and 
Barnes,  M.  L.:  Am.  J.  Obst.  & Gynec.  92:125, 
1965.  9.  Salerno,  L.  J.;  Ortiz,  G.,  and  Turkel,  V,: 
Vaginitis:  A Diagnostic  and  Therapeutic  Ap- 

proach, Scientific  Exhibit,  presented  at  the  115th 
Annual  A. M.A,  Convention,  Chicogo,  Illinois, 
June  1966.  10.  Walsh,  j.  C.;  Sheffery,  j.  B.,  ond 
Wilson,  T.  A.:  Med.  Ann.  D.C.  37:358,  1968. 
11.  Nugent,  F.  B.,  and  Myers,  J.  E.:  Pennsylvanio 
Med.  69:44,  1966. 
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AVC 


^ncAAA  (ominacrine  hydrochloride  0.2%,  sulfanilomide 
15.0%,  allantoin  2.0%) 

Cl  IDD/'^CITODICC  (ominacrine  hydrochloride  0.014  Gm.,  sulfonilamide 
OUr  I \-/OI  1 v^KliIO  1.05  Gm.,  allantoin  0.014  Gm.) 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a v/ay 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  V2  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


‘NEOSPORIir 


brand 


POLYMYXIN  B-BAGITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


T*Roniacol 
Timespan 

(nicotinyl  alcohol  tartrate) 


Because  peripheral  vasodilati( 
is  needed  now... 
and  must  often  be  continue 


Roniacol  Timespan  (nicotinyl  alcohol  tartrate) 
can  make  a significant  contribution  to  effective 
treatment  of  peripheral  vascular  disorders.  It  is 
directed  specifically  toward  improvement  of 
peripheral  blood  flow,  relief  of  ischemic  symp- 
toms, and  the  long-term  management  of  these 
conditions. 

Specific  pharmacologic  action— Roniacol  (nico- 
tinyl alcohol)  acts  selectively  by  relaxing 
smooth  muscle  of  peripheral  blood  vessels. 
Onset  of  action  is  smooth  and  gradual,  rarely 
causing  severe  flushing. 

Relative  freedom  from  side  effects— Side  effects 


that  may  occur  occasionally  with  Roniac( 
seldom  require  discontinuation  of  theraf 


Prolonged,  continuous  drug  release— Prc 

longed  peripheral  vasodilation  is  provid( 
sustained-release  Roniacol  Timespan  (ni 
alcohol  tartrate)  Tablets.  Part  of  the  drug 
comes  available  immediately,  the  remair 
continuously  over  a period  of  up  to  12  h( 
and  dilation  of  constricted  peripheral  ve 
usually  maintained.  Thus,  with  a single  d 
medication,  patients  can  enjoy  the  bene 
increased  peripheral  blood  flow  in  ische 
extremities  for  up  to'12  hours. 
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ooth  peripheral  vasodilation  from  initial 
sage...extended  with 
nple,  well-tolerated^  b.i.d.  dosage 


)rolonged  action  of  Roniacol  Timespan 
tinyl  alcohol  tartrate)  together  with  its 
■ benefits  offer  a therapeutically  practical 
ure  in  the  long-term  management  of 
iheral  vascular  disease-advantages 
cially  important  for  older  patients. 

re  prescribing,  please  consult  complete 
uct  information,  a summary  of  which 
ws: 

rations:  Conditions  associated  with 
rient  circulation ; e.g.,  peripheral  vascular 
ise,  vascular  spasm,  varicose  ulcers, 
bital  ulcers,  chilblains,  Meniere's  syn- 
ie  and  vertigo. 


Caution:  Roche  Laboratories  endorses  caution 
in  the  administration  of  any  therapeutic  agent 
to  pregnant  patients. 

Side  Effects:  Transient  flushing,  gastric 
disturbances,  minor  skin  rashes  and  allergies 
may  occur  in  some  patients,  seldom  requiring 
discontinuation  of  the  drug. 


Dosage:  1 or2  Timespan  Tablets— 150  mg 
nicotinyl  alcohol  in  the  form  of  the  tartrate 
salt— bottles  of  50  and  500. 


Roche 

LABORATORIES 


Division  of  Hoffmann  - La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Art  is  a conception  of  peripheral  vasodilation. 


Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss,  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine,  300  mg.;  sodium  acid  phosphate,  500  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 


william  p.  poythress 
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FAa  & LEGEND 


WAS  A MILITARY  OFFENSE! 

OVERWEIGHT  ROMAN  HORSEMEN  WERE  MADE  TO 
FORFEIT  their  mounts  AND  BECOME  FOOT  SOLDIERS! 


IS  APPROXIMATELY  ONE 
HALF  THAT  OF  OTHER  LEAD- 
ING APPETITE  SUPPRESSANTS 

A/V  IMPORTANT  FACTOR 
IN  LONG  TERM  THERAPY 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


One  Ambar  Extentab  before  breakfast  can 
help  control  most  patients’  appetite  for  up 
to  12  hours.  Methamphetamine,  the  appe- 
tite suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations.  Pheno- 
barbital,  the  sedative  in  Ambar,  controls  irritability  and 
anxiety. ..  helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


AMBAR  ^2 

EXTENTABS 


methamphetamine  HCl  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(\Varning:  may  be  habit  forming). 


BRIEF  SUMMARY/Indicatlons:  Ambar 
® suppresses  appetite  and  helps  offset  emo- 
tional reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a.  h.  robins  company.  NS 


A.  H.  ROBINS  COMPANY. 
RICHMOND.  VA.  23220 


the 

thousandth 

teaspoonful 

Peptic  ulcer  patients  find 
the  thousandth  dose  of 
this  antacid  as  effective 
/ and  easy-to-take  as  the  first! 

optimal  neutralization— provided  by  the  combination  of  aluminum  and  mag- 
nesium hydroxides. 

Unfailing  good  taste— confirmed  by  87.5%  of  104  patients  in  one  study,  after 
a total  of  20,459  documented  days  on  Mylanta  Liquid  or  tablets.'' 

Concomitant  relief  of  G.  I.  gas  distress— provided  by  the  proven  antiflatulent 
action  of  simethicone.2 

Dosage:  One  or  two  tablets  (well  chewed  or  allowed  to  dissolve  in  the  mouth):  one  or  two  teaspoonfuls 
i.  to  be  taken  between  meals  and  at  bedtime,  or  as  directed  by  physician. 

' Relerences:  1.  Danhof,  I.  E.:  Report  on  file.  2.  Hoon,  J,  R.;  Arch.  Surg.  93:467  (Sept.)  1966. 
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Photo  professionally  posed, 


No  injection  after  all! 

This  penicillin  produces  high,  fast  levels— orally. 


Pen*Vee®  K is  usually  so  rapidly  and  com- 
pletely absorbed  that  therapeutic  penicillin 
levels  are  attained  within  15  to  30  minutes. 
Thus  it  can  often  obviate  the  need  for  peni- 
cillin injections.  The  higher  serum  levels 
produced  generally  last  longer  than  with  those 
of  oral  penicillin  G. 

Indications:  Infections  susceptible  to  oral  penicillin  G:  prophylaxis 
and  treatment  of  streptococcal  infections ; treatment  of  pneumococcal, 
gonococcal,  and  susceptible  staphylococcal  infections;  prophylaxis  of 
rheumatic  fever  in  patients  with  a previous  history  of  the  disease. 
Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity. 

Warnings:  Acute  anaphylaxis  (may  prove  fatal  unless  promptly  con- 
trolled) is  rare  but  more  frequent  in  patients  with  previous  penicillin 
sensitivity,  bronchial  asthma  or  other  allergies.  Resuscitative  (epineph- 
rine, aminophylline,  pressor  amines)  and  supportive  (antihista- 
mines, methylprednisolone  sodium  succinate)  drugs  should  be 
readily  available.  Other  rare  hypersensitivity  reactions  include 
nephropathy,  hemolytic  anemia,  leucopenia  and  thrombocytopenia. 


In  suspected  hypersensitivity,  evaluation  of  renal  and  hematopoietic 
systems  is  recommended. 

Precautions:  In  suspected  staphylococcal  infections,  perform  proper 
laboratory  studies  including  sensitivity  tests.  If  overgrowth  of 
nonsusceptible  organisms  occurs  (constant  observation  is  essential), 
discontinue  penicillin  and  take  appropriate  measures.  Whenever 
allergic  reactions  occur,  withdraw  penicillin  unless  condition  being 
treated  is  considered  life  threatening  and  amenable  only  to  penicillin. 
Penicillin  may  delay  or  prevent  appearance  of  primary  syphilitic 
lesions.  Gonorrhea  patients  suspected  of  concurrent  syphilis  should 
be  tested  serologically  for  at  least  3 months.  When  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  Treat  beta-hemolytic  streptococcal  infections  with  full 
therapeutic  dosage  for  at  least  10  days  to  prevent  rheumatic  fever 
or  glomerulonephritis.  In  staphylococcal  infections,  perform  surgery 
as  indicated. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitiza- 
tion) : Skin  rashes,  ranging  from  maculopapular  eruptions  to  exfolia- 
tive dermatitis;  urticaria;  serum  sickness-like  reactions,  including 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  often  fatal 
anaphylaxis  has  been  reported  (see  "Warnings"). 

Composition:  Tablets— 125  mg.  (200,000  units),  250  mg.  (400,000 
units),  500  mg.  (800,000  units);  Liquid— 125  mg.  (200,000  units)  and 
250  mg.  (400,000  units)  per  5 cc. 

Wyeth  Laboratories  Philadelphia,  Pa. 


oral  Pen.  vee®k 

(potassium  phenoxymethyl  penicillin) 

k 


"All  Interns  are  Alike" 


It  stands  to  reason.  They  all  go  through  the  same 
training;  they  all  have  to  pass  the  same  tests;  they 
all  have  to  measure  up  to  the  same  standards;  they 
all  are  underpaid,  too.  Therefore,  all  interns  are 
alike. 

That's  utter  nonsense,  of  course.  But  it's  no 
more  nonsensical  than  what  some  people  say 
about  aspirin.  Namely:  since  all  aspirin  is  at  least 
supposed  to  come  up  to  certain  required  stand- 
ards, then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  demanding.  In 
fact,  there  are  at  least  nine  specific  differences  in- 


volving purity,  potency  and  speed  of  tablet  disinte- 
gration. These  Bayer®  standards  result  in  significant 
product  benefits  including  gentleness  to  the  stom- 
ach, and  product  stability  that  enables  Bayer  tab- 
lets to  stay  strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  it  just  isn't  so. 

You  might  also  say  that  all  interns  aren't  alike,, 
either. 
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resulting  frord  measles,  pulmonary  tuberculosis,  bronchiectasis, 
and  bronchogenic  carcinoma. 


dflicial  brochure, 


S»a^ettlmTi^  Labs^  Division 
WabaceA  Ttemg(Iac.,  Rochester,  N'.  T.  1 4623 


serves  no 
purpose 


6.'>-  S' 


i-* 


♦ * it 

; , (usually 
fw  to  12 
hours*) 


T0|i(?KEX  suspension/ TABLETS : Each  teaspoonful  ( 5 cc. ) or 

ing; 

as  cation 


exchange  resin  complexes  of  sulfonated  polystyrene. 

Class  B narcotic  — oral  Rx  where  state  laws  permit. 
mDiCAtlpNS^  Coughs  associated  with  respiratory  infections 


*E>osage:  Adults:  1 teaspoOnful  (5  cc.)  Or  tablet  every  8-12  hours. 
Clttldren:\5ndtx  1 year  r;l/4feaspoonful  every  12hours. 

From  1-5  years : 1 /2  teaspoonful  every  1 2 hours.  Over  5 years : 

I teaspoonful  every  12  hours. 

SIDE  effects  ^ Mi^  mciude  mild  constipation,  nausea,  facial 
pfuritusi  prdro^ 


^ 0-,'- . 


hitnduD  Inbadul 

His  heart  telk  him  he’s  an  invalid. 

You  know  he’s  not. 


Photograph  professionally  posed. 


Contraindications 


'nry  of  sensitivity  to  meprc'rj"' 

Important  Precaution  ‘ijlly  supervise  dose  and 

amounts  prescribed,  e;  'or  patients  prone  to 

overdose  themselves.  E>  'longed  use  has  been 

reported  to  result  in  depc  abituation  in  suscep 

tible  persons,  as  alcoholics,  and  other  severe 

psychoneurotics.  After  proh  e dosage, 

reduce  dosage  gradually  to  a void  , -ere  withdrawal 

reactions.  Abrupt  discontinuance  ol  ■ loses  has 
sometimes  resulted  in  epileptiform  seizur 
Warn  patients  of  possible  reduced  alcohol  ‘ vith 

resultant  slowing  of  reaction  time  and  impair...^, 
judgment  and  coordination. 

Reduce  dose  if  drowsiness,  ataxia  or  visual  disturbance 
occurs:  if  persistent,  patients  should  not  operate  vehi.-:.-- 
or  dangerous  machinery. 

Side  Effects  include  drowsiness,  usually  transient;  if 
persistent  and  associated  with  ataxia,  usually  responds  to 
dose  reduction;  occasionally  concomitant  CNS  stimulants 
(amphetamine,  mephentermine  sulfate)  are  desirable. 
Allergic  or  idiosyncratic  reactions  are  rare,  but  such 
reactions,  sometimes  severe,  can  develop  in  patients 
receiving  only  1 to  4 doses  who  have  had  no  previous 
contact  with  meprobamate.  Previous  history  of  allergy  may 
or  may  not  be  related  to  incidence  of  reactions.  Mild 
reactions  are  characterized  by  itchy  urticarial  or 
erythematous  maculopapular  rash,  generalized  or  confined 
to  groin.  Acute  nonthrombocytopenic  purpura  with 
cutaneous  petechiae,  ecchymoses,  peripheral  edema  and 
fever  have  been  reported.  One  fatal  case  of  bullous 
dermatitis  following  intermittent  use  of  meprobamate  with 
prednisolone  has  been  reported.  If  allergic  reaction 
occurs,  meprobamate  should  be  stopped  and  not 
reinstituted.  Severe  reactions,  observed  very  rarely,  include 
angioneurotic  edema,  bronchial  spasms,  fever,  fainting 
spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis, 


\nxiety  is  expected  in  the  cardiovascular  patient, 
\ little  may  even  be  desirable. 

3ut  when  anxiety  is  exaggerated  . . . when  it 
interferes  with  sleep  . . . when  it  aggravates 
:ardiovascular  symptoms,  your  help  may 
)e  needed. 

'Jaturally,  you’ll  want  to  reassure  the  patient. 

\nd  perhaps  prescribe  Equanil  (meprobamate) 
is  adjunctive  therapy.  It  helps  relieve  anxiety 
md  tension  specifically,  yet  gently. 

Mmost  15  years'  use  has  shown  that  Equanil 
s usually  well  tolerated  as  well  as  effective. 

)ide  effects  are  generally  limited  to  transient 
irowsiness;  serious,  therapy-interrupting 
lide  effects  are  rare. 


stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat 
symptomatically  as  with  epinephrine,  antihistamine  and 
possibly  hydrocortisone.  Aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis  and  hemolytic 
anemia  have  occurred  rarely,  almost  always  in  presence  of 
known  toxic  agents.  A few  cases  of  leukopenia  usually 
transient,  have  been  reported  on  continuous  administration. 
Meprobamate  may  sometimes  precipitate  grand  mal 
attacks  in  patients  susceptible  to  both  grand  and  petit  mal. 
Extremely  large  doses  can  produce  rhythmic  fast  activity 
in  the  cortical  pattern.  Impairment  of  accommodation  and 
visual  acuity  has  been  reported  rarely.  After  excessive 
dosage  for  weeks  or  months,  withdraw  gradually  (1  or  2 
weeks)  to  avoid  recurrence  of  pretreatment  symptoms 
(insomnia,  severe  anxiety,  anorexia).  Abrupt  discontinuance 
of  excessive  doses  has  sometimes  resulted  in  vomiting, 
ataxia,  tremors,  muscle  twitching  and  epileptiform 
seizures.  Prescribe  very  cautiously  and  in  small  amounts 
for  patients  with  suicidal  tendencies.  Suicidal  attempts 
have  resulted  in  coma,  shock,  vasomotor  and  respiratory 
collapse  and  anuria.  Excessive  doses  have  resulted  in 
prompt  sleep;  reduction  of  blood  pressure,  pulse  and 
respiratory  rates  to  basal  levels:  and  occasionally 
hyperventilation.  Treat  with  immediate  gastric  lavage  and 
appropriate  symptomatic  therapy.  (CNS  stimulants  and 
pressor  amines  as  indicated.)  Doses  above  2400  mg. /day 
are  not  recommended. 

Composition;  Tablets,  200  mg.  and  400  mg.  meprobamate. 
Coated  Tablets,  WYSEALS*  EQUANIL  (meprobamate) 

400  mg.  (All  tablets  also  available  in  REDIPAK*'  [strip 
pack],  Wyeth.)  Continuous-Release  Capsules, 

EQUANIL  L-A  (meprobamate)  400  mg. 

Wyeth  Laboratories  Philadelphia,  Pa. 

Equanir 

(meprobamate) 


Termmycin' 

(oxytetracycline) 


An  infection  of  rapid  onset  requiring 
prompt  attention.  Teenage  girl  with  chills, 
fever,  abdominal  pain,  backache  and 
nausea.  Frequent  and  urgent  urination 
with  burning.  On  examination— tender- 
ness over  kidney.  Blood  count  and 
urinalysis  confirm  the  diagnosis:  acute 
pyelonephritis.  Treatment  is  initiated  with 
Terramycin.  Within  a few  days  of  follow- 
up therapy,  the  patient  is  markedly 
improved.  The  pretreatment  urine 
culture  shows  a strain  of  E.  coli  highly 
susceptible  to  Terramycin. 

Experience  has  shown  that  Terramycin 
offers  special  advantages  in  treating 
urinary  tract  infections  when  strains  of 
causative  bacteria  are  susceptible. 
Broad-spectrum  coverage  unaffected  by 
penicillinase.  Effective  tissue  levels  to  help 
reach  foci  of  infection  in  renal  parenchyma. 
High  urine  levels— excreted  by  kidney 
in  active  form. 


Coniraindicalcd:  In  individuals  hypersensitive  to  oxytctra- 
cycline. 

Wumings:  Reduce  usual  oral  dosage  and  consider  antibiotic 
serum  level  determinations  in  patients  with  impaired  renal 
function. 

Use  of  oxytetracycline  during  the  last  trimester  of  pregnancy, 
neonatal  period  and  early  childhood  may  cause  discoloration 
of  developing  teeth.  This  effect  occurs  mostly  during  long-term 
use  of  the  drug,  but  it  has  also  been  observed  In  usual  short- 
treatment  courses. 

During  treatment  with  tetracyclines.  Individuals  susceptible 
to  photodynamic  reactions  should  avoid  direct  sunlight;  if 
such  reactions  occur,  discontinue  therapy. 

Note:  With  oxytetracycline,  phototoxicity  is  unknown  and 
photoallergy  very  rare. 

Precautions:  Use  of  broad-spectrum  antibiotics  occasionally 
may  result  in  overgrowth  of  nonsusceptibic  organisms.  Where 
such  infections  occur,  discontinue  oxytetracycline  and  Institute 
specific  therapy.  Increased  intracranial  pressure  in  infants  is 
a possibility.  Symptoms  disappear  upon  discontinuation  of 
therapy. 

Adverse  Reactions;  Nausea,  diarrhea,  glossitis,  stomatitis, 
proctitis,  vaginitis  and  dermatitis,  as  well  as  reactions  of  an 
allergic  nature,  may  occur  but  are  rare. 

Supply:*  Terramycin  Capsules:  oxytetracycline  HCI,  2S0  mg. 
and  125  mg.  Terramycin  Syrup:  calcium  oxytetracycline, 

125  mg.  per  5 cc.  Terramycin  Pediatric  Drops:  calcium 
oxytetracycline,  100  mg.  per  cc. 

*A11  potencies  listed  are  In  terms  of  the  standard, 
oxytetracycline. 

More  detailed  ■professional  information  available  on  request. 


With  Terramycin,  you  have  the  assur- 
ance that  comes  with  choosing  an  agent 
physicians  have  depended  on  for  over  18 
years.  In  difficult  as  well  as  routine  cases, 
when  tests  reveal  susceptible  organisms, 
consider  Terramycin.  One  of  the  world’s 
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One  of  the  best  things  you  can  do 
for  the  cold  sufferer 


Ornade*  Spansule 

Trademark  H 

Each  capsule  contains  8 mg.  of  Teldrin®  (brand  of  chlorpheniramine  maleate) ; 50  mg.  of 
phenylpropanolamine  hydrochloride.  2.5  mg.  of  isopropamide,  as  the  iodide. 


® 


brand  of 

sustained  release  capsules 


Prompt  relief  from  nasal  congestion  and  hypersecretion  due  to  colds. 

Before  prescribing,  see  complete  prescribing  information  in  SK&F  literature  or  PDR 
Contraindications:  Glaucoma,  prostatic  hypertrophy,  stenosing  peptic  ulcer,  pyloroduodenal  or 
bladder  neck  obstruction. 

Precautions:  Use  cautiously  in  the  presence  of  hypertension,  hyperthyroidism,  coronary  artery  disease; 
warn  vehicle  or  machine  operators  of  possible  drowsiness. 

Usage  m Pregnancy:  Use  in  pregnancy,  nursing  mothers  and  women  who  might  bear  children  only  when 
potential  benefits  have  been  weighed  against  possible  hazards. 

Note:  The  iodine  in  isopropamide  iodide  may  alter  PBI  test  results  and  will  suppress  1’^'  uptake; 
discontinue  Ornade'  one  week  before  these  tests. 

Adverse  Reactions:  Drowsiness;  excessive  dryness  of  nose,  throat  or  mouth;  nervousness:  insomnia. 
Other  known  possible  adverse  reactions  of  the  individual  ingredients:  nausea,  vomiting,  diarrhea,  rash, 
dizziness,  fatigue,  tightness  of  chest,  abdominal  pain,  irritability,  tachycardia,  headache,  incoordination, 
tremor,  difficulty  in  urination.  Thrombocytopenia,  leukopenia  and  convulsions  have  been  reported. 
Supplied  : Bottles  of  50  capsules. 

One  capsule  q12h  for  round-the-clock  relief 


SK 

Srf-  Smith  Kline  & French  Laboratories 
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Taste! 


Dicarbosil 

ANTACID 


Your  ulcer  patients  and 
others  will  love  it.  Specify 
DICARBOSIL  144  S-144  tab- 
lets in  12  rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis.  Missouri  63102 


TB 
is  still 
around. 


In  1967  almost  45,000  new  active  cases  were 
reported.  Isn’t  that  a good  reason  to  make  tubercu- 
lin testing  with  the  white  LEDERTINE^’^  Applicator 
a routine  part  of  your  physical  examinations? 


TUBERCULIN 
TINE  TEST 

(Rosenthal)  with  Old  Tuberculin 


Precautions:  With  a positive  reaction,  consider  further 
diagnostic  procedures.  Use  with  caution  in  persons  with 
active  tuberculosis  or  known  allergy  to  acacia.  Vesicula- 
tion,  ulceration,  or  necrosis  may  occur  at  the  test  site  in 
highly  sensitive  persons. 


LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River,  N.  Y. 

472’9 


because 
relief 
means 
so  much 
to  your 


patient 


There  are  not  many  drug  combinations  in  use  to- 
day which  can  claim  to  have  served  the  medical 
profession  for  more  than  50  years.  Such  a record 
reflects  the  continued  confidence  of  physicians  in 
URISED.  This  is  not  a dramatic  “wonder  drug”  — 
but  a useful  one. 


URISED  rapidly  exerts  spasmolytic  action,  reliev- 
ing pain  and  discomfort  of  urgency,  frequency,  and 
burning  on  urination.  Rapid  acting  URISED  exerts 
antibacterial  action  against  uropathogens  susceptible 
to  methenamine  and  methylene  blue,  in  an  acid 
medium. 


URISED  is  safe . . . especially  useful  in  long-term 
management  of  chronic  cases:  as  a prophylactic 
measure  with  catheterization  or  after  instrumenta- 
tion. No  systemic  reactions  or  bacterial  resistance 
have  been  reported. 


Each  blue-coated  tablet  contains  active; 


Atropine  Sulfate  0.03  mg.  Methylene  Blue  . . .5.4  mg. 
Hyoscyamine  . . . .0.03  mg.  Phenyl  Salicylate  .18.1  mg. 

Methenamine  . . . .40.8  mg.  Benzoic  Acid  ....  4.5  mg. 


PRECAUTIONS:  Administer  with  caution  to  persons  with 
known  idiosyncrasy  to  atropine  or  cardiac  disease.  While 
under  this  therapy  the  urine  is  blue;  patients  should  be  so 
advised  to  allay  apprehension. 

SIDE  EFFECTS:  Neither  irritation  nor  other  untoward  re- 
actions have  been  reported:  however,  if  pronounced  dryness 
of  the  mouth,  flushing,  or  difficulty  in  initiating  micturition 
occur,  decrease  dosage.  If  rapid  pulse,  dizziness,  or  blurring 
of  vision  occur,  discontinue  use  immediately.  Acute  urinary 
retention  may  be  precipitated  in  prostatic  hypertrophy. 
CONTRAINDICATIONS:  Glaucoma,  urinary  bladder  neck  or 
pyloric  obstruction,  duodenal  obstruction  and  cardiospasm. 
Hypersensitivity  to  any  of  the  ingredients. 

DOSAGE:  Adults— Two  tablets,  orally,  four  times  per  day 
followed  by  liberal  fluid  intake.  Acute  cases— Initially  two 
tablets  every  hour  for  three  doses  followed  by  the  recom- 
mended daily  administration.  Children— One-half  the  adult 
dose. 

Stocked  Nationally  Through  All  Service  Wholesale  Druggists 


f MANUFACTURERS 
OF  URICEUTICAL® 


. A B M A C E U T . C A L S.  # SPECIALTIES 

tiCAGO.  ILLINOIS  60640/ 
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Each  5 cc.  contain 
erythromycin  estolate 
equivalent  to  250  mg. 
erythromycin  base. 


When  mixed  as  directed, 
each  5 cc.  will  contain 
erythromycin  estoiate 
equivalent  to  125  mg. 
erythromycin  base. 


*i?soNe' 

{feilQUID 


isTOt- 
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When  mixed  as  directed, 
each  cc.  will  contain 
j erythromycin  estolate 
^ equivalent  to  100  mg. 

\ erythromycin  base. 


WEU 
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Each  5 cc.  contain 
erythromycin  estoiate 
equivalent  to  125  mg. 
erythromycin 
base. 


Each  tablet  contains 
erythromycin  estoiate 
equivaient  to  125  mg. 
erythromycin  base. 


'Each  Pulvule®  contains 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


The  many  forms 
of  llosone" 

Erythromycin  Estolate 


Each  Pulvule  contains 
erythromycin  estolate 
equivalent  to  250  mg. 
erythromycin  base. 


Additional  information  available  upon  request. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 
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EDITORIALS 

The  Mile  High  City 

Denver  is  the  site  of  the  23rd  Clinical  Con- 
vention of  the  American  Medical  Association. 
It  gets  its  nickname  from  its  altitude  above 
sea  level  and  its  position  at  the  western  edge 
of  the  Great  Plains  near  the  foothills  of  the 
Rockies. 

This  Clinical  Convention,  scheduled  for  No- 
vember 30  through  December  3,  is  the  third 
to  be  held  in  Denver.  The  first  was  in  1952. 

Denver  is  unique  in  several  ways.  Its  parks’ 
system  includes  13,448  acres  outside  the  city 
limits  in  the  surrounding  mountain  area. 
Even  in  late  November  and  early  December, 
the  temperature  can  climb  into  the  60s.  (But 
it  also  can  be  breezy,  and  snow  sometimes 
makes  a brief  appearance,  so  it’s  well  to  bring 
a varied  wardrobe.) 

Headquarters  hotel  for  the  23rd  Clinical  Con- 
vention is  the  Denver  Hilton,  towering  over 
the  downtown  area  and  overlooking  the  state 
capitol.  Scientific  sessions  will  be  in  Denver’s 
convention  complex. 

Denver  has  a population  of  a half-million,  and 
there  are  more  than  a million  people  in  its 
metropolitan  area.  E\en  when  snow  falls, 
roads  are  cleared  and  sanded  promptly,  so 
travel  in  and  around  Denver  remains  uncom- 
plicated for  those  wishing  to  explore  the  sights 
and  activities  of  this  dramatic  locale.  The 
mountains  of  course  are  a major  attraction. 
Colorado  is  the  highest  state  in  the  union  with 
an  average  elevation  of  6,800  feet.  It  has  53 
peaks  above  14,000  feet.  Denver  itself  has  art 
and  natural  history  museums,  legitimate  thea- 
ter, a symphony  orchestra,  and  a variety  of 
restaurants  and  night  clubs. 

Golf  and  tennis  are  year-around  sports  in  the 
area,  even  in  winter  when  skiers  are  gliding 
over  Colorado’s  powder  snow  only  60  miles 


away.  1 he  Ironi  range  ol  tlic  Colorado  RockiCN 
is  a half-hour  drive  from  downtown  Denvei, 
and  possible  trips  include  Pike’s  Peak,  the 
Central  City  gold  mining  area,  Estes  Park,  Air 
Eorce  Academy,  Rocky  Mountain  National 
Park,  and  other  Colorado  cities.  Denver  offers 
you  and  your  family  a refreshing  change.  And 
the  professional  program  planned  for  the 
AMA’s  23rd  Clinical  Convention  is  designed 
to  give  you  a compact  four-day  graduate  pro- 
gram. 

Blue  Shield  Fees  For 
Medicare  and  Medicaid 

Our  federal  department  of  Health,  Education, 
and  Welfare  has  suggested  that  Blue  Shield 
fee  schedules  might  be  used  to  reimburse  phy- 
sicians under  Medicare  and  Medicaid  plans. 
In  this  connection.  Dr.  D.  W.  W’ilbur,  .\M.\ 
President,  wrote  to  Mr.  Robert  Finch,  Secre- 
tary of  Health,  Education  and  Welfare,  and 
said  that: 

The  American  Medical  A.ssociation  is  eager  to 
make  available  to  your  office  the  combined 
experience  and  judgment  of  the  nation’s 
physicians,  who  are  the  principal  providers  of 
health  care  to  all  the  people.  The  needs  and 
problems  of  patients  in  all  walks  of  life,  at  all 
income  levels,  come  to  their  attention,  in  com- 
posite, more  than  a billion  times  a year. 

It  has  always  been  the  professional  code  of 
the  physician  that  no  one  shall  ever  be  denied 
quality  health  care  because  of  his  inability  to 
pay.  The  present  concern  is  how  this  universal 
care  can  best  be  provided  within  a viable 
economic  system  and  in  the  face  of  burgeon- 
ing demands  for  medical  manpower,  senices, 
and  facilities. 

The  knowledge  and  judgment  of  the  nation’s 
physicians  — as  well  as  of  the  prepayment 
plans,  health  insurance  industry,  hosjiitals. 
(he  allied  health  professions,  the  actuaries  and 
others  — must  be  enlisted  in  your  battle 
against  the  health-care  portion  of  the  inflation 
problem. 
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Dr.  Wilbur  wrote  to  Mr.  Finch  following  the 
HEW  announcement  that  federal  spending 
on  the  Medicaid-Medicare  programs  would  be 
trimmed  by  $328  million  through  imposing 
Medicaid  fee  schedules  based  on  prevailing 
Blue  Shield  rates,  limiting  mental  illness 
benefits  under  Medicaid,  and  cutting  down 
hospital  overhead  allowances  in  Medicaid 
and  Medicare.  In  this  connection.  Dr.  Wilbur 
explained  that:  “No  universal  jrattern  — no 
matter  how  many  variations  it  may  try  to 
provide  — can  be  imposed  on  the  thousands 
of  localities  without  wreaking  havoc  and 
|rrobably  increasing  inefficiency  and  costs.” 

Concerning  the  imposition  of  Blue  Shield 
rates  as  fee  schedules  under  Medicaid,  Dr. 
Whlbur  warned  that  a later  step  “might  be 
that  of  physicians  in  groups  on  salary  and 
abandonment  of  the  fee-for-service  principle.” 
He  agreed  that  physicians,  combatting  such 
govenment  efforts,  must  accept  the  major  re- 
sponsibility of  keeping  fees  as  moderate  as 
possible. 


The  Drug  Industry 
As  A Public  Utility 

There  is  a kind  of  imaginative  attractiveness 
about  the  idea  at  first:  the  pharmaceutical  in- 
dustry as  a public  utility.  Those  wdio  have 
suggested  this  argue  that  medications,  like 
electrical  supplies  or  telephone  services,  are 
public  necessities  and  the  Government  (with 
a capital  G)  should  have  something  to  say 
about  the  profits  that  the  industry  may  make 
and  the  fees  they  may  charge  the  public.  It  is 
also  suggested  that  if  the  “public  utility”  con- 
cept is  distasteful  to  you,  the  nationalization 
of  drug  distribution  would  be  even  more  dis- 
tasteful, and  giving  the  industry  the  status  of 
a public  utility  would  be  better  than  nation- 
alization. The  dreamer  can  go  even  further. 
At  all  levels  (federal,  county,  state,  and  city) 
governments  are  big  buyers  of  drugs  so  they 
have  a negotiating  position  right  here,  and 
can  compel  a kind  of  price  structure  simply 
by  open  market  bargaining  without  any  legal 
compulsion.  Then,  too,  there  is  precedent  for 


the  federal  Government  (through  the  FDA) 
to  regulate  research,  testing,  announcements 
of  indications,  and  side  effects  and  contra-in- 
dications so  that  it  already  has  a hand  on  the 
industry’s  throttle. 

The  analogy  to  other  public  utilities  fails, 
however,  just  on  the  matter  of  competition 
and  monopoly  alone.  The  telephone  service, 
for  instance,  has  to  be  a monopoly  since  it 
would  be  ridiculous  and  highly  confusing  in 
this  age  to  have  four  different  phone  com- 
panies competing  with  each  other  for  the 
right  to  transmit  your  calls.  But  if  a phone 
company  enjoys  a monopoly,  someone  on  the 
outside  (the  public  via  Cxovernment)  has  to 
regulate  profits  and  prices.  Our  railway  sys- 
tem would  not  now  be  in  its  present  sad  state 
if  we  hadn’t  for  a century  encouraged  com- 
petition, while  treating  it  as  a public  utility. 
The  pharmaceutical  industry,  on  the  other 
hand,  is  far  from  a monopoly.  Dcs/c 

Reference  alone  lists  the  products  of  247  dif- 
ferent pharmaceutical  companies.  The  pa- 
tient’s pocket-book  would  certainly  seem  bet- 
ter protected  by  the  free  play  of  the  American 
market  than  by  establishing  a monopoly.  And 
so  long  as  each  manufacturer  has  to  worry 
about  “the  competition,”  there  is  no  justifica- 
tion for  treating  it  as  a public  utility.  And  an 
even  more  telling  argument  is  to  examine  the 
distribution  of  drugs  in  countries  — Soviet 
Russia  for  instance  — that  do  have  govern- 
ment regulation  of  pricing,  distribution,  in- 
formation-supplying, and  even  packaging.  It 
is  fair  to  state  that  no  spectacular  advance  in 
pharmacology  (or  in  getting  a useful  medica- 
tion to  the  public)  has  ever  been  developed  in 
a country  with  a nationalized  pharmaceutical 
industry. 

The  triumphs  of  modern  pharmacology  are 
worth  crowing  about,  as  any  doctor  should 
know  if  he  is  old  enough  to  remember  when 
bromides  were  the  basic  tranquilizer,  and 
elixir  of  iron,  quinine,  and  strychnine  the 
model  stimulant.  Some  of  the  remarkable  new 
drugs  came  from  Government  laboratories, 
some  more  from  universities,  but  the  great 
bulk  of  the  progress  came  out  of  the  phar- 
maceutical industry  itself.  And  engine  of  all 
this  research  was  the  profit  motive. 
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ORIGINAL  ARTICLES 


Colistin  was  found  the  most  effective  antibiotic  for 
diarrhea  due  to  Escherichia  coli. 

An  Infantile 
Diarrhea  Epidemic* 

Comparative  Response  To  Antibiotic  Therapy 


Mervin  E.  Fischman,  M.D./ Irvington; 
William  J.  Semel,  M.D. /Newark 

In  the  spring  and  summer  of  1965,  Newark, 
New  Jersey,  was  struck  by  more  than  400  cases 
of  diarrhea  complicated  by  severe  dehydration 
and  electrolyte  imbalance.  Seventy-one  infants 
and  children  with  documented  cases  of  acute 
gastroenteritis  were  treated  at  our  hospital 
during  this  time.  This  account  of  our  ex- 
periences at  Newark  Beth  Israel  Hospital  is 
prompted  by  reports  by  Kessner^  and  Murray^ 
of  earlier  but  similar  outbreaks. 

The  48  patients  with  positive  E.  coli  cultures 
are  included  in  this  report.  All  who  had 
diarrhea  were  treated,  whether  infected  with 
enteropathogenic  E.  coli  (EPEC)  or  non-en- 
teropathogenic  E.  coli  (non-EPEC).  EPEC  was 
grown  on  cultures  from  13  of  the  48  patients. 
The  other  35  E.  coli  strains  could  not  be  sero- 
typed.  Of  the  children,  82  per  cent  were  un- 
der eighteen  months  and  42  per  cent  under 
six  months. 

All  patients  were  placed  in  the  diarrhea 
ward**  where  strict  isolation  was  in  force. 
Blood  electrolyte  concentrations  were  deter- 
mined and  when  necessary,  fluids  were  infused 
immediately.  Weight,  fluid  intake,  and  urine 
output  were  recorded  daily. 

Stool  specimens  or  rectal  swabs  were  obtained 
daily  for  culturing.  The  frequency,  amount, 
and  character  of  the  stools  were  recorded.  As 
an  added  precaution,  stool  specimens  from 
pediatric  ward  personnel  were  cultured  weekly. 
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(We  discovered  that  a nurse  in  the  newborn 
nursery,  from  which  four  patients  came,  tvas 
an  EPEC  carrier.)  We  grouped  the  patients 
this  way: 

Group  I:  23  patients,  given  only  colistin  sulfatef  oral 
suspension: 

Group  II:  15  patients,  given  colistin  sulfatef  after  other 
antibiotic  therapy  failed.  These  patients  were  on  other 
antibiotics  for  an  average  of  eight  days  before  being 
changed  to  colistin  sulfate:  and 

Group  III:  10  patients,  given  other  antibiotics. 

Empirical  antibiotic  therapy  was  started  im- 
mediately after  admission  because  of  the  toxic 
condition  of  the  patients. 

We  were  able  gradually  to  increase  the 
colistin  sulfatef  dosage  up  to  25  milligrams 
per  pound  per  day  when  needed  because  the 
drug  is  not  absorbed.  No  toxic  effects  were 
noted. 

Eight  patients  in  Group  I also  received 
sodium  colistimethatef  intramuscularly  (Coly- 
Mycin®M  Injectable).  In  these  patients,  E. 
coli  sepsis  was  suspected  because  of  the 
severity  of  diarrhea,  lethargy,  and  toxic  ap- 
pearance of  the  patients.  Intramuscular 
therapy  was  stopped  w'hen  all  blood  cultures 
were  reported  as  negative. 

Patients  were  considered  as  having  recovered 
when: 

• This  work  is  from  the  Newark  Beth  Israel  Hospital 
where  Dr.  Fischman  is  chairman  of  the  department  of 
pediatrics  and  Dr.  Semel  is  a senior  resident. 

special  ward  is  established  whenever  the  num- 
ber of  diarrhea  cases  exceed  four. 

fAVe  used  the  M arner  Chilcott  brand,  tradenamed 
Coly-Mycin. 
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Ihrce  consecutive  stool  cultures  were  negative; 

They  became  afebrile;  and 
Had  formed  stools. 

All  patients  responded  to  therapy,  but  the 
time  for  recovery  varied.  Group  1 (which  re- 
ceived only  colistin  sulfatef)  recovered  the 
fastest  — 76  hours  for  the  cultures  to  become 
negative  — and  had  the  shortest  hospital  stay 
(5.3  days).  This  group  also  had  the  lowest  re- 
lapse rate:  only  two  of  the  23  or  8.5  per  cent. 
Patients  in  Group  II  were  switched  to  colistin 
sulfatef  from  other  antibiotics  (neomycin  in 
12  of  15  patients).  They  were  on  other  anti- 
biotics for  an  average  of  eight  days  before 
the  change  was  made.  This  group  had  the 
highest  bacteriologic  relapse  rate,  6 of  15  (40 
per  cent)  for  which  we  can  offer  no  explana- 
tion. 

The  daily  colistin  sulfatef  dose  for  six  pa- 
tients in  Group  II  was  increased  from  7 to  25 
milligrams  per  pound,  when  they  did  not  re- 
spond bacteriologically  or  clinically.  This 
higher  dose  was  given  for  an  average  of  six 
days.  The  median  time  needed  to  obtain 
negative  stools  was  60  hours  (range,  48  to  120) 
after  increasing  the  dose. 

Group  III  patients  on  other  antibiotics  (main- 
ly neomycin  and  kanamycin)  were  the  slowest 
to  respond  to  therapy.  They  remained  in  the 
hospital  longest;  and  their  relapse  rate  was 
3 out  of  10  or  30  per  cent. 

Pertinent  data  from  the  three  patient  groups 
are  displayed  in  Table  1. 


No  adverse  effects  attributable  to  the  anti- 
biotics were  seen.  There  was  one  sudden  death 
in  a child  with  nephrosis  in  a state  of  re- 
mission. (Her  stool  culture  grew  EPEC 
055B5).  Autopsy  showed  massive,  bilateral 
pulmonary  emboli  as  the  cause  of  death. 

Bacteriologic  data  for  all  of  the  71  patients 
treated  at  our  hospital  during  this  epidemic 
;ire  shown  in  Table  2. 

TABLE  II 
Bacteriologic  Data 

Organism 
E.  coli 

Non-EPEC 
EPEC 

0111B4 
0112B4 
055B5 

A . aerogenes 
Proteus 
Negative 

Typical  Case  History 

A 13-month-old  girl  was  admitted  with  a history  of 
ten  watery  bowel  movements  in  the  previous  12  hours. 
Diarrhea  was  preceded  by  a 24  hour  period  of  lethargy 
and  fever  up  to  103.  Her  birth  was  spontaneous  after 
an  uncomplicated  full  term  pregnancy.  Immunizations 
were  completed  at  one  year  and  she  had  no  significant 
past  medical  or  surgical  history.  Her  weight  at  one 
year  was  22  pounds.  Her  breathing  was  36  and  shallow’. 
Pulse  was  120.  .She  weighed  19i/^  pounds  on  admission. 

Physical  findings:  Shotty  anterior  cervical  lymphadeno- 
pathy,  hyperactive  bowel  sounds,  poor  skin  turgor, 
sunken  eyeballs,  and  warm  and  dry  skin.  During  the 
examination  the  patient  had  a large  watery,  greenish- 
hrown  bowel  movement.  This  stool  and  all  subsequent 
ones  were  cultured,  and  the  organism  tested  for  sensi- 
tivity and  sero-typed. 

First  Hospital  Day:  The  patient  was  placed  in  the 
diarrhea  ward,  and  an  intravenous  infusion  w’as  be- 
gun. She  received  1000  milliliters  of  fluids  in  the  first 

24  hours  and  her  state  of  hydration  improved  dra- 
matically. Urine  output  rose  from  nil  at  admission  to 

25  milliliter  per  hour  a day  later.  During  the  first  24 
hour  period  she  had  six  watery,  greenish  bow’el  move- 
ments. Initial  laboratory  data  are  shown  in  Table  3. 


No.  of  Patients 
48 
35 

13 
7 
3 
3 

14 
2 


TABLE  I 

Summary  of  Antibiotic  Therapy 


Daily  Dose 

Frequency 

Time  in  hours 
for  cultures 
to  become 

Bacteriologic 

Relapse 

Average 

Hospital 

Group 

No.  of  Pts. 

Antibiotic 

(mg/lb) 

(per  day) 

negative 

Rate 

Days 

I 

23* 

Colistin 

sulfate 

7 

3 

76 

2 '23 
8.5% 

5.3 

II 

15 

Colistin 

sulfate 

after  failure  of 

7»* 

initial  therapy 

3 

192 

6/15 

40% 

12 

HI 

10 

Neomycin  or 
Kanamycin 

50 

4 

204 

3/10 

30% 

17 

• 8 of  this  group  also  received  sodium  colistimethate  intramuscularly  (5  mg/kg/ day). 
•*  Dose  increased  to  25  mg/lh/day  (six  patients), 
t Warner-Chilcott  brand,  Coly-Mycin 
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TABLE  III 

Laboratory  Data,  “Typical  Case” 


Initial 

Day  1 

Day  2 

Day  6 

Hemoglobin 

13.5  mg  % 

10.9  mg  % 

11  2 mg  % 

Hematocrit 

38% 

32%  ' 

34% 

White  Blood  Cells 

15,600 

lO.-lOO 

10,600 

Polymorphonuclear  Leukocytes 

72% 

61% 

■>2% 

Stabs 

•i% 

Lymphocytes 

20% 

32% 

•4% 

Eosinophils 

3% 

2% 

1% 

Monocytes 

2% 

1% 

3% 

Basophils 

1% 

139  mecj 

137  meq 

Sodium 

135  meq 

1 42  mec| 

Chloride 

99  meq 

103  meq 

106  meq 

107  mec) 

Potassium 

3.2  meq 

3.9  meq 

4.1  meq 

4.4  meq 

Carbon  Dioxide 

10  mg/L 

15  mg/L 

20  mg/I. 

23  mg/L 

Blood  Urea  Nitrogen 

26  mg  % 

E'asting  Blood  Sugar 

78  mg  % 

Second  Hospital  Day:  The  patient  was  started  on 
colistin  sulfatef  orally  at  5 niilligiam  per  pound  every 
eight  hours.  She  continued  to  receive  fluids  intrave- 
nously and  was  able  to  take  some  clear  fluids  by 
mouth.  Only  four  loose  stools  were  passed  and  she 
cried  for  her  bottle.  Blood  electrolyte  levels  for  day  two 
are  shown  in  Table  2.  Urine  analysis  was  within  nor- 
mal limits.  Stool  cultures  grew  EPEC  (£.  coli  0111B4). 

Third  Hospital  Day:  The  patient  was  continued  on 
colistin.f  Intravenous  fluids  were  discontinued  and  she 
was  given  clear  fluids  orally  as  tolerated.  Four  loose 
bowel  movements,  which  were  less  in  quantity,  were 
passed. 

Fourth  Hospital  Day:  A diet  of  rice  cereal,  crushed 
bananas,  cottage  cheese  and  Jello®  was  started.  Only 
two  semi-formed  brownish  stools  were  passed. 

Fifth  Hospital  Day:  The  diet  was  well  tolerated  and 
the  patient’s  weight  increased  to  21  pounds.  Two  semi- 
lormcd  brown  stools  were  passed. 

Sixth  Hospital  Day:  Colistin  sulfatef  therapy  was  con- 
tinued and  the  diet  was  unchanged.  Three  semi- 
formed  stools  were  passed.  Laboratory  data  for  this 
day  are  shown  in  Table  2. 

Seventh  Hospital  Day:  .Stool  cultures  from  days  four 
and  five  g^ew  non-EPEC.  The  patient  was  discharged 
to  be  followed  by  the  pediatric  department.  Colistin 
sulfatef  therapy  was  continued.  We  added  a mixed 
culture  of  Lactobacillus  bulgaricus  and  Lactobacillus 
acidophilus  in  granule  form.  (.Available  through  Hyn- 
son,  Westcott  and  Dunning,  tradenamed  as  Lactinex 
Granules®) 

Mortality  rates  as  high  as  50  per  cent  have 
been  reported^  in  previous  epidemics  of  EPEC 
infection.  Specific  antibiotic  therapy  has  cer- 
tainly been  responsible  to  some  degree  for  the 
rapid  decline  in  mortality  in  recent  years. 
Most  versatile  antibacterials  (initially  used 
eight  to  ten  years  ago)  were  ineffective  in  the 
treatment  of  diarrhea  due  to  most  EPEC. 
Notable  exceptions  were  sulfadiazine  and 
streptomycin.  Metzger  and  Jenkins*  noted 
tliat  it  was  not  unusual  to  find  that  the 


tetracyclines  and  chloramphenicol  tailed  to 
control  the  clinical  illness.  Resistant  strains 
often  developed  during  treatment.® 

Neomycin  was  an  effective  agent.  As  Stalberg’’ 
and  Wheeler^  point  out,  this  drug  came  into 
general  use  as  the  most  effective  treatment  in 
outbreaks  of  EPEC  diarrhea.  However,  the 
appearance  of  neomycin-resistant  strains  of 
EPEC  was  reported  in  1950,  1962,  and  1961. 
Colistin  sulfatef  has  been  shown^  to  reduce 
the  population  of  neomycin-resistant  EPEC  in 
the  stools  of  affected  infants.  ^V9lile  our  in 
vitro  studies  did  not  disclose  neomycin  re- 
sistance, we  found  colistin  sulfate  the  most 
effective  drug. 

As  demonstrated  by  our  experience,  (iroup  I 
(colistin  sulfate  only)  patients  responded  most 
favorably,  w’ith  a shorter  hospital  stay,  than 
did  any  other  group.  While  this  also  had  been 
true  in  other  reported  outbreaks  of  EPEC 
diarrhea,  unlike  our  study  these  reports^  in- 
volved neomycin-resistant  strains. 

More  important  than  specific  antibiotic 
therapy,  as  a factor  in  the  decrease  of  mor- 
tality, is  electrolyte  and  fluid  replacement  for 
the  severely  dehydrated  infants.  It  has  been 
stated  by  others  — and  our  experience  certain- 
ly bears  witne.ss  — that  prompt  and  adequate 
evaluation  and  correction  of  the  hydration 
state  and  electrolyte  imbalance  is  imperative. 
Electrolyte  and  fluid  balance  must  be  restored. 
This  principle  was  a major  factor  in  treating 
our  patients. 

t IVainer-Chilcott  brand.  Colv-Mscin 
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Summary 

Experiences  with  a nine  mouth  diarrhea 
epidemic  due  to  Escherichia  coli  are  presented 
as  a retrospective  study. 

Oral  colistin  sulfatet  was  the  most  effective  of 
several  antibiotics  used  in  therapy  as  shown 
by  the; 

Least  time  for  stool  cultures  to  become  negative; 
Lowest  bacteriologic  relapse  rate;  and 
Shortest  hospital  stay. 

Where  necessary  j^Jatients  received  ffuid  and 
electrolyte  replacement  as  a primary  and  es- 
sential part  of  therapy. 

f Wanicr-Chilcott  brand,  Coly-Mycin 
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Where  To  Go  In  Trouble 


As  cold  and  remote  as  the  urban  community 
may  seem  today,  it  can  offer  help  for  sudden 
or  chronic  problems  — if  there  is  a properly 
organized  Information  and  Referral  Service 
to  guide  people  to  the  help  they  need.  Tell 
Me  Where  to  Turn  is  the  title  of  a Public 
Affairs  Pamphlet  on  the  subject.  The  pam- 
phlet, written  by  Elizabeth  Ogg,  may  be  ob- 
tained for  25  cents  from  the  Public  Affairs 
Committee,  381  Park  Avenue  South,  New 
York,  N.Y.  10016. 

The  pamphlet  underscores  (he  need,  in  this 
time  of  rapid  social  change,  for  Information 
and  Referral  Services  to  direct  people  with 
problems  through  the  maze  of  health  aiul 
welfare  agencies  to  the  one  that  can  best  help 
ihem.  Aside  from  the  fact  that  the  person  in 
need  — or  the  clergyman  or  doctor  he  has 
consulted  — does  not  always  know  the  most 
appropriate  solution.  Miss  Ogg  points  out, 
“the  search  for  service  is  often  misdirected  be- 
cause the  seeker  has  failed  to  see  his  key  prob- 


lem in  clear  focus.  . . . People  need  first  and 
foremost  a skilled  counselor  with  intimate  and 
accurate  knowledge  of  all  the  local  agencies  to 
help  them  sort  out  their  most  pressing  prob- 
lems and  suggest  what  they  can  do.” 

Many  calls  for  help  can  be  handled  in  a few 
minutes  on  the  telephone  or  face  to  face.  Miss 
Ogg  explains,  “but  a few  require  an  interview 
in  depth  and  several  follow-up  contacts  with 
both  the  client  and  the  agency  to  which  the 
Information  and  Referral  Service  refers  him, 
to  make  sure  that  he  gets  the  services  he 
needs.” 

For  areas  that  do  not  have  an  Information 
and  Referral  Service,  Miss  Ogg  provides  guid- 
ance on  how  to  set  up  such  a program.  She 
suggests  questions  to  consider  relating  to 
auspices,  purpose  and  program,  financing, 
staff,  use  of  volunteers.  But  beyond  these  con- 
siderations, she  stresses  that  the  needs  of  “the 
many  who  don’t  know  where  to  turn”  must 
always  be  paramount. 
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Here  Dr.  Moolten  offers  a compact  monograph  on  the 
pathology  of  pneumoconiosis  of  especial  interest  to 
physicians  in  our  state. 


Industrial  Pneumoconiosis 
In  New  Jersey* 

Pathologic  Manifestations 


Sylvan  E.  Moolten,  M.D./New  Brunswick 

Man’s  inventiveness  in  polluting  his  own  envi- 
ronment is  more  than  matched  by  nature’s 
efficiency  in  purifying  his  lungs  of  inhaled 
particles.  Coarse  particles  which  gain  access 
to  the  finer  air  passages  are  quickly  removed 
by  the  film  of  mucus  constantly  formed  in  the 
bronchi  and  propelled  by  its  ciliated  epi- 
thelium upward  to  the  pharynx*.  Particles 
ranging  between  0.5  and  5.0  microns,  par- 
ticularly between  1 and  2 microns,  are  the 
greater  challenge  because  these  can  be  drawn 
by  inspired  aii  into  the  alveolar  spaces  beyond 
the  reach  of  the  mucus  blanket-.  Such  par- 
ticles are  also  quickly  eliminated,  partly  free, 
partly  engulfed  in  alveolar  phagocytes,  upon  a 
film  of  fluid  secreted  continuously  by  alveolar 
lining  cells  (alveolar  surfactant).  This  film  of 
alveolar  fluid  is  drawn  into  the  bronchi,  per- 
haps by  surface  tension  of  the  mucus  blanket 
aided  by  rhythmic  contraction  of  the  alveoli^. 

Our  problems  begin  when  man  defeats  nature 
by  subjecting  his  bronchi  to  the  chronic  irri- 
tation of  smoking  or  when,  through  neglect, 
he  lowers  his  resistance  against  viral  and  bac- 
terial infection  so  that  he  becomes  the  victim 
of  perhaps  the  most  widespread  epidemic  of 
civilized  society,  chronic  bronchitis. 

My  own  studies  with  the  isolated  lung  in  the 
negative  pressure  chamber  indicate  that  the 
interstitial  tissue  of  the  respiratory  bronchiole 
constitutes  a node  of  relatively  high  negative 
pressure  during  inspiration,  capable  of  suck- 
ing surplus  alveolar  fluid  and  interstitial  tissue 


fluid  into  the  primary  radicles  of  the  intra- 
puhnonary  lymphatic  tree*.  *i\’hen  mucus  is 
produced  in  excessive  amounts  and  ciliary 
activity  is  depressed,  as  in  the  presence  of 
chronic  bronchitis  bacteria  and  foreign  par- 
ticles entering  the  alveoli  fail  to  be  extruded 
with  the  mucus  blanket.  Instead  they  may  be 
sucked  with  alveolar  fluid  into  the  interstitial 
tissues  of  the  respiratory  bronchiole,  where 
they  lodge  permanently  and  excite  inflam- 
mation and  fibrosis  or  migrate  within  the 
lymphatics  to  the  regional  lymph  nodes. 

When  irritant  gases  such  as  sulfur  dioxide  or 
nitrogen  oxides  are  adsorbed  to  inhaled  car- 
bon and  other  dust  particles  they  magnify  the 
severity  of  inflammation  in  the  interstitial 
tissue. 

Interstitial  fibrosis  results  in  blockage  of  nor- 
mal flow  of  tissue  fluid  and  induces  degenera- 
tive changes  in  the  pulmonary  parenchyma 
culminating  in  focal  destructive  emphysema. 
This  complex  of  dust  inhalation,  abetted  by 
adsorbetl  irritants  and  by  chronic  bronchitis, 
comprises  the  basic  pathogenesis  of  pneumo- 
coniosis. For  this  reason  it  is  no  longer  valid 
to  draw  conclusions  on  the  effects  of  occupa- 
tional dust  and  air  pollution  exposure*  with- 
out also  considering  antecedent  factors  respon- 
sible for  chronic  bronchitis,  particularly  the 
smoking  habits  of  those  exposed®.  Centri- 

• Read  before  the  Sections  on  Chest  Diseases  and 
Clinical  Pathology,  Annual  Meeting  of  The  Medical  So- 
ciety of  New  Jersey,  Atlantic  City,  May  19,  1969.  Dr. 
Moolten  is  Director  of  Laboratories,  Middlesex  General 
Hospital  and  Clinical  Professor  of  Pathology,  Rutgers 
Medical  School. 
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lobular  emphysema  (which  is  commonly  asso- 
ciated with  chronic  bronchitis)  multiplies  the 
hazard  of  dusts  and  bacteria  by  its  trapping 
action  on  particulate  material.  The  trapping 
effect  is  a pronounced  feature  of  coal  miner’s 
pneumoconiosis',  and  can  be  readily  demon- 
strated in  the  isolated  emphysematous  lung 
with  India  ink®.  The  potentiating  effect  of 
associated  infection  in  pneumoconiosis  is  no- 
where better  demonstrated  than  in  the  patho- 
genesis of  “progressive  massive  fibrosis”,  which, 
in  fact,  is  also  referred  to  as  “infective  pneu- 
moconiosis.” Although  tuberculosis  has  long 
been  assigned  major  responsibility  for  this 
complication®,  the  evidence  for  tuberculosis  is 
lacking  in  many  cases  of  infective  pneumo- 
coniosis. This  is  indicated  by  the  negative  skin 
test  with  tuberculin,  failure  to  find  acid  fast 
bacilli  in  the  lesions,  and  the  absence  of  char- 
acteristic histologic  features  of  tuberculosis  in 
a large  proportion  of  such  cases®. 

The  mechanisms  through  which  the  interac- 
tion of  inhaled  dusts  and  infection  incites 
massive  fibrosis  are  obscure.  One  observer  has 
suggested  that  the  potentiating  effect  of  re- 
tained silica  in  the  lung  may  be  likened  to  the- 
action  of  Freund’s  adjuvant  in  facilitating  the 
development  of  tissue  hypersensitivity  to  anti- 
genic substances®®.  Another  possibility  is  that 
foreign  particles  in  the  lung  constitute  a form 
of  microtrauma  which  favors  the  localization 
of  circulating  immune  complexes.  This  is  the 
.\uer  phenomenon®®.  This  mechanism  is  epito- 
mized in  Caplan’s  syndrome®®,  described  origi- 
nally in  Welsh  coal  miners.  In  this  disorder, 
massive  rheumatoid  granulomata  occur  in  the 
lungs  of  subjects  with  various  types  of  pneu- 
moconiosis who  suffer  coincidentally  from 
rheumatoid  arthritis. 

Vascular  lesions  are  common  in  progressive 
massive  fibrosis.  Densely  hyalinized  scar  tissue 
presents  a formidable  obstacle  to  blood  flow. 
V^ascular  lesions  may  also  appear  over  and 
above  specific  collagenous  nodules®®.  These 


t .Accordingly  the  presence  of  a positive  latex  test  in 
a pneumoconiotic  subject  should  not  be  taken  as  proof 
of  rheumatoid  di.sease  of  the  lung  or  Caplan’s  syn- 
drome without  other  evidence. 


vascular  changes  may  become  an  important 
factor  in  the  genesis  of  cor  pulmonale  and 
play  an  important  role  in  the  ischemic  necrosis 
which  causes  massive  blocks  of  anthracotir 
scar  tissue  to  soften  and  form  cavities. 

In  miners’  pneumoconiosis,  prolonged  expo 
sure  to  coal  dust  may  produce  relatively  little 
disability  in  the  absence  of  chronic  infection. 
Exposure  to  silica  may  also  be  well  tolerated. 
In  the  lungs  of  many  long  term  miners  the 
jmlmonary  tissue  contains  surprisingly  large 
amounts  of  particulate  silica  without  having 
provoked  any  appreciable  reaction®*.  The  at- 
tack rate  each  year  of  any  form  of  silicosis  is 
only  about  3 per  cent  of  those  who  have  been 
exposed  to  silica  ten  years  or  longer®®.  This 
apparent  immunity  to  silica,  which  must  be 
re  -'arded  as  of  widespread  occurrence,  is  diffi- 
cult to  reconcile  with  the  theorv  that  silica 
per  se  is  a poisonous  substance,  and  once  again 
throws  the  spotlight  on  coexisting  chronic 
infection. 

The  classic  silicotic  nodule  is  easily  recogniz- 
able histologically  in  the  typical  “ball  of 
twine”  silicotic  tubercle.  Studies  of  Vigliani®®, 
Curran®®,  and  their  associates,  suggest  that 
alveolar  phagocytes  which  engulf  silica  par- 
ticles become  “mummified”  and  are  thereby 
rendered  antigenically  foreign.  An  autoim- 
mune response  is  generated  in  which  plasma 
cells,  accumulated  abundantly  about  the  le- 
sions, produce  beta  and  gamma  globulins. 
These  globulins  deposited  upon  and  between 
collagen  fibers  account  for  about  60  percent 
of  the  material  forming  the  silicotic  nodules. 
Coincidentally  blood  globulins  are  elevated 
and  a positive  latex  test  for  the  rheumatoid 
factor  is  commonly  found.f 

The  beryllium  lesion  is  rarely  observed  in  the 
Elnited  States  because  of  legislation  restricting 
the  use  of  this  metal  in  industry.  Its  irritating 
properties  are  striking.  The  acute  reaction  in 
the  lung  resembles  chemical  pneumonia®®.  In 
the  chronic  form,  the  diffuse  pulmonary  reac- 
tion is  accompanied  by  numerous  scattered 
granulomatous  lesions.  The  suggestion  has 
been  made  that  the  combination  of  beryllium 
with  body  jnoiein  results  in  formation  of  an 
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antigen  which  stimulates  the  toimation  ol  a 
beryllium-specific  antibody.  This  makes  it  pos- 
sible to  utilize  a beryllium  patch  test  diagnos- 
tically*®. An  important  concern  of  berylliosis 
to  the  pathologist  is  its  differential  diagnosis 
from  sarcoidosis,  which  it  mimics  in  surprising 
degree. 

The  list  of  dust  diseases  which  are  the  byprod- 
uct of  an  industrial  civilization  grows  each 
year.  Talcosis  is  now  regarded  as  part  of  the 
larger  complex  of  asbestosis  because  of  the 
presence  of  tremolite,  a type  of  asbestos  found 
in  most  commercial  talc  used  in  this  country. 
Other  dust  diseases  result  from  prolonged 
exposure  to  dusts  containing  aluminum, 
graphite,  kaolin,  carborundum,  quartz,  hema- 
tite, shellac  particles,  and  dusts  from  moldy 
hay  or  maple  bark. 

Perhaps  the  most  exciting  chapter  in  the  path- 
ology of  dust  diseases  of  the  lungs  is  found  in 
the  newer  knowledge  of  asbestosis.  Physicians 
in  New  Jersey  in  particular  should  interest 
themselves  in  the  clinical  and  pathological 
features  of  the  disease  because  of  its  higli 
incidence  in  certain  parts  of  our  state  and  its 
serious  threat  to  health,  not  only  as  a disabling 
form  of  pneumoconiosis  but  also  because  of 
the  unique  threat  of  late  cancer.  A prodigious 
wealth  of  information  about  asbestos  is  con- 
tained in  the  report  of  the  international  sym- 
posium organized  through  Dr.  Irving  Selikoli 
in  1964. 

The  asbestos  body  (the  classical  evidence  of 
asbestosis)  gives  only  an  approximation  of  the 
extent  and  severity  of  the  disease.  In  all  likeli- 
hood the  finer  asbestos  fibrils,  much  moic 
elusive  to  the  microscope,  are  more  dangerous, 
particularly  those  less  than  0.2  microns  in 
diameter  because  of  their  capacity  to  pene- 
trate deeply  into  the  tissues.  According  to 
Selikoff*®  asbestos  fibers  can  migrate  widely 
and  are  demonstrable  in  the  bone  marrow, 
kidney,  liver,  adrenals,  spleen,  and  gastro- 
intestinal tract.  Demonstration  of  such  fibers 
requires  highly  refined  technics  including  elec- 
tronic ashing  and  use  of  phase  contrast  micros- 
copy and  x-ray  diffraction  methods.^"  In  or- 
dinary hospital  practice  pathologists  must  still 


depend  upon  their  skill  and  patience  m 
.searching  for  asbestos  bodies  in  puhnonar> 
tissue  or  in  sputum,  .\ctually,  the  detection 
of  asbestos  bodies  in  the  sputum  was  reported 
in  this  country  as  far  back  as  40  years  ago-'. 
.Asbestos  bodies  can  be  demonstrated  in  the 
wet  mount  of  fluid  from  formalin  fixed  lung 
tissue  subjected  to  a brief  period  of  macera- 
tion in  water  in  a Waring®  blender  (seconds 
at  low  speed).  The  botlies  stand  out  as  reliat- 
tile  golden  brown  beaded  rods  in  the  un- 
stained preparation^-.  Prussian  blue  stain  lor 
iron  facilitates  their  detection  in  routine  sec- 
tions of  lung  or  in  sputum  concentrates. 

One  of  the  most  useful  clues  to  the  diagnosis 
of  asbestosis  is  the  presence  of  hyalin  plaques. 
These  interesting  structures  occur  principally 
upon  the  parietal  pleura  including  the  leaves 
of  the  diaphragm.  When  they  undergo  calcifi- 
cation they  may  be  detected  in  routine  chest 
films.  Although  they  may  result  from  causes 
other  than  asbestosis,  their  association  with 
asbestosis  occurs  so  consistently  that  the  diag- 
nosis of  asbestosis  must  be  considered  in  every 
case  until  excluded  by  thorough  examination 
of  pulmonary  tissue. 

Although  it  is  commonly  assumed  that  the 
major  lesions  in  asbestosis  are  in  the  lower 
parts  of  the  lung,  no  part  of  the  lung  is  im- 
mune.-® The  fibers  teiul  to  migrate  toward  the 
cortical  and  subpleural  jrortions  of  the  lungs, 
including  the  apices  as  well  as  bases.  liecause 
of  their  smaller  size,  chrysotile  fibers  are  j)ro- 
bably  more  dangerous  than  other  types  of 
asbestos  fiber.  Asbestos  fibers,  being  needles, 
tend  to  be  caught  in  the  alveoli  derived  direct 
ly  from  respiratory  bronchioles,®*  where  the\ 
excite  progressive  fibrosis  radiating  into  the 
surrounding  parenchyma  in  more  or  less 
linear  fashion  in  contrast  to  the  nodular 
lesions  of  silicosis.  1 he  lesions  are  easily  rec- 
ognized by  the  presence  of  myriads  of  golden 
brown  granules  which  take  a deep  blue  stain 
for  iron,  .\sbestos  bodies  may  be  embedtied  in 
the  scar  tissue  or  lie  free  in  the  contracted 
alveolar  ducts  in  loose  clusters.  Heavy  inhala- 
tion of  asbestos  dust  is  a cause  of  widespread 
conglomerate  pulmonary  fibrosis  so  that  the 
patient  suffers  from  progressive  respiratory  in- 
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sufficiency  which  may  be  aggravated  by  exten- 
sive pleural  fibrosis.  Death  results  from  ventil- 
atory insufficiency,  secondary  suppurative  dis- 
ease and  pneumonia,  or  chronic  cor  pul- 
monale. Extensive  pulmonary  fibrosis  caused 
by  asbestos  has  become  a rarity  because  of 
greatly  improved  methods  of  dust  control  in 
the  asbestos  industries. 

What  concerns  us  now  and  increasingly  in  the 
future  is  the  time  bomb  of  asbestos-induced 
malignancy.  This  problem  arises  in  cases  of 
lesser  degrees  of  exposure  which  permit  longer 
survival.  An  average  period  of  about  20  years 
may  elapse  between  initial  exposure  and  the 
appearance  of  lung  cancer. 

Less  intense  grades  of  asbestosis  and  minor  or 
even  trivial  ones  are  more  likely  to  be  associ- 
ated with  localization  of  lesions  in  subpleural 
sites  and  therefore  with  pleural  plaques  and 
malignant  mesothelioma  rather  than  involve- 
ment of  the  lung  parenchyma  by  fibrosis  or 
carcinoma-®.  According  to  Selikoff  the  dura- 
tion between  asbestos  exposure  and  meso- 
thelioma averages  38  years^®. 

Carcinomata  of  the  lung  in  asbestosis  are  of 
various  types.  In  a series  of  eleven  cases  col- 
lected by  Cordova  et  al.^~  there  were  five  cases 
of  adenocarcinoma  and  terminal  bronchiolar 
cell  carcinoma,  three  of  squamous  cell  carci- 
noma, one  case  of  small  cell  carcinoma  and 
two  of  undifferentiated  carcinoma.  In  two  of 
their  cases  (and  in  several  reported  in  the 
literature)  the  carcinoma  in  asbestosis  was 
multifocal  in  origin.  In  my  own  experience 
the  cancers  have  in  general  been  highly  ana- 
plastic primitive  carcinomata  of  epidermoid 
or  alveolar  cell  origin  arising  peripherally  in 
areas  of  asbestotic  scarring. 

One  might  perhaps  consider  the  pleural 
jjlaques  as  a kind  of  benign  tumor  of  meso- 
(helial  cells.  The  dense  cartilage-like  character 
of  the  plaques  may  conceivably  represent  the 
slow  deposition  of  hyaluronic  acid  secreted  by 
me.sothelial  cells  upon  and  between  collagen 
fibers,  although  this  remains  to  be  determined. 
The  striking  correlation  between  mesothe- 
lioma and  asbestosis  was  brought  to  the  atten- 


tion of  physicians  and  public  health  authori- 
ties by  Selikoff,  Churg,  and  their  associates^® 
in  this  country  and  by  Wagner^®,  Webster-", 
and  others  in  Great  Britain  and  South  Africa. 

The  histopathologic  features  of  asbestos-asso- 
ciated mesothelioma,  as  described  by  Churg, 
Rosen,  and  myself,®"  are  fairly  characteristic. 
Diagnosis  is  doubtful  only  in  the  exceptional 
case  in  which  a particular  cell  type  dominates 
the  field  and  suggests  alternative  possibilities 
such  as  metastatic  carcinoma,  fibrosarcoma,  or 
nonspecific  reactive  mesothelial  hyperplasia. 
More  commonly,  the  malignant  mesothelial 
cell  reproduces  in  caricature  some  of  the  bio- 
logic features  of  the  benign  mesothelial  cell 
including  the  secretion  of  hyaluronic  acid  and 
the  formation  of  myriads  of  minute  celomic 
cavities.  Intractable  pleural  effusion  is  a char- 
acteristic feature  of  many  cases.  The  fluid  is 
not  unlike  synovial  fluid  because  of  its  high 
content  of  mucin-like  hyaluronic  acid.  Autopsy 
reveals  massive  encasement  of  such  fluid  in  a 
thick  shell  of  mesothelioma  covering  the  en- 
tire parietal  and  visceral  pleura  of  one  lung. 
Mesothelioma  arising  in  the  peritoneum  pro- 
duces similar  massive  encasement  of  abdominal 
organs  and  omentum. 

The  most  common  histologic  pattern  is  “bi- 
phasic”,  in  which  epithelium  and  stroma  pro- 
liferate side  by  side.  Variants  of  this  occur 
when  the  tubules  are  few  and  are  embedded 
in  solid  sheets  of  cells  resembling  fibrosarcoma. 
Among  purely  epithelial  patterns  are  papil- 
lary and  tubulopapillary  forms  which  are 
reminiscent  of  ovarian  carcinomata.  The 
stroma,  especially  in  the  biphasic  types,  may 
contain  large  quantities  of  intercellular  ma- 
terial and  may  present  as  massive  hyaliniza- 
tion,  much  like  the  dense  hyalin  of  the  benign 
pleural  plaques.  The  ground  substance  in 
these  areas  is  rich  in  mucopolysaccharide 
which  stains  strongly  with  colloidal  iron  and 
metachromatically  with  toluidine  blue  or 
thionin.  These  staining  reactions  are  abolished 
or  much  reduced  by  previous  digestion  with 
hyaluronidase. 

Gastrointestinal  cancer  occurs  in  three-fold 
the  expected  incidence  in  patients  with  as- 
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bestosis^i.  Other  tumors  reported  in  cases  of 
asbestosis  include  carcinomas  of  the  ovary, 
adrenal,  and  kidney,®-  and  lymphoprolifera- 
tive  malignancies  such  as  lymphatic  leukemia, 
lymphosarcoma,  and  myeloma®®.  There  is  su- 
spicion also  that  asbestosis  is  associated  also 
with  increased  incidence  of  cancers  of  the 
oropharynx  and  pancreas®^.  My  own  series 
includes  also  one  case  each  of  leiomyoma  of 
the  duodenum,  multiple  leiomyomata  of  the 
small  intestine,  lipoma  of  the  bronchus,  bi- 
lateral pheochromocytoma  of  the  adrenal,  and 
adenoid  mucoid  carcinoma  of  the  esophagus. 
In  addition  there  were  two  cases  of  multiple 
myeloma,  two  of  myeloproliferative  disease, 
and  a case  of  Waldenstrom’s  disease.  These 
unusual  evolutionary  patterns  of  malignancy 
in  cases  of  asbestosis  may  warrant  special  study 
for  whatever  light  it  may  shed  on  problems  of 
carcinogenesis  in  general. 

There  is  much  indirect  evidence  that  the  as- 
bestos needle  in  itself  does  not  possess  the 

TUMORS  ASSOCIATED  WITH  ASBESTOSIS 
(Total  Cases  of  Asbestosis  49;  Cases  with  Tumor  33) 

10  Carcinoma  of  Lung 

12  Mesothelioma 
Pleural  (7) 

Peritoneal  (5) 

5 Digestive  System 

Carcinoma  of  rectum  (1) 

Adenoid  mucoid  epithelioma  of  esophagus  (1) 
Leiomyoma  of  duodenum  (1) 

Multiple  leiomyomata  of  small  intestine  (1) 
Hepatoma  (1) 

5 Hematopoietic  System 
Multiple  myeloma  (1) 

Plasma  cell  leukemia  (-f  carcinoma  of  lung)  (1) 
Myeloproliferative  disorder 

a.  with  lymphosarcoma  (metastasis  to  brain  and 
adrenal)  (1) 

b.  with  polycythemia  vera  and  splenoma  (1) 
Waldenstrom’s  disease  with  dysproteinemia  (1) 

1 Retroperitoneal  Embryonal  Mixed  Tumor 
33 


property  of  inducing  malignancy.  The  .small 
size  of  the  particle  rules  out  the  carcinogenic 
effect  of  simple  contact  with  cells  as  in  the 
case  of  embedded  plastics.  What  may  be  the 
more  plausible  explanation  is  the  remarkable 
adsorbing  activity  of  the  asbestos  fiber.  Chem- 
ical studies  of  asbestos  indicate  that  fibers 
of  different  types  are  capable  of  adsorbing 
gases,  liquids  and  proteins  in  concentrated 
form®®’  ®®’  ®^’  ®®. 

It  was  once  thought  that  benzpyrene  was  ad- 
sorbed naturally  to  asbestos  fibers.  Later  it 
was  shown  that,  at  the  site  of  mining,  benz- 
pyrene was  lacking  in  the  fibers.  Instead  oil 
from  jute  bags  used  in  shipping  contained 
benzpyrene  which  in  turn  was  adsorbed  in 
considerable  amounts  to  contained  asbestos 
fibers.  Among  the  varieties  of  asbestos  chryso- 
tile  has  been  found  to  have  the  greatest  adsorb- 
ing activity  for  benzpyrene®^.  Other  potential 
carcinogens  adsorbed  to  asbestos  fibers  include 
several  metal  complexes,  especially  those  con- 
taining iron.  Iron  dextran  is  highly  carcin- 
ogenic in  animals  (Harington  &:  Roe®®)  and 
hematite  miners  suffer  from  a relatively  high 
incidence  of  lung  cancer.  Other  potential  car- 
cinogens include  nickel  and  chromium. 

At  one  time  asbestos  was  under  consideration 
as  a cigarette  filter  but  this  possibility  was  dis- 
carded when  it  was  found  to  adsorb  even  the 
flavor  of  tobacco  smoke.  One  might  visualize 
innumerable  small  deposits  of  asbestos  fibers 
in  the  finer  air  passages  behaving  as  similar 
filters  and  concentrating  large  quantities  of 
inhaled  carcinogens  from  the  environment. 
In  this  connection  Selikoff,  Hammond  and 
others  have  shown  a high  correlation  between 
the  carcinogenicity  of  asbestos  and  the  smok- 
ing habits  of  the  patient®®. 

An  extensive  bibliography  of  39  references  appears  in 
Dr.  Moolten’s  reprints. 
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Youth  did  not  invent  problems  of  war,  poverty,  and 
racial  discrimination.  We  did.  We  also  invented  the 
drugs  and  the  pill. 


The  Identity  Crisis  Of 
The  Advantaged  Child* 


Morris  Parmet,  M.D. /Princeton 

As  physicians,  we  have  always  been  aware  of 
the  crucial  and  transitional  nature  of  adoles- 
cence both  in  its  physical  and  emotional  mani- 
festations. We  have  not  always  thought  of 
adolescence  as  a necessarily  turbulent  and 
rebellious  period  of  life,  though  explosive 
physiologic  changes  have  clearly  been  seen  to 
have  their  parallel  in  rapid  fluctuations  of 
mood,  energies,  and  controls.  Yet  this  genera- 
tion of  adolescents  demonstrates  a depth  of 
emotional  crisis  and  reaction  which  differs 
significantly  from  that  of  previous  generations. 
This  is  occurring  at  a time  in  the  United  States 
(and  in  many  other  parts  of  the  world)  when 
material  advantages  or  affluence  surround  a 
great  many  of  us.  Affluence  seems  to  per- 
petuate the  dependent  state  in  our  young, 
postponing  the  necessity  for  assuming  adult 
roles.  We  now'  have  not  only  a great  many 
adolescents,  but  w'e  have  them  for  a long  time. 
I'he  biologic  transition  is  completed  long  be- 
fore the  psychological. 

Other  aspects  of  the  affluent  society  in  which 
W'e  live  may  have  serious  implications  for  the 
development  of  adolescent  personality.  \Vit- 
ness  these  contradictions: 

are  a society  w'hose  media  continually  pro- 
vide sexual  stimulation;  yet  there  are  numer- 
ous prohibitions  against  overt  sexual  behavior. 
AVe  train  our  children  to  be  obedient  and 
abstinent  for  lengthy  periods  of  time.  Then 
we  expect  them  suddenly  to  have  sufficient 
aggressiveness  to  “get  ahead”  in  a competitive 
world. 


* Read  before  the  Section  on  Psycliialry  and  Neu- 
rology, Annual  Meeting  of  The  Medical  Society  of 
New  Jersey.  Atlantic  City,  .May  19,  1969. 


AVe  emphasize  competence  as  an  avenue  to 
status.  But  we  keep  our  young  from  work  ex- 
perience and  out  of  the  labor  market,  which 
serves  to  lengthen  extraordinarily  the  gap 
between  physical  maturity  and  economic  and 
social  effectiveness. 

AVT  are  also  increasingly  an  urban  society  in 
a constant  process  of  social  change  and  up- 
heaval, w'ith  a similar  rapid  change  of  pace 
expected  in  social  behavior  and  emotional 
adaptability. 

Our  society  also  allow's  numerous  choices  in 
life  style  and  vocation,  many  models  from 
which  to  choose,  many  options  and  many 
acceptable  goals  and  these  are  increasingly 
open-ended.  Small  w'onder,  then,  that  father’s 
model  of  life  is  not  inevitably  the  child’s. 

And,  finally,  we  add  a crucial  new  factor  to 
the  vast  speed-up  of  social  change  w'hich  is 
that  our  communication  processes  make  tech- 
nologic advances  more  real  and  urgent  in  our 
daily  lives. 

What,  then,  are  the  implications  of  these 
societal  changes  for  affluent  and  advantaged 
youth? 

Personal  identity  is  often  largely  based  on 
occupational  choice.  Before  this  choice  is 
made  in  final  form,  one  is  often  forced  to 
improvise  an  identity  or  to  assume  a variety 
of  changing  identities.  This  may  in  part  ac- 
count for  what  is  apparently  a significant 
trend,  a delayed  entry  into  the  institutions  of 
society,  vocational,  social,  even  interpersonal, 
as  evidenced  by  dropping  out  of  school,  taking 
menial  jobs,  and  delaying  legalized  marriage. 
AA’hat  is  particularly  distressing  to  many  is  the 
style  which  this  fluctuating  identity  assumes  — 
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the  beards,  the  beads  and  the  belligerence  — 
and  what  makes  this  style  even  more  conspicu- 
ously dissident  is  the  style  of  the  parents. 

.\ffluenl  parents  in  1969  are,  on  the  whole, 
those  who  survived  World  War  II  and  the 
Great  Depression.  These  are  people  who 
moved  to  the  suburbs  to  live  in  a child- 
centered,  family-oriented,  “safe  and  sane”  com- 
munity. These  families,  having  acquired  eco- 
nomic power  with  some  effort,  have  become 
cautious,  accjuisitive,  and  overprotective.  They 
were  parents  who  often  had  excessive  profes- 
sional or  business  preoccupations,  but  who 
failed  to  impart  to  their  own  children  the 
concept  of  socially  useful  work  and  who  often 
made  up  for  emotional  unavailability  with 
material  overindulgence. 

Material  overindulgence  and  a reluctance  to 
permit  the  child  to  experience  frustration,  ot- 
to delay  immediate  gratification,  have  found 
expression  in  numerous  child-rearing  prac- 
tices such  as  demand  feeding,  delayed  toilet 
training  and  uninhibited  forms  of  “creative 
e.xpression,”  all  focused  on  anticipation  of 
the  child’s  needs,  as  though  keeping  a child 
always  happy  was  the  way  to  promote  giowth. 
But  we  seem  to  have  forgotten  that  growth  is 
often  a product  of  frustration  and  Itard  work, 
and  as  Freud  himself  described  the  Reality 
Principle:  the  postponement  of  immediate 
gratification  for  future  rewards. 

Inability  to  delay  immediate  gratification  in 
adolescence  leads  to  a perpetuation  of  infan- 
tile patterns  akin  to  temper  tantrums.  The 
ambivalent  message  to  youth  in  our  culture 
is:  “Begin  to  achieve,  but  wait  to  perform.” 
This  frequently  leads  to  a resurgence  of  anger 
and  often  rebellion.  Ironically  for  children 
growing  up  in  a materially  overstimulating 
environment,  status,  affluence,  even  oppor- 
tunity, often  appear  to  be  burdensome  and 
limiting,  especially  in  ego-building  reality 
experiences. 

■\gainst  this  parental  backdrop,  espousal  of 
a philosophy  of  nonviolence,  brotherhood  and 
love,  with  emphasis  on  spiritual  as  opposed  to 
material  values,  with  disregard  for  conven- 
tions of  dress  and  deportment,  is  often  per- 


ceived by  parents  as  a brutal  affront  and 
mockery  of  their  own  achievements.  At  the 
extreme  of  the  spectrum  is  the  hippie  who 
refuses  to  work  for  a living,  though  he  may 
work  at  artistic  levels  for  pleasure  alone,  and 
who  openly  denies  the  relationship  between 
men  and  commodities. 

I'he  unique  nature  of  adolescence  in  its  seardt 
for  identity  lends  itself  naturally  to  a concern 
with  large  philosophical  and  abstract  questions 
such  as  the  meaning  of  God,  the  values  of 
society,  the  purpose  of  life  and  the  validity  of 
our  economic  system.  Bombarded  by  sexual 
and  aggressive  drives,  the  emerging  ego  is  also 
struggling  with  the  need  to  develop  a capacity 
for  thoughtfid  rather  than  impulsive  action. 
^’et  there  is  also  a need  to  develop  distance  and 
withdrawal  from  parents  and  often  parent 
surrogates,  such  as  teachers.  An  attempt  to 
develop  adeciuate  controls,  in  the  framework 
of  establishing  their  own  autonomy,  often 
involves  a need  for  solidarity  with  their  own 
peer  group  to  give  support  and  substance  to 
their  strivings. 

This  estrangement  from  the  values  of  one's 
family  and  society  has  been  labeled  “aliena- 
tion.” It  is  a common  occurrence  in  affluent 
youth,  yet  it  can  flourish  only  under  particular 
circumstances.  One  can  really  pursue  the  eter- 
nal values  of  truth,  beauty,  love  and  meaning 
only  when  one’s  material  needs  have  been 
satisfied. 

Let  us  define  the  “Identity  Crisis”  of  affluent 
youth,  therefore,  in  the  context  of  experi- 
menting with  a provisional  or  transient  iden- 
tity, a delayed  entry,  or  even  an  escape  from 
the  structures  and  functions  of  adult  life,  what 
Erik  H.  Erikson,^  has  called  a “psycho-social 
moratorium,”  which  has  the  goal  of  solving 
certain  problems  of  growth. 

"Uffiat  we  see  in  the  forms  of  beats,  hippies, 
drug  users,  unmarried  marrieds,  even  tem- 
porary homosexuals  may  be  youngsters  wIkj 
are  experiencing  a transient  or  even  rcgre.ssive 
withdraw^al  from  social  expectations  and  re- 
sponsibilities. The  costumes  and  the  rites  are 

'Identity,  Youth  and  Crisis,  Erik  H.  F.rikson.  New 
■S'ork.  1968,  Norton. 
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primarily  a badge  of  identification,  a token  of 
group  solidarity,  a way  of  differentiating  this 
subculture  from  larger  society,  often  chosen 
for  their  sharp  offensive,  antagonistic  qualities. 
What  better  badge  of  uniqueness  than  dirt  in 
a society  which  spends  millions  of  dollars 
annually  advertising  soap  and  deodorants?  Yet 
beneath  the  uniform  of  nonconformity  are 
often  found  true  seekers  of  the  truth,  with 
high  demands  of  themselves  and  of  life.  Often 
they  are  perfectionistic  and  even  obsessional 
about  the  search  for  moral  and  ethical  values, 
and  may  indeed  suffer  reactive  or  situational 
depressions  when  the  search  is  unsuccessful. 

Clinical  symptoms  often  include  an  attitude 
which  is  bored,  restless,  apathetic  or  confused. 
“What’s  the  use?”  is  characteristic  of  the  pas- 
sive, unhappy,  and  impotent  youth. 

On  the  other  hand  (and  more  disturbing), 
their  behavior  may  take  the  form  of  rebellion, 
violence,  drug  taking,  promiscuity,  and  other 
“acting  out”  in  the  form  of  cheating,  lying,  and 
stealing.  Then  again,  passive  withdrawal  may 
at  times  lead  to  .severe  depression,  with  block- 
ing in  the  ability  to  perform,  most  usually  in 
the  area  of  school  achievement,  and  sometimes 
an  actual  retreat  to  bed  and  room.  In  this 
context  drugs  are  commonly  seen  as  a way  of 
obtaining  a rapid,  magical  cure. 

This  passive,  aggressive  quality  of  alienated 
youth  may  give  us  a clue  as  to  the  nature  of 
the  problems  they  are  trying  to  resolve.  These 
involve  feelings  of  being  unloved  and  un- 
trusted; and  feelings  of  anger  at  parents  or  at 
society  which  they  perceive  as  restrictive,  dis- 
honest, punitive  or  intimidating.  These  feel- 
ings may  result  from  the  conflicting  messages 
of  our  society  as  transmitted  by  parents.  Al- 
though parents  themselves  may  often  be  un- 
aware of  the  contradi(  tions  in  their  own  expec- 
tations. the  message  may  read  as  follows: 
“Youth  is  the  time  for  fun.  Have  a good  time. 
Be  popular.  We  only  want  the  best  for  you! 
But  be  sure  to  get  good  grades,  for  that  is  the 
road  to  success!” 

Much  of  the  crisis  of  growth  (or  “identity 
crisis”  if  you  will)  center  about  a difficulty 
with  competitive  endeavors  and  with  problems 
in  the  expression  of  anger  and  aggression.  This 


is  a central  problem  for  our  whole  society,  and 
the  line  of  demarcation  between  competition, 
aggression,  and  violence  is  not  clearly  under- 
stood even  by  adults.  Rebellion  against  com- 
petitiveness, institutional,  political  and  mili- 
tary aggression,  as  well  as  against  our  tech- 
nologic and  materialistic  society  may  there- 
fore really  be  an  attempt  to  free  youth  from 
those  problems  which  limit  their  own  per- 
sonality development.  Hence  the  symptom  of 
passivity  or  “underachievement”  must  be  seen 
as  an  act  of  hostility  most  often  directed  at 
parents.  To  this,  the  response  of  parents  is 
ambivalent.  They  are  both  envious  and  angry. 
They  cannot  understand  why  their  children 
turn  to  drugs,  revolution,  and  even  to  syn- 
thetic solutions,  why  they  do  not  find  mean- 
ing and  pleasure  in  school,  jobs,  church,  or 
even  leisure-time  activities. 

Our  task  as  parents  and  physicians,  however, 
is  not  to  be  angry  and  affronted,  but  to  re- 
spect the  identity  crises  as  valid  (albeit  often 
unsuccessful)  attempts  in  their  growing  up  to 
deal  with  the  contradictions  and  hypocrisies 
which  confront  them.  War,  affluence  in  the 
midst  of  evident  poverty,  educational  systems 
of  conformity,  and  all  the  other  outcroppings 
of  an  irrational  social  structure  such  as  a high 
divorce  rate,  mental  illness,  overt  and  covert 
crime,  are  real  problems  for  our  whole  society. 
They  were  not  invented  by  our  youth. 

Adolescents  reject  parental  values,  not  only 
because  of  their  natural  need  for  growth  and 
differentiation  at  this  period,  not  only  to 
attempt  to  resolve  personality  problems,  but 
also  because  parental  values  do  reflect  the  sins 
of  the  larger  culture.  The  gap  between  prom- 
ise and  performance  in  our  world  is  painfully 
apparent  and  dissent  and  disillusionment  are 
not  necessarily  pathological. 

To  understand  why  this  process  of  growth 
takes  the  forms  it  does,  may  tell  us  more  about 
the  stage  on  which  adolescent  struggles  and 
change  are  being  acted  out,  than  about  the 
crucial  individual  conflicts  and  motivations 
for  the  behavior.  Youngsters  of  intelligence 
and  good  ego  strength  can  sometimes  avoid 
facing  their  internal  problems  by  using  alter- 
natives such  as  community  involvements. 
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Peace  Corps  and  the  like. 

It  is  the  adult  world  which  makes  drugs, 
alcohol,  and  contraception  available.  It  is  also 
the  attitudes  and  values  of  peers  and  adults, 
enhanced  through  the  mass  media,  which 
make  the  defiant,  the  forbidden,  the  abnormal 
such  a pressure  and  fascination.  Let  us  not 
focus  only  on  the  style  of  the  problem.  The 
long  hair,  the  obscenities,  the  dress,  and  the 
drugs  may  obscure  the  content. 

The  central  problem  which  is  our  legitimate 
concern  seems  to  lie  in  the  area  of  the  fear  of 
growing  up,  in  a reluctance  to  loosen  object 
ties  to  infantile  or  regressive  patterns.  Russell 
Baker  of  the  New  York  Times  has  coined  a 
neat  phrase  for  this.  He  calls  it  “Imprisoned 
in  Kidhood.” 

It  is  a kind  of  naivete  to  feel  shocked  when  we 
have  given  them  everything  that  money  can 
buy,  and  they  say  ungratefully  that  it  is  the 
wrong  thing.  Affluence  which  frees  a child  of 
responsibility  for  survival  and  security  does 
often  deprive  him  of  real  life  experiences  re- 
lated to  the  need  to  achieve,  to  become  com- 
petent, and  to  learn  to  cope.  It  does  deprive 
him  of  challenge  and  of  identification  with 
the  normally  aggressive  parent.  It  is  there- 
fore a roadblock  in  the  creation  of  an  adult 
identity.  Affluence  frees  the  child  to  explore 
his  social,  emotional,  and  intellectual  life  for 
a far  longer  period  than  was  available  to  his 
parents.  It  also  gives  him  a longer  period  of 
time  to  discover  the  growing  problems  of  our 
social  institutions. 

The  pathology  lies  less  in  rebellion,  then,  than 
in  denying,  shirking,  or  by-passing  adolescent 
stress  and  turmoil  in  the  service  of  freeing 
oneself  from  dependent  and  inappropriate  at- 
titudes and  relationships.  This  can  only  result 
in  a pseudo-adulthood,  leaving  problems  to  be 
solved  at  a later  time  of  life. 

I do  not  suggest  that  we  adults  will  lighten  all 
the  developmental  tasks  of  adolescence  by 
bettering  some  of  the  w'orld’s  ills,  nor  do  I sug- 
gest that  we  accept  as  valid  (or  as  final)  youth’s 
solutions.  Their  restlessness  and  the  necessity 
for  postponing  real  contributions  to  society 
will  surely  lead  to  exaggerations  and  excesses 
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of  thought  and  action. 

But  is  it  not  possible  that  we  may  learn  s(jnu 
thing  about  the  nature  of  our  world  as  we  see 
if  reflected  in  the  tortuous  complications  it 
adds  to  the  process  of  growth?  Should  we  not 
be  more  aware  of  the  quality  of  the  environ- 
ment as  it  places  undue  stress  on  our  psycho- 
biological  systems? 

If  we  adults  can  wrestle  more  honestly  with 
these  problems,  we  may  make  adult  life  seem 
a more  desirable  stage  to  attain.  Our  children 
may  never  take  on  the  values  of  the  establish- 
ment as  we  know  them  today.  This  is  not  to  be 
construed  as  a failure  in  appropriate  matura- 
tion. It  may  turn  out  that  they  will  make  a 
more  profound  and  healthier  adaptation  to 
the  realities  of  twentieth  century  life. 

At  least  two  commentators  have  even  seen 
value  in  this  period  of  protracted  adolescence. 
Holmes-  has  suggested  we  may  be  able  to  keep 
alive  for  a longer  period  iliose  imaginative, 
creative,  and  inventive  faculties  so  much  a 
part  of  adolescence  and  so  often  lost  in  later 
life  except  by  a very  few  gifted  artists.  He 
suggests  that  we  should  not  confuse  normality 
with  morality  or  abstinence  with  saintliness. 

Soskin^  sees  this  searching  process  of  youth  as 
a striving  for  some  optimum  mode  of  inter- 
action between  self  and  society.  He  adds  that 
we  may  then  learn  to  make  fewer  tin  reason- 
able demands  on  our  environment,  on  the  one 
hand,  and,  on  the  other,  to  modify  or  elimi- 
nate those  institutions  that  do  violence  to 
man’s  internal  harmony. 

From  the  summit  of  our  own  maturity,  we 
may  prefer  to  see  more  appropriate  solutions 
to  the  individual  and  social  crisis  of  growth, 
change,  and  differentiation  than  the  some- 
times bizarre,  raucous,  or  violent  ones  of  to- 
day. But  each  generation  spawns  its  own  style 
of  rebellion,  and  it  behooves  us  to  pay  atten- 
tion to  the  anti-materialistic,  anti-intellec- 
tual, anti-establishment  style  and  content  of 
youth  and  its  crisis  of  identity  in  1969. 

’“The  Young  Patient  and  the  Solid  Citizen  Psy- 
chiatrist,” Donald  J.  Holmes,  Seminars  in  Psychiatry, 
1:1  (February  1969) 

’William  F,  Soskin,  editorial  in  American  Journal 
of  Orthopsychiatry,  39:3  (.April  1969) 
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Does  each  generation  of  military  surgeons  have  to 
learn  over  again  the  principles  of  wide  excision^  de- 
layed closure,  and  copious  irrigation? 


Principles  Of  Wound 
Debridement: 

Recent  experience  with  civilian  war  casualties 


Thomas  P.  Comer,  M.D. /Montclair 

The  principles  of  wound  debridement  are  the 
product  of  war.  Progress  in  surgery  has  been 
intimately  associated  wdth  war  and  the  con- 
flict in  Viet  Nam  will  be  no  exception.  The 
author  has  recently  served  as  volunteer  sur- 
geon at  the  Da  Nang  Civil  Hospital  in  Viet 
Nam  where  he  was  personally  involved  in  the 
management  of  over  a thousand  war  injuries. 

Debridement  literally  refers  to  the  unbridling 
of  a horse. f The  famous  war  surgeon,  Pare, 
introduced  the  term  into  the  literature.  De- 
bridement was  practiced  successfully  and  the 
term  given  its  anglicized  meaning  by  Depage^ 
of  Belgium  during  World  War  I.  Presently 
the  accepted  definition^  is  the  removal  of  all 
foreign  matter  and  devitalized  tissue  in  or 
about  a lesion. 

The  experience  of  the  First  AVorld  War^  was 
soon  forgotten  and  had  to  be  relearned  in  the 
1940’s.  Surgeons  in  the  Korean  conflict  were 
of  a new  generation  and  this  was  demon- 
strated by  the  increased  morbidity  and 
mortality  rates  coincident  with  the  arrival  of 
eacn  new  group  of  military  medical  officers.^ 
Unfortunately,  from  our  personal  experience 
in  Da  Nang  and  in  visiting  many  sites  in  Viet 
Nam,  the  lessons  of  centuries  had  to  be  re- 
learned again. 

+ Lexicographers  are  not  in  agreement  on  this. 
Actually  debris  is  of  French  origin,  and  comes  from 
the  same  root  as  the  word  bruise,  the  literal  meaning 
being  "to  break  down”  which  corresponds  pretty  well 
with  the  concept  of  removing  foreign  matter,  since 
debris  is  thought  of  as  broken-down  matter.  Bridle,  on 
the  other  hand,  is  cognate  with  the  word  braid.  It 
seems  likely  that  the  bride  in  “debridement”  has 
nothing  to  do  with  the  bride  in  "bridle.”— F.d. 


Triage 

Triage  is  essential  in  a mass  casually  situation. 
With  the  use  of  axillary  block  for  upper  ex- 
tremity wounds  and  spinal  anesthesia  for  low- 
er extremity  wounds,  our  main  triage  divi- 
sion w'as  into  groups  that  (a)  could  be  man- 
aged in  the  emergency  room  and  (b)  those 
requiring  the  operating  room  with  the  use  of 
general  anesthesia.  ^Vith  small  kits,  we  were 
able  to  administer  axillary  blocks  and  spinal 
anesthetics  in  the  emergency  room  and  ac- 
complish satisfactory  debridements  of  the  ex- 
tremities leaving  the  operating  room  free  for 
the  more  serious  cases.  Blood  was  generally 
not  available.  Ringer’s  Lactate  solution,  as 
shown  by  the  work  of  Shires^  proved  to  be 
good  replacement  fluid.  Hypovolemic  shock 
was  common.  Renal  shutdown  was  not  a prob- 
lem though  we  have  no  good  explanation  for 
this. 

Debridement 

The  prime  principles  of  debridement  are  wide 
local  excision,  copious  irrigation,  and  im- 
mobilization. As  new  physicians  arrived,  their 
first  attempts  at  debridement  were  usually  un- 
satisfactory because  of  insufficient  removal  of 
tissue.  Skin  tolerates  trauma  well  and  only  a 
few'  millimeters  need  be  sacrificed  about  the 
edge  of  the  defect.  The  importance  of  this 
minimal  excision  becomes  evident  when  de- 
layed closure  is  performed.  Fat  may  be  re- 
moved with  impunity;  and  as  a rule  of  thumb, 
it  is  almost  impossible  to  remove  too  much. 
Fascia  should  be  wddely  incised.  The  next 
layer  encountered  is  that  of  muscle  and  it  is 
in  this  area  that  the  vast  majority  of  errors 
are  made.  There  is  no  substitute  for  experi- 
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ence  in  judging  the  amount  of  muscle  lo  he 
removed.  Criteria  are  available  which  proved 
helpful  to  us.  Scully,  Artz,  and  Sako®  found 
the  best  clinical  index  of  viability  to  be  the 
consistency  of  the  muscle.  Nonviable  muscle 
rapidly  becomes  “mushy.”  Significant  also  is 
the  ability  of  the  muscle  to  contract  and  bleed 
when  cut  across.  Vigorous  contraction  and 
bleeding  means  viable  muscle.  Color  provetl 
to  be  the  least  reliable  index.  Generally,  the 
errors  made  were  too  much  removal  of  skin 
and  too  little  muscle. 

High  velocity  wounds  can  be  deceiving,  ^\’c 
have  found  the  size  of  the  wound  of  exit  as 
a useful  guide  to  the  velocity  of  the  missle. 

Bone  with  periosteal  attachment  should  be 
preserved.  Although  it  has  been  recommended 
that  free  fragments  of  bone  be  replaced,®  we 
found  that  free  fragments  in  the  wound  gen- 
erally became  the  nidus  of  infection  and  had 
to  be  removed  at  a second  operation.  Tendons 
and  nerves  should  not  be  sacrificed.  Debride- 
ment of  joints  should  be  especially  thorough 
and  the  capsule  may  be  closed  without  drains. 
Saphenous  vein  grafts  proved  very  satisfactory 
for  repair  of  arterial  damage  which  could  not 
be  accomplished  by  end-to-end  approxima 
tion. 

Delayed  Primary  Closure 

Lowry  and  Curtis^  found  that  even  after  com- 
plete excision  was  performed,  50  per  cent  of 
war  wounds  which  were  closed  primarily  be- 
came infected.  It  would  appear  unnecessary 
to  state  that  all  war  wounds  closed  primarily 
w'ithout  debridement  meet  wdth  disaster.  Yet 
each  w^eek  we  would  see  several  casualties  in 
the  emergency  room  w'ho  had  had  primary 
closure  in  the  field.  We  feel  most  strongly  that 
traumatic  wounds  should  be  left  open  and 
closed  secondarily  in  five  to  seven  days.  Be- 
cause of  overwhelming  numbers  of  casualties 
during  the  heavy  fighting,  w'e  often  could  not 
close  the  wounds  in  five  to  seven  days  and  our 
experience  in  later  closure  is  in  complete 
agreement  with  Bick®  w'ho  aptly  observed. 


‘■'1  he  days  of  proudly  exhibiting  good  healthy 
granulation  tissue  have  become  as  archaic  as 
have  the  days  of  ‘laudable  pus’.”  In  civilian 
practice  with  facilities  and  time  available, 
one  may  be  tempted  to  try  debridement  along 
with  the  irrigation  with  several  antibiotics  in 
the  hope  of  achieving  successful  primary 
closure.  AVe  cannot  condemn  the  practice  too 
strongly  as  the  time  saved  if  successful  is 
minimal  and  the  po.ssible  consequences  if 
unsuccessful  may  be  disastrous.  It  may  serve 
the  surgeon’s  ego  well  but  the  possibility  of  a 
disastrous  infection  with  loss  of  an  cxfremit\ 
or  even  life  is  too  high  a price  to  pay. 

Summary  and  Conclusions 

The  war  in  Viet  Nam  has  shown  again  that 
the  experience  of  wound  debridement  is  not 
handed  down  from  one  generation  of  sur- 
geons to  the  next.  The  price  of  relearning 
these  principles  is  a high  one. 

We  have  stated  the  principles  ol  wide  local 
excision,  copious  irrigation,  immobilization, 
and  delayed  primary  closure  which  served  us 
well.  Failures  in  the  handling  of  trauma  were 
usually  secondary  to  a violation  of  one  of 
these  principles. 
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A knowledge  of  sexuality  is  not  simply  a knowledge  of 
reproduction,  information  about  eroticism,  or  an  un- 
derstanding of  genitalization.  It  is  much  more,  and  the 
physician  has  a prime  role  to  play  here. 

Role  Of  The  Physician 
In  Community  Sex 
Education  Programs* 


Mary  S.  Calderone,  M.D./New  York 

SIECUS,  the  Sex  Information  and  Education 
Council,  was  founded  in  1964  as  a voluntary 
health  organization,  supported  by  foundation 
grants  and  private  donations.  Its  goals  are; 
“To  establish  man’s  sexuality  as  a health 
entity;  to  identify  the  special  characteristics 
that  distinguish  it  from,  yet  relate  it  to,  hu- 
man reproduction;  to  dignify  it  by  openness 
of  approach,  study,  and  scientific  research  de- 
signed to  lead  toward  its  understanding  and 
its  freedom  from  exploitation;  to  give  leader- 
ship to  professionals  and  to  society,  to  the  end 
that  human  beings  may  be  aided  toward  re- 
sponsible use  of  the  sexual  faculty  and  to- 
ward assimilation  of  sex  into  their  individual 
life  patterns  as  a creative  and  re-creative 
force.’’ 

To  achieve  this  purpose,  all  elements  of  our 
society  must  give  careful  thinking  about  re- 
orienting themselves  to  sex  and  sexuality  and 
their  purposes  in  life.  The  acceptance  of 
SIECUS  and  the  heavy  demands  on  it  have 
been  such  that  it  has  found  itself  playing  a 
role  as  a social  force. 

Many  people  erroneously  believe  that  the 
schools  have  been  the  major  focus  of  SIECUS 
interest.  This  is  not  so,  for  in  a real  sense, 
this  focus  was  forced  on  SIECUS  by  heavy 

• Given  at  combined  annual  meeting  of  the  Bergen 
and  Passaic  County  Medical  Societies.  Saddle  Brook, 
March  11,  1969.  Dr.  Calderone  is  the  Executive  Direc- 
tor of  the  U.S.  Sex  Information  and  Education  Council. 
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demands  from  schools.  SIECUS  does  not  focus 
specifically  on  any  major  component  of  so- 
ciety, believing  rather  that  all  elements  should 
be  involved  in  reconsideration  of  this  central 
part  of  all  of  our  lives.  Requests  for  services 
of  all  kinds,  around  600  per  month,  come 
from  medical  schools,  medical  societies  and 
academies  of  general  practice,  religious  in- 
stitutions, universities,  and  teacher  training 
institutions,  PTA’s,  and  from  communities  as 
a whole.  The  SIECUS  Board  itself  represents 
varied  elements  from  which  come  expressions 
of  interest,  being  made  up  of  50  representa- 
tives from  the  medical,  religious,  educational, 
behavioral  science,  legal,  and  other  profes- 
sions. 

SIECUS  responds  to  most  community  requests 
by  assisting  a community  to  organize  its  own 
initial  and  continuing  program,  using  the  re- 
sources already  available  to  it.  A 1968  Con- 
ference on  Sex  Education,  Sexuality,  and  Men- 
tal Health  was  initiated  by  the  Mental  Health 
Association  of  Essex  County,  New  Jersey,  but 
was  cosponsored  by  45  other  organizations 
from  the  surrounding  area  including  six 
Boards  of  Education,  the  Board  of  Rabbis, 
the  Episcopal  Diocese,  a Department  of  the 
Roman  Catholic  Diocese,  four  Welfare  De- 
partments, the  County  Medical  Society,  and 
many  service,  educational,  and  religious  or- 
ganizations. Work  sessions  centered  around 
such  central  topics  as  sex  education  at  ele- 
mentary, high  school,  and  college  levels;  sex, 
love,  and  life  styles  of  the  mature  adult;  moral 


THE  JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


codes;  sexual  attitudes  and  behavior;  family 
life  and  sexuality;  and  so  on. 

What  does  such  an  in-depth  community  ac- 
tivity tell  us?  That,  in  recognition  of  our  own 
ignorances  and  failings  of  understanding 
about  sexuality  (and  out  of  concern  for  our 
children) , we  are  engaging  in  re-education  of 
ourselves  with  respect  to  it  — with  the  three 
major  groups  engaged  in  this  reeducation  be- 
ing physicians,  clergy,  and  educators.  We  must 
recognize  as  untenable  the  way  we  have  con- 
sistently equated  reproduction  and  sex.  Edu- 
cation about  reproduction  is  not  sex  educa- 
tion. 

A further  error  was  that  erotic  or  physical 
aspects  of  sex  represented  the  totality  of 
sexuality.  Another  error  was  that  sexual  mo- 
rality means  no  sexual  feelings  of  any  kind 
permissible  until  the  marriage  ceremony,  as 
if  it  were  desirable  or  even  possible  to  go 
through  childhood,  adolescence,  and  young 
adulthood  as  a neutral,  nonsexual  person. 
Understanding  is  needed  of  how  sexuality  de- 
velops in  the  individual  and  some  of  the 
forces  that  play  a role  in  its  evolution. 

A newborn  baby  is  sexually  undifferentiated, 
except  anatomically.  When  the  newborn 
emerges  from  the  womb,  we  assign  it  to  the 
male  or  female  sex  according  to  his  or  her 
genital  organs.  But  the  actual  process  of  turn- 
ing him  into  a total  man  or  a total  woman 
begins  at  that  moment,  and  will  depend  great- 
ly on  how  his  parents  and  the  other  adults  in 
his  life  deal  with  him.  The  sexualization  of 
the  child  begins  immediately  at  birth  to  be 
imprinted  on  him  by  expectations,  from  his 
mother  especially,  of  behavior  considered  ap- 
propriate by  her  and  later  by  the  father  and 
by  others,  to  the  state  of  maleness  or  female- 
ness. These  expectations  will  differ  according 
to  the  cultural  group  to  which  the  child  be- 
longs. 

The  baby  with  the  external  genitalia  of  a 
male  does  not  automatically  grow  up  to  have 
the  nature  and  feelings  of  a man  as  defined  by 
his  cultural  group.  He  has  to  be  made  that 
way.  We  know  that  this  is  so  because  of 


evidence  brought  to  us  by  cultural  anlh... 
pologists.  We  also  know  this  from  what  hap- 
pens if  a baby  is  born  with  external  genitalia 
that  although  anatomically  male,  may,  because 
of  certain  malformations  (bifid  scrotum 
and  small,  hypospadic  penis)  actually  mimic 
the  genitalia  of  a baby  girl.  If  the  physician 
is  careless  or  unaware  of  this  possibility,  he 
will  inform  the  parents  that  they  have  a girl 
instead  of  a boy.  Instantly  they  begin  to 
“build  in”  to  this  baby  their  own  attitudes 
and  expectations  based  on  their  knowledge 
that  she  is  a girl  and  will  behave  as  one,  and 
this  continues  until  early  puberty  when  they 
become  aware  that  “her”  voice  is  deepening, 
the  breasts  are  not  enlarging,  she  does  not 
menstruate,  and  that  what  the  physicians  had 
told  them  was  a perhaps  over-prominent  clit- 
oris has  begun  enlarging.  But  “she”  has  been 
brought  up  as  a girl,  thinks  as  a girl,  feels  as 
a girl,  identifies  as  a girl,  is  psychologically 
female.  The  same  thing  can  happen  to  a girl 
mistakenly  identified  at  birth  as  a boy. 

The  converse  of  heterosexuality  is  also  built 
into  the  growing  child  who,  at  birth,  has  been 
correctly  sex  assigned:  this  is  homosexuality, 
the  sexual  attraction  of  a person  by  and  to  a 
member  of  his  or  her  own  sex.  I am  not 
speaking  of  the  homosexual  feelings  or  even 
behaviors  that  most  of  us  experience  at  one 
time  or  another  in  our  childhood  and 
adolescence,  but  rather  the  fixed  homosexual 
orientation  that  has  been  built  in  by  the  w^ay 
a particular  child  has  reacted  to  the  relation- 
ships between  the  parents  and  between  them 
and  himself.  These  are  two  of  the  many  bits 
and  pieces  of  scientific  evidence  that  tell  us 
that  the  making  of  a man  or  a woman  should 
not  be  left  to  chance,  that  the  question  of 
gender  identity  is  not  merely  one  of  organs 
or  hormones  but  of  a long  psycho-dynamic 
continuum  that  we  can  call  sexualization. 
Heterosexuality,  like  homosexuality,  is  not 
born  but  made. 

Let  me  differentiate  between  three  areas  that 
relate  not  only  to  the  psychosexual  evolution 
of  the  individual  but  will  also  have  a great 
deal  to  do  with  our  understanding  of  what 
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planned  sex  education  might  consist  of:  re- 
productivity, genitality,  sexuality. 

Reproductivity  relates  to  the  capacity  of  the 
individual  to  impregnate  or  to  be  impreg- 
nated and  its  onset  is  signalized  by  menstrua- 
tion and  ejaculation.  The  process  of  reproduc- 
tive maturation  is  absolutely  automatic.  It  will 
happen  regardless,  but  our  great  error  is  to 
ec}uate  it  with  total  maturation.  This  is  one 
of  the  bases  for  the  confusion  of  behavior  ex- 
hibited by  many  adolescents.  A girl  is  not  a 
little  woman  when  she  first  menstruates,  nor 
does  ejaculation  mean  that  the  boy  has  be- 
come a man;  far  from  it. 

Genitality  is  the  localization  of  sex  sensation 
at  the  genital  level  eventually  culminating  in 
the  sharply  defined  experience  called  orgasm. 
Genital  maturation  or  genitalization  is  also 
automatic  in  the  male.  By  definition,  the 
ejaculation  that  appears  at  puberty  could  not 
take  place  without  orgasm.  Many  males  often 
begin  genital  response  long  before  puberty, 
however,  with  erection  in  infancy  and  early 
orgasm  in  masturbation. 

In  females,  genitalization  follows  a different 
and  non-automatic  pattern.  Fewer  females 
than  males  have  genital  sensation  in  youth, 
although  many  do  experience  orgasm  quite 
young  in  masturbation.  However,  the  largest 
group  experiences  first  orgasm  in  the  late 
teens  or  considerably  later.  This  bears  no  re- 
lation to  the  onset  of  reproductive  maturity, 
unlike  in  the  male.  Furthermore,  the  female’s 
genital  response  is  less  likely  to  be  physically 
oriented,  is  more  apt  to  be  a learned  rather 
than  a spontaneous  experience,  learned  in 
many  cases  only  after  a good  deal  of  sexual  ex- 
perience, and  occasionally  never. 

.Another  major  difference  arises  in  later  life. 
Once  established,  female  sexual  response 
tends  to  rise  and  remain  at  its  peak  intensity 
throughout  most  of  the  rest  of  her  life  cycle. 
The  male’s,  having  reached  its  peak  intensity 
in  the  late  teens  or  early  twenties,  tends  there- 
after gradually  to  diminish. 

Reproductivity  and  genitality  have  tended  to 
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be  regarded  as  the  whole  of  sex.  The  concept 
of  sexuality  as  the  totality  of  expression  of  the 
individual’s  entire  self  as  male  or  female  is, 
I believe,  the  essence  of  the  purpose  for  which 
SIECUS  was  established.  It  is  not  a concept 
new  to  science,  of  course,  but  unless  all  of  us 
can  keep  ourselves  firmly  and  constantly 
oriented  to  the  concept  of  sexuality  as  part  oj 
the  total  personality,  we  will  continue  to  bog 
down  as  so  many  have  done,  in  the  purely 
physical,  biological,  and  erotic. 

The  processes  of  reproductive  and  genital 
maturation  are  highly  complex  in  themselves 
and  cause  young  people  a great  deal  of  stress, 
particularly  when  no  one  has  been  wise  or 
generous  enough  to  provide  them  with  a 
sound  basis  for  understanding  their  nature. 
But  as  if  these  were  not  enough,  other 
maturation  processes  are  going  on  pell  mell 
during  the  same  critical  sex  years  of 
adolescence:  physiological  maturation  by 

which  the  body  grows  and  changes  at  a 
fantastically  rapid  and  uneven  rate;  intel- 
lectual maturation,  the  acquisition  of  knowl- 
edge and  ideas,  the  development  of  the  ability 
to  reason,  to  think  in  abstract  terms,  to  apph 
knowledge  in  concrete  terms;  emotional 
maturation,  development  of  the  capacity  to 
feel,  to  love,  to  relate,  to  sacrifice,  to  accept  re- 
sponsibility for  another’s  welfare;  spiritual 
maturation,  by  which  the  young  person  de- 
velops aspirations,  ideals,  responsibility,  a 
sense  of  purpose,  and  jilace  in  the  universe. 
Formal  education  can  partly  affect,  modify,  or 
compensate  for  deviations  in  most  of  these 
processes.  The  child’s  immediate  environment 
does  most  in  terms  of  attitudes  and  under- 
standing—or  lack  of  them.  Sexual  education 
of  the  child  and  young  person  is  going  on  con- 
tinuously from  birth.  Attitudes,  behaviors,  and 
relationships  of  the  men  and  women  in  his 
life,  especially  his  parents,  constitute  his 
earliest  and  most  potent  sex  education.  The 
way  they  see  and  treat  each  other  as  man  or 
woman,  their  self  concepts  of  themselves  as 
male  and  female  — these  are  powerful  non- 
verbal sex  education,  often  negative  or  distor- 
tive.  Coupled  with  the  invasive  continuing 
influence  of  the  television  set  in  the  home,  the 
child  comes  into  kindergarten  tvith  a great 
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deal  ol  powertul  sex  education  already,  dis- 
torted or  tearful,  having  observed  sex  to  be  of 
obsessive  concern  to  adults  even  though  he 
himself  is  never  free  to  speak  or  inquire, 
much  less  feel  about  it. 

The  net  result  is  a distortion  of  the  orderly 
sequence  of  the  maturation  processes,  with 
erotic  maturation  or  genitalization  way  out 
ahead  of  the  others  (intellectual,  spiritual, 
emotional).  Today  we  see  clergymen,  physi- 
cians, and  educators  baffled  as  to  how  society 
can  continue  thus  to  hothouse  or  force  erotic 
maturation  in  the  face  of  the  evidence  of  the 
destructiveness  of  such  an  imbalance.  We  see 
this  evidence  in  the  increasing  scale  of  sexual 
activity  embarked  on  at  increasingly  younger 
ages,  and  earlier  and  earlier  in  the  “dating” 
relationship.  But  other  pieces  of  evidence  are 
more  subtle  and  disturbing.  For  instance,  the 
growing  incidence  of  impotence  in  young 
males  (married  and  unmarried)  during  the  19 
to  30  year  old  span  when  they  should  be  at 
the  peak  of  their  potency,  and  also  in  the 
older  male.  There  is  also  the  big  question  of 
masculine  and  feminine  identity  in  which  the 
characteristics  of  masculinity  and  feminity  are 
becoming  less  distinct  from  each  other  with, 
in  inanv  instances,  diminished  or  more  passive 
sexual  interest.  Powerful,  distortive  influences 
are  at  work,  and  often  the  ones  most  highly 
affected  are  the  intellectual  sector— the  most 
able  young  people  who,  intellectually  and 
emotionally,  repudiate  the  many  false  gods 
that  the  adult  world  has  set  before  them: 
worship  of  money,  things,  status,  physical 
genital  sex,  success,  competitiveness  based  on 
hostility,  and  complete  lack  of  concern  for,  or 
even  awareness  of,  the  needs  of  others  that 
inevitably  leads  to  hostility  and  violence 
whether  between  nations,  religions,  races, 
husband  and  wife,  parent  and  child. 

Profound  changes  in  society  cannot  be  rcsisteil 
by  going  back  to  horse  and  buggy  methods. 
We  must  enlist  ourselves  with  our  young 
people  to  try  to  help  them  with  the  job  of 
living  personally  and  with  fulfillment  and  re- 
sponsibility in  a computerized,  depersonalized 
world  of  startling  knowledge  accumulation. 
Let’s  face  it:  man  is  technologically  obsolete  in 


comparison  to  his  mathincs.  1 he  slow, 
precious  process  l)y  which  humans  learn  to 
relate  to  each  other  in  intimacy  and  love  can- 
not be  comptuerized  or  speeded  tip  oi 
mechanized.  Neither  can  the  slow  precious 
process  by  which  the  human  being  et’olves 
from  the  sexually  undifferentiated  baby  into 
the  mature,  responsible  adult  male  or  female. 
I bis  process  just  can't  be  speeded  up,  forced, 
or  computerized  either. 

This  slow  precious  process  is  all  we  have  left 
with  which  to  hold  on  to  our  sense  of  our  own 
selves.  If  during  this  long  maturational  proc- 
ess, genitalization  proceeds  too  far  ahead  of 
the  whole  of  the  other  processes  (if  sex  pre- 
cedes and  outstrips  sexuality)  then  we  will 
continue  to  see  our  children  and  our  grand- 
children paying  the  price  for  what  we  our- 
selves have  allowed  to  happen. 


The  Role  of  the  Physician 

Physicians  have  important  roles  to  play  in  the 
reconstruction  of  society’s  attitudes  and 
knowledge  about  human  sexuality.  The  doc- 
tor of  medicine  must  accept  his  leadership 
role  in  helping  his  community  understand 
that  school  and  church  must  play  their  part 
in  sex  education  programs.  He  and  his  medi- 
cal colleagues  can  join  with  the  clergy  in 
testifying  to  the  need  by  young  people  of 
adecjtiate  programs.  The  physician  can  lend 
his  strength  and  knowledge  to  program  plan- 
ning and  teacher  orientation:  he  can  find  op- 
portunities to  share  with  parent  groups  the 
conviction  that,  when  we  accord  to  our  young 
people  the  dignity  of  confidence  in  their 
ability  to  make  sound  use  of  sex  information, 
they  rarely  fail  to  return  this  trust  by  de- 
veloping good  judgments  and  values  that  in 
the  end  serve  as  their  own  best  protection.  In 
particular,  he  can  help  parents  realize  that, 
with  the  complexity  of  the  world  as  it  is  to- 
day, parents  themselves  are  not  equipped  to 
do  the  entire  job  alone.  The  school  and  the 
church  can,  by  supplementing  the  parental 
effort,  support  the  parents  in  their  role  .so 
that  family  communication  may  actually  be 
strengthened  thereby. 


VOI..  r>r.-NUMRER  lO-OCTOBER,  1969 


571 


All  of  this  requires  a good  deal  of  physicians 
— in  acquisition  of  knowledge  regarding  the 
sexual  development  of  children  and  adoles- 
cents, and  about  the  sexuality  of  adults  of  all 
ages.  This  society  has  allowed  itself  to  become 
lost  in  a miasma  of  blind  fear  and  mythology 
about  sex  on  the  one  hand,  and  in  a sea  of 
eroticism  on  the  other.  Medical  schools  and 
official  bodies  such  as  the  American  College  of 
Obstetricians  and  Gynecologists  and  various 
graduate  medical  programs  are  all  beginning 
to  consider  this  area  as  an  integral  part  of  the 
training  and  preparation  of  physicians.  The 
time  has  come  for  physicians  to  stand  up  and 
be  counted  on  in  the  need  of  all  the  members 
of  the  society,  but  particularly  of  the  young 
j^eople,  for  education  toward  responsible  and 
mature  sexuality.  Sex  is  an  essential  com- 
ponent of  life,  to  be  looked  upon  as  the  great 
cementing  experience  in  marriage,  with  many 
aspects  — joyous,  fun,  funny,  healing,  and 
deeply  meaningful  in  human  relationships  un- 
til the  end  of  life.  If  adults  fail  to  establish 


honest  communication  about  these  vital  issues 
with  our  young  people  now  — any  later  will 
be  far  too  late. 
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Economy  Incentive  For  Blue  Cross 


Connecticut  hospitals  have  agreed  to  test  a 
new  method  of  payment  with  built-in  incen- 
tives for  efficiency  and  economy.  It  involves 
payments  under  Medicare  and  Bine  Cross. 

In  this  experiment,  each  hospital  sets  up  tar- 
get budgets  for  the  departments  involved  in 
the  project.  These  are  departments  over 
which  the  hospital  has  the  greatest  control 
and  which  account  for  about  60  per  cent  of  a 
hospital’s  costs:  room  and  board,  laundry, 
housekeeping,  medical  records,  and  so  on. 
Hospitals  whose  costs  are  under  the  target 
Itudget  will  receive  the  budgeted  amount. 
Those  on  target  or  above  will  receive  their 
actual  costs.  In  addition,  a hospital  which 
operates  a department  at  10  per  cent  or  more 
below  the  average  costs  of  its  peer  hospitals 
will  receive  a reward  of  up  to  2 per  cent  of 
the  department’s  actual  costs. 


The  departmental  budgets  submitted'  by  each 
participating  hospital  will  be  reviewed  and 
approved  by  a special  board  of  local  hospital 
administrators,  comptrollers,  directors  of  nurs- 
ing, and  hospital  trustees.  In  approving  a de- 
partment’s budget,  this  tribunal  will  consider 
costs  in  prior  years  and  the  expected  produc- 
tivity levels  set  by  industrial  engineers. 

A council  of  consumers  and  representatives  of 
Medicare,  Blue  Cross,  and  hospitals  not  in 
the  experiment,  will  oversee  the  operations  of 
each  hospital  Budget  Approval  Board  to  as- 
sure compliance  with  the  experiment  guide- 
lines and  the  quality  of  review. 

The  effect  of  the  experiment  on  costs  and 
quality  of  care  will  be  evaluated  by  the  Yale 
University  Department  of  Epidemiology  and 
Public  Health. 
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In  all  the  English  language  literature  only  five  cases  of 
carcinoma  have  ever  been  reported  associated  with  the 
regional  ileitis.  Here  is  a sixth  case. 


Carcinoma  Associated 
With  Terminal  Ileitis 


Max  Magnes,  M.D.  and 
Peter  DeBell,  M.D. /Paterson 

Since  the  first  published  reports  of  regional 
ileitis  by  Crohn  in  1932,  the  condition  has 
been  found  to  be  more  prevalent  than  ori- 
ginally expected.  But,  in  all  the  available 
literature,  only  five  cases  have  been  reported 
of  a carcinoma  superimposed  on  an  ileitis. 

Here  is  a case  history  of  a patient  who  was 
found  to  have  regional  ileitis  at  operation 
when  he  eventually  became  obstructed  and 
surgery  was  imperative.  A 71  year  old  man  w’as 
first  seen  in  1957  because  of  diarrhea  of  four 
years  duration.  He  had,  typically,  four  loose 
bowel  movements  in  24  hours.  He  had  no 
abdominal  pains  and  no  rectal  bleeding.  His 
weight  was  constant.  Abdominal  examination 
revealed  a palpable  mass  in  the  right  lower 
quadrant.  X-ray  showed  that  the  terminal  ten 
inches  of  the  ileum  were  narrow  and  rigid. 
The  patient  was  given  steroids  and  his  condi- 
tion subsided.  He  felt  well  until  1959  when 
he  had  a recurrence  of  his  symptoms.  On 
steroids,  his  condition  again  subsided  with  one 
normal  bowel  movement  a day.  But  in  1964 
he  began  to  develop  infrequent  abdominal 
pains  although  he  only  had  one  loose  bowel 
movement  a day.  At  this  time,  x-ray  showed  a 
chronic  duodenal  ulcer  and  terminal  ileitis. 
He  was  placed  on  therapy  and  his  pains  sub- 
sided. But  in  1966,  his  diarrhea  recurred.  .\t 
this  time,  x-ray  showed  the  terminal  ileum  to 
be  narrow  and  rigid  for  a distance  of  about 
twelve  inches.  He  was  again  placed  on  steroids 
with  an  aluminum  hydroxide  gel.  In  March 
1968,  he  had  a mild  recurrence  of  his  diarrhea 
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and  x-ray  showed  the  same  findings  in  ihc 
terminal  ileum  as  that  of  1966  with  no  change 
in  the  appearance  of  the  ileitis.  In  July  1968, 
the  patient  became  constipated  but  he  had  no 
rectal  bleeding.  Then  came  severe  attacks  of 
pain  which  occurred  every  few  weeks  and 
required  100  milligrams  of  Demerol^  for  re- 
lief. 

An  operation  in  December  1968  disclosed  an 
area  of  ileitis  extending  from  the  ileocecal 
valve  for  about  four  feet  proximally.  Ihe 
ileum  was  scarred  and  thickened.  Tlicre  were 
numerous  enlarged  nodes  in  the  mesentary. 
The  intestine  proximal  to  the  area  of  involve- 
ment was  distended  indicating  obstruction. 
The  liver  seemed  normal.  Dr.  \V.  B.  Hahn, 
our  pathologist,  reported  that  the  specimen 
was  a segment  of  terminal  ileum  with  at- 
tached small  portion  of  ascending  colon. 
.About  40  centimeters  from  the  proximal  line 
of  resection,  the  serosal  surface  presented 
irregular  scarring,  greyish  white  in  color,  and 
firm  in  consistency.  The  entire  serosal  surface 
of  the  cecum  was  greyish-tan,  chdl,  markedly 
edematous,  and  partly  covered  by  few  hemor- 
rhagic fibrous  adhesions.  The  lumen  contained 
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a small  amount  of  hemorrhagic  soft  fecal  ma- 
terial. Corresponding  to  the  serosal  scarring, 
the  mucosa  of  the  small  intestine  had  a grey- 
ish-tan, partly  necrotic  fungating  mass  whicli 
almost  completely  obstructed  and  encircled 
the  lumen  of  the  intestine.  Proximal  to  this 
area,  the  small  intestine  was  markedly  dilated. 

Distal  to  this  mass,  the  terminal  ileum  was 
narrowed  but  the  ileo-cecal  valve  was  well 


pieserved.  The  colonic  mucosa  was  congested 
and  slightly  edematous.  In  its  proximal  por- 
tion, the  mucosa  was  markedly  edematous 
with  shallow  ulcerations,  the  largest  measured 
up  to  15  millimeters  in  its  greatest  diameter. 
A small  polypoid  structure  was  seen  just  prox- 
imal to  the  mass.  This  fungating  irregular 
mass  was  partly  necrotic  and  rather  polypoid 
in  character,  raised  two  centimeters  above  the 
mucosa.  The  base  of  this  mass  was  partly 
ulcerated  and  covered  by  necrotic  and 
hemorrhagic  debris.  On  section  through  this 
mass,  the  cut  surface  was  greyish-white,  and 
the  tumor  mass  extended  throughout  all 
layers  of  the  bowel  wall.  In  the  remainder  of 
the  small  intestine  distal  to  this  mass,  the 
mucosal  surface  was  congested  and  showed 
several  small  polypoid  structures.  The  lumen 
was  markedly  narrowed.  The  distal  portion  of 
ileum  had  numerous  irregular  shallow  ulcera- 
tions of  erosion  of  the  mucosa.  The  wall  was 
markedly  thickened.  The  resected  segment  of 
the  ileum  and  cecum  showed  infiltrating 
adenocarcinoma,  multiple  benign  ulcers  of 
the  small  intestine,  and  inflammatory  polyps. 


Summary 

This  is  a 71  year  old  patient  who  gives  a his- 
tory of  terminal  ileitis  since  1957  who  had 
first  responded  to  steroids  but  in  the  last  year 
developed  episodes  of  partial  intestinal  ob- 
struction. After  he  was  prevailed  upon  to 
submit  to  surgery  a concomitant  carcinoma 
was  found  associated  with  regional  ileitis. 
Oddly  enough,  he  also  had  a duodenal  ulcei 
which  is  not  a common  finding  with  regional 
enteritis.  Bockus^  said  that  only  five  cases  of 
intestinal  carcinoma  have  occurred  in  associa- 
tion with  regional  enteritis  as  recorded  in  the 
literature.  “Of  the  approximately  5,000  re- 
ported cases,  only  0.08  per  cent  were  asso- 
ciated with  cancer.  This  is  less  than  the  ex 
pected  frequency  since  the  incidence  of  cancel 
of  the  small  intestine  in  the  absence  of  regional 
enteritis  is  0.1  per  cent.  The  small  intestine  is 
not  a common  site  for  carcinoma  under  nor- 
mal conditions  although  it  occurs  with  more 
frequency  in  ulcerative  colitis  but  not  in 
granulomatous  colitis” 

* Gastroenterology . Henry  L.  Bockus.  Second  Edition, 
Volume  II.  Philadelphia,  1960,  Satinders.  Pages  26,6-266. 
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Virus-Cancer  Research 


riie  role  of  viruses  in  cancer  are  described  in 
a 20-page  booklet,  “Virus-Cancer  Research,” 
issued  for  the  general  public  by  the  U.S.  De- 
partment of  Health,  Education,  and  Welfare. 
It  was  prepared  by  the  National  Cancer  In- 
stitute. This  text  explains  some  of  the  ap- 
proaches utilized  in  virus-cancer  work.  It  dis- 
cusses the  nature  of  viruses,  their  existence  in 
our  modern  environment,  and  their  implica- 
tion in  leukemias,  lymphomas  and  solid 
tumors.  The  pamphlet  also  describes  efforts  to 
find  a possible  virus-cancer  path  from  animals 
to  man,  and  reports  on  the  prospects  for  pre- 
vention and  therapy  of  viral  diseases. 

Viruses  are  responsible  lot  suth  a \ariety  ol 
cancer  in  laboratory  animals  that  it  would  be 
surprising  if  they  did  not  cause  some  type  of 
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cancer  in  man.  By  making  use  ol  tissue  cul- 
ture, electron  microscopy,  and  many  othei 
sophisticated  laboratory  methods,  researchers 
hope  to  come  up  with  answers  to  the  ques- 
tions posed  by  this  evidence.  If  a virus-cancei 
link  in  humans  can  be  demonstrated,  it  may 
pave  the  way  for  the  development  of  new 
preventive  measures  and  may  open  up  new 
areas  in  the  treatment  of  cancer. 

Single  copies  of  the  pamphlet,  “Virus-Cancci 
Research”  (NIH  Publication  No.  29)  art- 
available  without  charge  from  the  U.S.  De- 
partment of  Health,  Education,  and  Welfare, 
Washington,  D.C.  20402.  It  may  be  purchased 
from  the  Superintendent  of  Documents,  U.S. 
Government  Printing  Office,  'U'^ashington. 
D.C.  20402  at  20  cents  per  copy. 
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■Ill  orthopedist  can  practice  a long  time  without  seeing 
a case  of  Lisfranc  Dislocation.  Here  is  a run  down  on 
this  uncommon  disorder. 


Lisfranc  Dislocations* 


Daniel  J,  O’Regan,  M.D. /Jersey  City 

The  literature  on  the  subject  of  tarsometatar- 
sal dislocations  raises  more  questions  than  it 
answers,  for  example: 

1.  Did  Lisfranc  actually  describe  the  injury? 
U^atson-Jones^  says  that  he  did,  stating  that; 
“Tarsometatarsal  dislocation  was  hallowed  at 
Waterloo.”  But  Cassebaum^  insists  that  Lis- 
franc never  wrote  on  the  subject.  He  says 
that  the  name  derives  from  the  site  chosen  by 
Lisfranc  for  the  amputation  described  by  him 
when  he  was  a surgeon  in  the  armies  of 
Xapoleon. 

2.  Is  it  a common  or  rare  injury?  Aitken  and 
Poulson'®  cite  sixteen  cases  in  fifteen  years  at 
the  Boston  City  Hospital;  Jeffreys^  says  it  is 
uncommon.  Cassebaum-  finds  that  no  author 
has  reported  more  than  nine  of  his  own  cases. 
Patterson  (discussing  the  paper  of  Aitken  and 
Poulson^)  could  find  only  five  cases  at  the  New 
York  Hospital  and  the  Hospital  for  Special 
Surgery.  He  cites  P.  D.  Wilson,  Senior,  as  hav- 
ing seen  only  one  case  in  his  extensive  private 
practice.  In  contrast,  Del  Sel,®  of  Argentina, 
recorded  thirteen  cases  in  eighteen  months, 
occurring  in  farmers  and  among  the  mounted 
forces. 

Apparently,  it  was  more  common  when  the 
horse  was  the  usual  means  of  travel,  as  Bas- 
sett® reports.  Being  dragged  by  a horse  with 
the  foot  caught  in  a stirrup  was  a prime  mode 
of  injury.  The  transition  from  horseback  to 
the  automobile  has  reduced  the  incidence  of 
this  accident. 

3.  Is  it  an  unusually  dangerous  injury  because 
of  arterial  damage?  Gissane^  is  emphatic  in 
warning  us.  He  describes  three  cases,  all  of 


which  required  below  knee  amputations.  Most 
others  consider  the  vascular  dangers  as  in 
frequent. 

Cassebaum-  sums  up  the  available  informa- 
tion in  the  clearest  manner.  These  cases  can 
be  severe  when  there  is  direct  forceful  trauma 
to  the  tarsometatarsal  area,  as  when  an  auto- 
mobile wheel  runs  over  the  foot.  Severe  soft 
tissue  damage  may  then  occur.  Today,  most 
cases  are  the  result  of  indirect  stress,  such  as  a 
fall  downstairs  or  stepping  off  a curb.  In- 
juries like  these  are  not  ordinarily  associated 
with  arterial  damage. 

When  arterial  damage  does  occur,  it  is  usually 
due  to  a rupture  of  the  terminal  portion  of  the 
dorsalis  pedis  artery  as  it  enters  the  plantar 
arch  between  the  first  and  second  metatarsal 
bases.  Another  finding  has  been  spasm  in  the 
posterior  tibial  artery  behind  the  medial  mal- 
leolus. Both  of  these  lesions  were  described 
by  Gissane.' 

Possible  mechanisms  and  classifications  of  in- 
jury are  described  by  several  authors.  The 
most  useful  is  the  classification  direct  or  in- 
direct. In  the  former,  a forcible  thrust  against 
the  dorsum  of  the  foot  may  force  the  metatar- 
sal bases  plantarwards.  The  indirect,  which  is 
more  common,  combines  rotational  forces 
with  tightening  of  the  strong  plantar  soft 
tissues,  pushing  the  metatarsal  bases  dorsally 
and  lateralwards. 

Lhe  displacement  may  be  uniform,  where  all 
the  metatarsals  shift  in  the  same  direction,  or 
divergent,  with  the  first  metatarsal  moving 
medially,  away  from  the  others.  The  de- 
formity may  involve  one  or  all  of  the  metatar- 
sals, or  any  combination.  Fractures  are  usually 

* Read  before  the  Section  on  Orthopedic  Siirgcrv. 
Annual  Meeting.  The  Medical  Society  of  New  lersev. 
\tlantic  City,  Mav  10.  1060. 
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associated  with  the  dislocation,  (iranberry  and 
Lipscomb^  reviewed  25  cases  at  the  Mayo 
Clinic  (without  giving  the  time  interval); 
only  eight  of  these  had  dislocations  without 
significant  fractures. 

Treatment  varies  in  details,  but  accurate 
reduction  plus  stabilization  with  Kirschner 
wires  was  commonly  advocated.  The  Mayo  re- 
view® stated  that  eleven  of  25  cases  eventually 
required  arthrodesis,  and  they  proposed  that 
all  patients  needing  open  reduction  also  have 
a primary  arthrodesis. 

The  key  to  reduction  is  the  stability  of  the 
base  of  the  second  metatarsal,  which  has  been 
described  as  the  keystone  of  the  area.  If  the 
reduction  can  be  obtained  manually,  open 
reduction  is  not  required.  If  the  second  meta- 
tarsal remains  displaced,  an  operation  must 
be  performed.  Whether  reduction  is  accom- 
plished by  open  or  closed  methods,  fixation 
with  two  or  more  wires  or  pins  is  advisable  to 
maintain  stability.  Accuracy  in  reduction  is 
important,  although  minor  residual  displace- 
ments are  not  incompatible  with  good  func- 
tion. 

Case  Report 

This  .search  of  ttie  literalure  was  stimulated  by  an  in- 
jury sustained  by  a 41  year  old  man  who  had  been 
playing  touch  football  on  July  4,  1968.  He  stumbled 
while  running,  and  thought  that  he  had  "turned  his 
right  foot”  under  him.  There  was  severe  pain  and  he 
was  unable  to  stand  on  the  foot.  He  was  seen  at  an- 
other hospital,  and  was  transferred  to  St.  Francis  Hos- 
pital in  Jersey  City  on  the  date  of  injury.  X-rays  taken 
through  a protective  cast  showed  a dorsolateral  dis- 
location of  all  the  metatarsal  bases,  without  any  frac- 
tures. Color  and  temperature  of  the  toes  were  normal. 
On  removal  of  the  cast,  under  anesthesia,  the  de- 
formitv  was  visible  and  palpable.  There  was  mild 
edema,  but  no  sign  of  impairment  of  the  blood  supply. 

The  foot  was  suspended  with  counter-traction  for 
several  minutes.  Closed  manipulation  was  then  tried. 
There  was  improvement  in  the  first  tarsometatarsal 
joint,  but  the  second  remained  displaced.  Further 
manipulation  with  a Kirschner  wire  through  the  meta- 
tarsals tor  better  traction  did  not  change  the  position. 
Fherefore,  a curved  transverse  incision  was  made  over 
the  metatarsal  bases.  There  was  no  unusual  bleeding. 
The  anterior  tibial  tendon  was  not  displaced  between 
the  first  and  second  metatarsals,  as  has  been  described, 
and  there  were  no  fractures  other  than  a few  small 
spicules  ol  bone  off  the  base  of  the  second  metatarsal, 
which  was  displaced  dorsally  atop  the  third  cuneiform. 

.\s  soon  as  the  second  metatarsal  had  been  pried  off  the 
cuneiform,  it  slid  easily  into  its  normal  position,  and 
the  rest  of  the  forefoot  could  be  properly  aligned.  The 
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reduction  was  unstable,  and  it  was  held  by  two  Kirsch- 
ner wires  passed  at  different  angles,  and  allowed  to  pro- 
trude through  a short  leg  circular  cast,  which  was  im- 
mediately split. 

There  were  no  unusual  problems  following  surgery. 
Vascularity  remained  normal,  and  the  patient  was  dis- 
charged eight  days  after  operation,  with  instructions 
not  to  bear  weight  on  the  right  foot. 


Figure  1 — Anteroposterior  view  of  tarsometatarsal  dis- 
location. 


Figure  2 — Lateral  view  of  tarsometatarsal  dislocation. 


Readmission  was  ten  weeks  after  surgery.  When  the 
cast  and  wires  had  been  removed,  the  foot  was  stable, 
and  x-rays  showed  no  change  in  position.  Circulation 
continued  to  be  normal.  Dorsiflexion  was  weak  in  early 
physiotherapy,  and  a Klenzak  brace  was  ordered.  He 
was  allowed  to  walk,  at  first  with  crutches  and  then  a 
cane.  There  was  moderate  discomfort,  but  no  more 
than  following  other  foot  surgery  or  injuries.  He  re- 
sumed his  work  as  a salesman  in  mid-October,  fifteen 
weeks  after  injury. 

Dorsiflexor  strength  responded  slowly  and  steadily;  the 
brace  was  discanied  in  December.  The  last  examination 
was  in  March  of  1969.  The  patient  is  on  all  his  usual 
activities,  wearing  standard  oxford  shoes.  Gait  is  with- 
out limp,  and  he  has  onlv  occasional  mild  discomfort 
in  the  foot.  He  can  walk  on  his  toes  and  heels  without 
difficulty. 

7'his  case  represents  a dorsolateral  dislocation 
without  significant  fracture,  as  a result  of  in- 
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direcl  trauma.  Closed  reduction  was  hiiulered 
by  the  failure  to  mobilize  the  second  meta- 
tarsal. Once  this  had  been  accomplished  by 
open  means,  there  was  no  problem  in  obtain- 


Figure  3 — AP  and  oblique  views  three  nioiulis  after 
reduction. 


Figure  4— Lateral  view  three  months  alter  reduction. 

ing  satisfactory  position.  Immobilization  was 
with  two  wires  incorporated  in  a cast;  if 
might  have  been  discontinued  sooner  than 
the  ten  weeks.  Extra  caution  w'as  used  in  this 
case.  Al  no  time  was  there  any  danger  to  the 
blood  supply  of  the  foot.  Functional  result 
and  appearance  of  the  foot  eight  months  after 
surgery  remain  good. 


Summary 

1.  Tarsometatarsal  dislocations  are  niKom 
mon,  but  not  rare. 

2.  Dorsolateral  displacement  of  the  metatar- 
sals due  to  indirect  trauma  is  the  common 
mechanism  of  injury. 

3.  The  displacement  of  the  second  metatarsal 
is  the  key  to  the  ease  or  difficulty  of  the 
reduction.  One  should  not  hesitate  to  use 
open  surgery,  and  fixation  with  two  or  more 
wires  or  pins  is  advisable. 

4.  The  vascular  status  of  the  foot  must  be 
carefully  observed,  but  arterial  damage  or  in- 
sufficiency is  not  a common  problem. 

5.  The  case  presented  is  the  only  one  en- 
countered in  fourteen  years  of  the  author’s 
private  practice  of  orthopedic  surgery. 
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The  Old  Helping 

Many  of  the  younger  doctors  do  not 
know  that  there  exists  in  our  state  a uni- 
que helping  hand  organization,  known 
as  the  Society  for  the  Relief  of  the 
Widows  and  Orphans  of  Medical  Men 
in  New  Jersey.  This  organization  pro- 
vides immediate  financial  assistance  lo 


Hand  Organization 
the  dependents  of  a deceased  member.  It 
lends  money  without  interest  to  assist 
widows  and  orphans  of  doctors  who 
have  known  adversity. 

Tor  details,  write  to  the  Scx:iety  at  I’.O. 
Box  95,  Belleville,  New  Jersey. 
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The  occasional  association  of  erythrocytosis  with  large 
fibroids  is  here  reported  but  not  explained.  Hysterec- 
tomy cured  the  erythro^tosis 


Erythrocytosis  Associated 
With  Uterine  Fibroids* 


Richard  J.  Kline,  M.D. /Livingston; 

Joseph  J.  Pratt,  M.D.; 

and  David  G.  Hanlon,  M.D./ 

Rochester,  Minnesota 

Thomson  and  Marsond^  1953,  were  the  first  to 
describe  the  remission  of  erythrocytosis  in  a 
patient  from  whom  they  had  removed  uterine 
fibroids.  Since  then,  seventeen  cases  liave  been 
described  in  the  literature.^’®’®’^®’^^’^®  In  all  pa- 
tients the  myomas  have  been  large.  No  asso- 
ciated elevation  of  w’hite  blood  cells  or  plate- 
lets has  been  present.  Polycythemia  vera  has 
been  excluded;  and  removal  of  the  fibroids 
resulted  in  a return  to  normal  of  erythrocyte 
concentrations. 

A review  of  the  files  of  the  Mayo  Clinic  be- 
tween 1915  and  1965  revealed  only  three  cases 
in  which  polycythemia  was  apparently  asso- 
ciated with  large  uterine  fibroids  and  in  which 
the  polycythemia  disappeared  when  the  fi- 
broids were  removed.  These  represent  the  in- 
cidence in  5,000  patients  who  received  surgery 
for  uterine  fibroids  during  that  time. 


Case  1 

A married  66-year-old  housewife  weighed  200  pounds. 
She  was  admitted  to  the  Mayo  Clinic  on  October  5, 
1062.  She  had  noticed  swelling  of  the  legs,  increased 
body  nair,  and  a feeling  of  fullness  in  the  stomach 
tluring  the  previous  3 years.  Some  increases  of  facial 
hair,  and  a male  escutcheon  were  noted.  A 12-by-24- 
inch  lobulated,  freely  movable,  pelvic  tumor  was  pal- 
pated. 

Results  of  laboratory  examination  of  the  blood  are  in 
the  table.  Blood  pressure  was  160/90.  Pulse  was  80. 
Blood  and  urine  steroids  were  suppressed  by  dexa- 
methasone.  A stimulation  of  body  gonadotropin  and 
estrogen  by  intravenously  administered  human  gonado- 

*  This  work  is  originally  from  the  Mayo  Clinic,  Sec- 
tion of  Surgery  (Dr.  Pratt)  and  Section  of  Medicine 
(Dr.  Hanlon),  anti  from  the  St.  Barnabas  Medical  Cen- 
ter in  Livingston. 


tropin  was  attempted.  All  results  were  within  the  nor- 
mal range  of  values.  Roentgenologic  findings  of  the 
skull  were  normal,  but  a scout  film  of  the  abdomen 
showed  a soft-tissue  mass  arising  from  the  pelvis. 

Exploratory  laparotomy  confirmed  the  pre.sence  of 
uterine  fibromyomata.  A total  abdominal  hysterectomy 
and  left  salpingo-oopherectomy  were  done.  The  ten 
pound  uterus  contained  multiple  calcified  uterine 
myomas.  Blood  loss  was  minimal. 

The  postoperative  course  was  uneventful,  and  result  of 
a suppression  test  with  dexamethasone  was  again  rvith- 
in  normal  limits. 

Case  2 

\ 60-year-old,  married  woman  weighing  232  pounds 
was  admitted  to  the  Mayo  Clinic  on  October  17,  1955. 
For  more  than  ten  years  she  had  complained  of 
stomach  pains  aggravated  by  nervousness  and  fatigue. 
A large,  firm,  nontender  mass  was  felt  in  the  lower 
abdomen  and  pelvis.  Laboratory  results  are  presented 
in  the  table.  Blood  pressure  was  145 '92.  Pulse  was  only 
64.  A scout  film  of  the  abdomen  and  a roentgenologic 
examination  of  the  upper  part  of  the  gastrointestinal 
tract  and  colon  (with  contrast  material)  demonstrated 
a soft-tissue  mass  filling  the  abdomen  to  the  level  of 
the  first  lumbar  vertebra.  Laparotomy  confirmed  the 
presence  of  uterine  fibromas.  Total  hysterectotny, 
bilateral  salpingo-oopherectomy,  and  appendectomy 
were  done.  Blood  loss  was  minimal.  The  uterus  was 
found  to  contain  multiple  fibroids. 

The  restilts  of  hematologic  examination  of  the  blood 
done  two  months  after  surgeiT  are  within  the  normal 
range  (Table). 

Case  3 

A 59-year  old  married  woman,  weighing  127  pounds, 
was  admitted  to  the  Mayo  Clinic  on  October  15,  1945. 
She  had  had  an  abdominal  tumor  for  ten  years,  diag- 
nosed as  a uterine  fibroma. 

On  examination  there  was  found  a “term-sized”  lobu- 
lated mass  arising  from  the  pelvis.  Laboratory  results 
appear  in  the  table.  Blood  pressure  was  164/94.  Pulse 
tvas  80. 

Because  of  polycythemia,  five  venesections  of  500  milli- 
liters each  were  perforated.  At  laparotomy  the  presence 
of  uterine  fibromas  was  confirmed.  Subtotal  hysterec- 
tomy and  bilateral  salpingo-oopberectomy  were  done. 
The  uterus  and  fibroids  weighed  almost  15  pounds. 

Postoperative  course  was  uneventful.  On  discharge,  she 
received  one  intravenous  injection  of  radioactive  phos- 
phorus. When  the  patient  was  last  seen,  ten  years 
postoperatively  in  1955,  her  blood  values  were  normal 
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The  association  oI  uterine  fibroids  and 
erythrocytosis  is  rare.  Vanden  Berg  and  Vasu’ 
reviewed  the  records  of  790  patients  who  un- 
derwent hysterectomy  for  uterine  fibroids  at 
Butterworth  Hospital  and  found  not  one  as- 
sociated with  erythrocytosis. 

When  erythrocytosis  is  present  with  uterine 
fibroids,  it  is  the  only  abnormality  found.  No 
reports  of  elevated  leukocyte  or  platelet 
count  (as  seen  in  polycythemia  vera)  have 
ever  been  substantiated.  Not  one  of  the  signs 
and  symptoms  characteristic  of  polycythemia 
is  present,  such  as  cyanosis,  splenomegaly, 
hepatomegaly,  or  visual  difficulties.  Com 
monly,  the  patients  have  symptoms  other  than 
those  attributed  to  the  polycythemia.  The 
polycythemia  is  discovered  only  on  routine 
laboratory  examination.  None  of  our  patients 
had  hematologic  symptoms,  and  only  one 
(Case  1)  had  symptoms  attributable  to  the  tu- 
mor, that  is,  bloating,  fullness,  and  peripheral 
edema.  The  patients  reported  in  the  literature 
were  of  low  parity  and  were  either  just  pre- 
menopausal or  just  postmenopausal.  All  three 
of  our  patients  were  postmenospausal. 

The  paucity  of  reports  has  hindered  the  in 
vestigation  into  the  cause  of  the  association 
between  uterine  fibroids  and  erythrocytosis. 
Horwitz  and  McKelway®  noticed  sinusoidal 
vascular  spaces  on  histologic  examination  of 
the  myomas  and  suggested  that  these  spaces 
might  function  as  arteriovenous  shunts.  Flem- 
ing and  Markley®  were  unable  to  demonstrate 
such  spaces  and  pointed  out  that  the  periph- 
eral location  of  the  shunt  would  tend  to  in- 
crease the  total  blood  volume,  rather  than 
cause  the  isolated  increase  in  red  cell  mass 
seen  in  secondary  polycythemia.  Babuna  and 
associates^  have  suggested  the  liberation  of  an 
erythropoietic  factor  from  the  tumor  that 
could  produce  polycythemia  by  directly  stim- 
ulating the  bone  marrow,  prolonging  the  life 
span  of  the  erythrocyte,  or  inhibiting  the 
reservoir  function  of  the  spleen,  thus  releas- 
ing large  quantities  of  erythrocytes  into  the 
circulation.  Cohen  and  Rothenberg®  sug- 
gested that  the  mechanical  pressure  caused 
vascular  embarrassment  to  the  pelvic  bone 
with  consequent  marrow  hypoxia  and  release 
of  an  erythropoietic  factor. 


Aboulafia  and  co-workers*  thouglu  that  the 
tumor,  by  mechanical  interference  with  the 
kidney  and  ureters,  stimulated  the  production 
of  erythropoietin.  Rothman  and  Rennard'- 
''*^>.?scsted  that  the  tumor  may  compress  renal 
vessels,  impairing  the  circulation  to  the  kid 
ney,  which  might  have  an  effect  on  the  kidnes 
erythropoietic  factor  similar  to  that  found  in 
non-neoplastic  renal  disease.  Tliey  believed 
that  such  a po.ssibility  is  consistent  with  the 
observation  that  polycythemia  has  been  found 
only  in  association  with  large  myomas.  T he 
weights  of  the  surgical  specimens,  both  in  the 
cases  presented  herein  and  in  those  found  in 
the  literature,  have  been  from  41/2  pounds  to 
I81/2  pounds  with  an  average  weight  of  111/, 
pounds.  Vanden  Berg  and  Vasu*®  proposed 
that,  because  of  the  large  size  of  these  tumors, 
pulmonary  ventilation  may  be  interferred 
with  and  mild  hypoxia  may  result.  In  two  pa- 
tients (Cases  1 and  2)  the  tumor  may  have  con- 
tributed to  the  compromise  of  ventilation  that 
was  already  present  because  of  extreme  obes- 
ity. The  first  patient  weighed  200  pounds  and 
the  second  232.  The  third  patient  weighed 
only  127  but  (in  relation  to  her  body  weight) 
had  the  largest  tumor,  15  jxjunds.  This  was 
12  jjer  cent  of  her  total  body  weight.  In  specu- 
lating a mechanical  cause,  it  is  interesting 
that  no  reported  cases  of  large  ovarian  cysts 
associated  with  erythrocytosis  could  be  found 
in  the  literature.  One  of  our  patients  (Case  1) 
had  symptoms  similar  to  those  in  a mixed  type 
of  Cushing  syndrome;  that  is,  edema,  increased 
facial  hair,  and  a male  escutcheon.  However, 
results  of  suppression  tests  with  dexametha- 
sonc  (before  and  after  the  operation)  were 
within  the  normal  range  of  response.  No  evi- 
dence of  adrenal  or  osarian  tumor  was  present 
at  operation.  In  our  three  cases,  no  other  obvi- 
ous cause  of  the  polycythemia,  such  as  cere- 
bellar or  midbrain  tumors,  non-neoplastic 
renal  disease,  or  benign  or  malignant  renal 
tumors,  was  present. 

The  mechanism  of  the  erythrocytosis  in  hy- 
poxia probably  is  the  stimulation  of  bone- 
marrow  production  by  erythropoietin.  The 
main  source  of  the  erythropoietin  is  consid- 
ered to  be  the  kidney,  although  Osnes**  stated 
the  belief  that  the  liver  also  may  contribute 
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HEMATOLOGIC  DATA  ON  THREE  PATIENTS  WITH  ERYTHROCYTOSIS  ASSOCIATED  WITH 

UTERINE  FIBROIDS 


Erythro- 

Hemo- 

Leuko- 

Blood 
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globin, 
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million/ 
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yr 
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1 

66 
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5.93 

17.7 
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244,000 

10-17-62 

Celiotomy 

10-26-62 
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15.5 

9-2-65 
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14.9 

2 

60 

10-17-55 
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6.09 

62 

17.1 

6.9 

11-14-55 

Celiotomy 

11-19-55 

Postop. 

5.35 

50 

14.3 

3.6 

1-20-56 
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4.87 

14.3 

6.8 

64 

33 

3 

59 

10-15-45 
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6.59 

79 

20.4 

6.3 

221,000 

115 

34 

10-25-45 
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tion 

4.09 

45 

1 1-2-45 

Celiotomy 

1 1-3-45 
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3.64 

33 

8.6 

17.5 

11-11-45 

Dismissal 

4.2 

35 

11.9 

3-15-48 
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4.6 

46 

13.6 

8.6 

59 

32 

4-10-55 

Follow-up 

4.89 

13.2 

11.2 

to  the  production  of  erythropoietin  or  eryth- 
ropoie tin-like  substance.  Erythropoietin  assays 
have  been  done^>^*  on  both  serum  and  extracts 
of  tumor  tissue  from  patients  with  uterine 
fibromas  and  erythrocytosis  but,  as  yet,  no 
erythropoietin  activity  has  been  demon- 
strated. 

It  is  characteristic  in  the  association  of  eryth- 
rocytosis with  uterine  myomas  that  the  re- 
moval of  the  myomas  results  in  a cure  of  the 
erythrocytosis.  All  three  of  our  patients  had 
complete  remission  although  one  patient 
(Case  3)  received  an  intravenous  dose  of  radio- 
active phosphorus  before  discharge.  In  retro- 
spect, it  would  seem  that  the  radioactive  phos- 
phorus was  not  necessary.  On  the  basis  of  re- 
ported cases,  one  would  expect  that  all  the  re- 
missions would  be  permanent.  Yet  Damon 
and  Holub*  have  reported  a case  in  which  the 
erythrocytosis  disappeared  after  the  uterine 
fibroids  were  removed,  but  in  which  poly- 
cythemia vera  developed  five  years  later. 

Summary 

Three  cases  of  erythrocytosis  associated  with 
large  uterine  fibroids  are  presented  in  which 
cure  was  obtained  by  removal  of  the  fibromas. 
There  is  a relationship  between  the  erythro- 
cytosis and  the  uterine  fibroids  which  may  in- 
volve the  erythropoietic  system,  but  the  exact 
mechanism  has  not  yet  been  worked  out. 
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Meticulous  history-taking  is  still  the  hallmark  of  tlir 
good  clinician.  Here  are  some  examples. 


The  Cardiologist  As 
A Clinical  Historian 


Bernard  B.  Eichler,  M.D./Montclair 

Perhaps  the  lime  may  come  when  a patient 
with  suspected  heart  disease  will  be  exposed 
to  a computer  and,  after  some  whirring  ol 
ilials,  the  diagnosis  and  treatment  of  the  dis- 
ease will  be  immediately  available.  Or,  per- 
haps, our  suspect  will  be  led  into  a room 
where  instant  cardiac  catheterization,  phono- 
cardiography, angiography,  electrocardio- 
graphy, and  exercise  tests  can  be  instantly 
carried  out.  However,  until  all  this  happens, 
the  diagnosis  and  treatment  of  the  patient 
with  heart  disease  will  remain  principally  the 
problems  of  the  internist  and  cardiologist, 
who,  as  he  has  for  many  years,  should  be  able 
to  continue  to  care  for  most  of  his  patients 
with  a minimum  number  of  gadgets.  The 
availability  of  gadgets  leads  some  of  us  to 
forget  or  ignore  some  of  the  finer  delicacies  of 
accurate  diagnosis  and  successful  therapy.  In- 
deed the  technic  of  history-taking  has  become 
a neglected  art.  I have  been  disturbed  more 
and  more  recently  by  the  problems  in  man- 
agement that  have  arisen  because  of  lack  of 
historical  detail.  Here  are  some  typical  in- 
cidents. 

A patient  with  rheumatic  heart  disease  was 
hospitalized  with  his  first  episode  of  severe 
acute  left  ventricular  failure.  Therapy  with 
digitalis  and  diuretics,  prescribed  by  his  phy- 
sician, was  strictly  adhered  to.  However,  ques- 
tioning him  about  salt  intake  revealed  that  he 
had  never  been  told  about  a low  salt  diet. 
This  one  facet  of  therapy  seems  to  be  a com- 
mon omission  since  the  appearance  of  the  oral 
diuretics.  With  careful  adherence  to  a low 
salt  regime  and  with  the  same  drug  therapy, 
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the  patient  has  remained  free  of  any  cvideiu  e 
of  failure. 

Another  instance  of  careful  interrogation 
illustrates  the  value  of  this  phase  of  manage- 
ment. A patient  with  persistent  heart  failure 
insisted  that  he  took  his  medication  as  pre- 
scribed and  rigidly  followed  his  “low  salt”  diet 
by  not  using  any  salt.  Questioning  him  spe- 
cifically about  his  individual  meals  revealed 
that  he  ate  the  same  lunch  every  day  for  years, 
a large  portion  of  pickled  herring!  This  die- 
tary idiosyncrasy  in  an  old  New  England  .son 
of  the  American  Revolution  was  startling,  but 
a change  in  lunch  promptly  cleared  his  heart 
failure. 

Although  chest  pain  promptly  suggests  the 
possibility  of  heart  disease,  pain  in  other  areas 
seems  too  often  not  to  arouse  the  suspicion.  ,\ 
patient  telephoned  from  a distant  city  to  say 
that,  after  returning  to  his  hotel  room,  he  had 
begun  to  have  an  annoying  pain  in  his  left 
elbow.  The  hotel  physician  suggested  that  he 
had  “arthritis”  from  eating  and  drinking  too 
much  at  dinner.  Questioning  revealed  that 
some  sweating  was  present  and  almost  im- 
perceptible breathlessness.  He  was  strongly  ad- 
vised immediately  to  seek  the  help  of  an  in- 
ternist. The  diagnosis  of  acute  myocardial  in- 
farction was  verified  promptly.  It  might  be 
appropriate  to  recall  that  pain  of  cardiac  ori- 
gin may  appear  localized  in  the  arms,  should- 
ers. back,  jaw  or  upper  abdomen  without  any 
concomitant  chest  pain.  A few  pertinent  ques- 
tions would  help  to  arouse  the  suspicion  of  a 
cardiac  etiology. 

patient  with  a history  of  coronary  artery 
disease  and  chronic  anticoagulant  therapy 

,')8l 


suddenly  began  to  have  purpura  and  gross 
blood  in  the  urine  and  stools.  Prothrombin 
time  was  markedly  elevated  despite  the  pa- 
tient’s insistance  that  there  had  been  no 
change  in  his  Dicoumarol®  dosage.  Question 
ing  revealed  that  he  but  recently  had  been 
started  on  Clofibrate®  because  ol  “high  choles- 
terol.” Neither  the  patient  nor  his  physician 
were  aware  that  this  drug  prolongs  the  pro- 
thrombin time  in  patients  receiving  pro- 
thrombin-depressant medication. 

Other  subtle  bits  of  information  obtained 
only  by  meticulous  history-taking  should 
arouse  suspicion.  The  patient  who  suddenly 
gains  some  weight  despite  “eating  so  little” 
suggests  early  fluid  retention.  Similarly,  in- 
somnia in  one  who  previously  had  slept  well 
should  provoke  the  thought  of  impending 
nocturnal  dyspnea.  The  “social  drinker”  too 
often  when  pressed  for  details,  will  often  ad 
mit  to  excessive  intake. 

The  electrocardiograph,  too,  can  be  a mosi 
deceptive  bit  of  machinery.  One  patient,  ai 
the  age  of  46,  was  found  to  have  inverted  1 
waves  in  leads  I,  II  and  the  left  V,  during  a 
routine  physical  workup.  So,  instead  of  going 


to  North  Carolina  on  a golfing  vacation,  he 
disgustedly  went  to  the  hospital  for  foui 
weeks  with  a diagnosis  of  coronary  artery  dis 
ease.  T waves  remained  inverted  on  discharge 
and  were  still  inverted  two  years  later  when  a 
large  hiatus  hernia  was  found.  Twenty  years 
later,  the  T waves  were  still  unchanged  and 
the  patient  plays  eighteen  holes  of  golf  with- 
out any  symptoms.  The  moral:  an  inverted  1 
does  not  always  a coronary  make. 

The  family  history  may  also  be  highly  sugges- 
tive. The  tendency  for  diabetes  mellitus,  gout, 
hyperthyroidism,  coronary  artery  disease  t(j 
recur  in  families  is  significant  and  the  appear- 
ance of  any  of  these  in  a patient’s  ancestors 
should  at  least  arouse  the  suspicions  of  its 
presence  in  a patient. 

The  internist  of  a generation  ago  became  of 
necessity  an  excellent  historian  and  his  ability 
to  extract  detailed  information  from  a pa- 
tient would  do  credit  to  an  expert  trial 
lawyer.  I am  afraid  that,  with  the  appearance 
of  exotic  and  sophisticated  machines  and  tech 
nics,  we  are  more  and  more  neglecting  the 
extremely  valuable  ability  to  learn  by  asking. 


76  Union  St. 


Chari  On  Athletic  Injuries 


^'ou  can  now  get  an  AMA-sponsored  First 
Aid  Chart  for  Athletic  Injuries.  Printed  on 
11  by  17  inch  stock,  this  is  intended  for  post- 
ing in  recreation  areas  and  locker  rooms.  It 
outlines  in  simple  terms  the  emergency  treat- 
ments for  bone  injuries,  open  wounds,  heat 
illness,  impact  blows,  muscle  and  ligament 
strains,  blisters,  burns,  and  eye  injuries.  It 
also  alerts  the  reader  to  look  for  the  Emer- 
gency Medical  ID  Symbol  and  carries  space  for 
writing  in  local  emergency  phone  numbers. 

A likely  companion  to  the  first  aid  chart  is 
the  poster,  “The  Bill  of  Rights  for  the  School 


and  College  Athlete,”  in  the  same  size  ami 
slock.  Here  is  shown,  the  athlete’s  entitlement 
to  good  coaching,  good  officiating,  good 
equipment,  facilities,  and  good  health  supei 
vision. 

Both  the  first  aid  chart  and  the  “Rights  ' 
poster  may  be  encased  in  weatherproof  lami 
nated  plastic  @ $3;  non-laminated  heavy 
paper  stock,  singles  @ 30  cents,  ranging  up  to 
1,000  @ 20  cents.  Orders  in  quantity  for  the 
chart  should  be  coded  OP-307  and  for  the 
“Rights”  OP-37  and  sent  to  the  AMA  Ordei 
Department.  The  address  of  course  is 
North  Dearborn  Street,  Chicago  60610. 
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NEW  JERSEY  DOCTORS'  NOTEBOOK 


Diabetes  Week 
November  16  to  22 

The  life  span  of  the  American  population  is 
increasing  every  year,  and  if  we  live  long 
enough  almost  everyone  of  us  may  develop 
diabetes.  As  guardians  of  health  of  the  public, 
we  should  detect  diabetics  as  early  as  possible, 
put  the  patient  on  a diet,  and  arrange  for  all 
other  corrective  measures,  including  oral  hy- 
poglycemic preparations. 

Diabetes  is  a familial  disease  and  any  member 
of  the  family  of  a diabetic,  particularly  over 
the  age  of  40  and/or  obese,  should  be  checked 
periodically.  Do  not  rely  on  fasting  blood 
sugars  because  you  will  miss  the  mild  cases 
which  frequently  show  a normal  blood  sugar 
level.  Order  the  blood  sugar  two  hours  after  a 
meal  which  contains  a fair  amount  of  carlx)- 
hydrates.  In  that  way  you  will  pick  up  many 
diabetics  at  the  height  of  metabolic  activity. 

It  is  easier  to  control  a diabetic  at  an  early 
stage  of  the  disease  than  later  on  when  the 
symptoms  are  full  blown,  and  the  patient  may 
have  developed  complications.  Even  young, 
insulin-sensitive  diabetics  may,  in  the  initial 
stages,  be  controlled  by  oral  agents,  and  thus 
we  may  hope  to  postpone  or  mayl>e  even  pre- 
vent serious  after-effects. 

The  American  Diabetes  Association  reminds 
us  every  year  in  November,  to  look  for  and 
discover  the  early  diabetics:  however,  the 
search  should  be  a constant  one  all  year 
around.  Now  is  the  time  that  Chairmen  ol 
the  local  Diabetes  Detection  Drives  distribute, 
to  the  general  public,  pertinent  facts  by  radio 
announcements,  television,  and  newspaper  re- 
leases, in  order  to  encourage  the  public  to  .see 
their  family  physician  for  an  examination. 
I'he  wisdom  of  stressing  prevention  of  the  dis- 
ease rather  than  treatment  is  obvious.  We 
doctors  should  always  be  in  the  forefront  ol 
this  movement. 


Extended  Care  Facilities 
Covered  By  Medicare 

( Miis  HF.W  release  is  supplictl  by  ihe  Pnuleiiiial  In- 
surance Company,  official  inicrinediary  for  the  Metli- 
care  Program,  for  the  guidance  of  our  members.) 

To  assure  prompt  and  equitable  determina- 
tions as  to  whether  care  furnished  to  patients 
in  extended  care  facilities  is  covered  and  can 
be  paid  for  under  Medicare,  the  understand- 
ing and  cooperation  of  physicians,  hospitals, 
ECFs,  utilization  review  committees,  interme- 
diaries, and  carriers  are  vital.  We  hope  this 
tnessage  will  help  to  achieve  these  objectives. 

(a)  What  is  “extended  rare?”  The  covered 
level  of  care  provided  when  the  patient’s  con- 
dition upon  his  discharge  from  a hospital  re- 
ejuires  him  to  be  in  an  institution  tor  the 
f)riinary  purpose  of  receiving  continuous 
skilled  nursing  services  and  other  professional 
ser\  ices. 

(b)  What  are  “shilled  services!''  A skilled 
ser\ ice  is  one  which  ninst  be  luniished  by  oi 
inuter  the  supervision  of  trained  medical  or 
paramedical  persontiel.  .V  service  is  not  skilled 
merely  because  it  is  performed  by  a trained 
medical  or  paramedical  person.  .V  service 
which  can  be  .safely  amt  adequately  self-ad- 
ministered or  performed  by  the  average,  non- 
medical person,  without  the  direct  supervision 
of  trained  medical  or  paramedical  personnel, 
is  a non-skilled  service  without  regard  to  who 
actu.illy  provides  the  service. 

(c)  What  is  “noncox'ered  rare!’’  A?iy  level  of 
care  less  intensive  than  extended  care.  Eorm- 
erly.  all  noncovered  care  was  referred  to  as 
“custodial  care.” 

(d)  l\  hat  are  the  re.\f)onsibilities  of  the  at- 
tending physician  and  hospital!  The  attending 
physcian  customarily  plans  in  advance  for  the 
needs  of  his  patient  including,  where  appro- 
1)1  iate.  transfer  from  a hospital  into  an  ex- 
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tended  care  facility.  The  hospital  can  and 
should  aid  in  this  planning  process.  Following 
is  the  pieterred  approach: 

1.  A\'hile  the  patient  is  in  the  hospital,  a medi- 
cal inlormation  summary  should  be  prepared 
inchiding  the  physician’s  orders  lor  the  j)a- 
tient's  care  in  the  facility,  a profde  of  the 
patient’s  condition,  and  the  services  expected 
to  be  needed. 

2.  This  summary  should  l)e  submitted  by  tlie 
hospital  to  the  facility  prior  to  the  time  of 
the  transfer  of  the  patient. 

3.  If  the  summary  is  to  he  incorporated  into 
a form,  it  may  be  incorporated  into  a stand- 
ard form  agreed  to  by  the  intermediary  and 
the  providers  of  service. 

When  this  information  has  not  been  std)- 
mitted  in  advance  as  indicated  above,  alter- 
nate approaches  should  be  used  to  supply  the 
needed  information.  We  have  been  advised 
by  the  meilical  profession  that  good  patient 
care  requires  the  extended  care  facility  to 
have  available  by  the  time  of  admission,  in 
writing,  the  required  patient  care  informa- 
tion. The  written  data  may  in  some  instances 
be  preceded  by  telephone  orders  which  woukl 
make  possble  advance  preparations  for  care. 

(e)  What  procedures  should  extended  care 
facilities  folloiv?  If  adequate  information  is  re- 
ceived, requiring  it  to  furnish  skilled  services 
which  are  obviously  covered  care,  no  special 
action  need  be  taken  by  the  ECF.  However, 
if  the  ECF  thinks  there  could  be  reasonable 
doubt  upon  admission  that  the  care  is  covered 
(or  if,  during  the  ECF  stay,  there  is  a signifi- 
cant change  in  the  level  of  care),  it  should 
take  these  steps: 

1.  Complete  a “medical  information  form”  or 
eqiuvalent  (by  the  ECF”s  diiector  of  nursing 
services,  the  charge  nurse,  or  a physician) 
based  on  the  attending  physician’s  orders  and 
the  transfer  hospital’s  medical  information.  A 
copy  of  the  hospital’s  information  summary 
or  the  attending  physician’s  orders  would  gen- 
erally be  an  acceptable  substitute. 


2.  Forward  this  medical  information  to  the 
intermediary  within  48  hours  of  admission  or 
when  a change  in  the  fevel  of  care  raises 
doidits  as  to  coverage. 

3.  T he  utili/ation  review  committee  should 
review'  promptly  each  admission  where  there 
is  a question  of  whether  the  required  level  of 
care  is  covered  to  help  screen  out  claims  for 
care  which  are  ob\  iously  noncovered. 

4.  To  minimize  the  need  for  recontact  by  the 
intermediary,  the  utili/ation  review  commit- 
tee should  record  the  skilled  services  it  con- 
siders to  justify  extended  care  on  a medical 
information  or  other  form,  and  the  informa- 
tion shoufd  be  included  with  any  submission 
of  utilization  review'  committee  findings  by 
the  extended  care  facility  to  the  intermediary. 

(1)  ]Vhat  actions  iciU  the  intermediary  take  in 
its  determ i nations? 

1.  Process  medical  information  forms  prompt- 
ly and  inform  the  ECF  of  the  results. 

2.  W here  the  care  is  deemed  covered,  reim- 
burse the  ECF  as  long  as  the  patient  requires 
that  level  of  care,  up  to  the  maximum  bene- 
fits. 

3.  Wdiere  the  ECF  is  conscientiously  carrying 
out  the  procedures  listed  above  in  each  ques- 
tionable case,  the  intermediary  will  presume 
that  a case  with  unclear  evidence  is  covered 
up  to  the  time  when  the  ECF  is  advised  that 
additional  evidence  and  evaluation  by  the  util- 
ization review  committee  is  required.  How- 
ever, if  the  ECF  has  not  been  following  the 
recommended  procedure  for  questionable 
cases  described  above  in  (e),  retroactive  denial 
may  be  made  back  to  the  date  of  admission  or 
any  subseeptent  date  established  by  the 
evidence. 


204th  Annual  Meeting 

May  16-19,  1970 
Atlantic  City 
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PHYSICIANS 
SEEKING  LOCATION 
IN  NEW  JERSEY 

(Listed  ill  order  of  receipt) 

The  following  physicians  have  written 
to  the  Executive  Offices  of  MSNJ  seek- 
ing information  on  possible  opportu- 
nities for  practice  in  New  Jersey.  The 
information  listed  below  has  been  suv- 
plied  by  the  physician.  If  you  are  in- 
terested in  any  further  information 
concerning  these  physicians,  we  suggest 
you  make  inquiries  directly  of  them. 

CARDIOLOGY— Richard  Hclfanl,  M.D.,  Peter  Hent  Brig 
liani  Hospital,  Boston,  Afassachiisetls  0211,5.  \5  T — 
Bellevue  196.^,  Board  eligihle.  Cardiac  liithcrization 
laboratory  in  hospital.  Availahle  Julv.  1970. 

DERMATOLOGY— fdiarles  W’asilewski,  |r.,  M.l).,  205  Oak 
.Street.  Damille,  I’ennsyliania  17821.  Jedetson,  19t),8. 
BoartI  eligihle.  Mnhispet iaitv  group,  .\\ailahle  Inlv 
1969. 

Fretleric  R.  Rothman,  M.l)..  Q 845.  Christv  Court. 
Naval  .-\ir  Station,  Pensacola,  Florida  .82508.  Michi- 
gan, 1964.  Board  eligible.  Partnershi|)  or  grtiup. 
Available  July  1970. 

INTERNAL  MEDICINE— Chaim  Charytan.  M.l).,  109 

Eastridge  Drive,  San  AiUotiio,  Texas  78227.  Einstein 
College  of  Medicine.  1964.  Board  eligible.  Sub- 
specialty, nephrology.  Solo,  partnership,  group,  or 
institution.  Available  July  1970. 

Noel  I.  Robin,  M.D.,  19  Lake  Shore  Court,  Brighton. 
Massachusetts  02135.  Dovvnstate  Medical  Center 
(NYU),  1965.  Board  eligible.  Subspecialty,  endocri- 
nology. Group  (teaching  hospital  and  metiical  school 
affdiation).  Available  July  1970. 

OBSTETRICS  AND  GYNECOLOGY-Eouis  V.  Miller.  M.l).. 
353  Rolling  Hill  Road,  F.lkins  Park,  Pennsylvania 
19117.  Ohio  State,  1959.  Board  eligihle.  Group  or 
partnership.  Available  July  1969. 

Stan  P.  Smith,  M.D.,  3702.-\  Spruce  Street,  Dover, 
Delaware  19901.  Temple,  1964.  Board  eligible.  Part- 
nership. Available  September  1970. 

PEDIATRICS— Franz  Hummert,  NED.,  58  Pine  Grove  Fer- 
race.  Newark  07106.  Muenster,  West  Germanv  1961. 
Board  eligible.  Group  or  partnership,  .\vailahle 
November  1969. 

Deborah  Chernock  (Block),  M.D.,  536  Wyiulham 
Road,  Teaneck,  New  Jersey  07666.  University  of 
Chicago,  1966.  Associate  or  group.  .Available. 

SURGERY— Malcolm  H.  Sawyer,  M.D..  HQ.  3rd  .Air 
Force,  Box  1563,  .APO  New  York  09125.  Northwest- 
ern, 1936.  Board  eligible.  Industrial  or  administra- 
tive. Available  September,  1969. 

AV'arren  X.  Collmann,  M.D.,  77  Penn  Drive,  NVest 
Chester,  Pennsyhania  19380.  Universitv  of  Pennsyl- 
vania, 1950.  Board  certified.  Group,  parttiership,  or 
solo.  Available. 


Pun  Fai  Niien,  M l).,  113  I SPH  Hospital.  l.atMon. 
Oklahoma  73501.  St  l.ouis  Uniwisits  Sdnxd  ol  Mod 
itinc,  I960.  Board  eligible,  (.loup.  Available  Oclobei 
1969. 

I rancis  M.  Bohan,  M l).,  229  Di(  kman  Drive,  l ime- 
stone.  .Maine  01750.  Coinell,  19(i3.  Boaid  eligihle. 
.\ssociate  oi  group.  Available  Julv  1970. 

•Ali  Ghazi,  M l)  . 195  Adams  Stieet.  Brookivn.  New 
5 ork  I 1201.  Univeisilv  ol  I eheran.  1958.  Boaid 
eligible,  .\ssociale  or  group.  .Vvailable. 

Ignacio  M.  Cruz.  M.D..  1038  58lh  Street  (\\(«>dside) 
New  A'ork,  New  5’ork  11377.  Univeisiiv  of  Santo 
1 omas,  1959.  Boaid  ceitified.  (>ronp,  partnership,  or 
full  lime,  .\vailable. 


Communicable  Diseases 
In  New  Jersey 

The  following  eoinmnnit able  diseases  were 
reported  to  the  Division  of  Preventable  Dis- 
ea.ses  during  August  llKil). 


AuirilSl  1969 

.Ticgic.s/  I96S 

.Aseptic  Meningitis 

12 

72 

Primarv  F.nccphali 

lis  2 

7 

Post -Infectious  F 

aicephalitis  0 

1 

Hepatits.  Foial 

197 

161 

Infectious 

164 

127 

.Serum 

33 

34 

Malaria 

22 

10 

Military 

Civilian 

It) 

3 

4 

(i 

Meningococcal  Meningitis  4 

4 

Militarv 

1 

t) 

Civilian 

3 

(1 

(ierman  Measles 

13 

2 

Measles 

32 

26 

Salmonella 

45 

70 

Shigella 

15 

16 

Mumps 

19 

28 

Tuberculosis 

Modern  drugs 

have  revolutionized 

the  man- 

agement  of  tubereulosis  Ironi  tlie  standpoini 
of  hospital  treatment,  home  rare,  preventive 
tberajiy,  and  jTublic  health.  I he  need  lor  hos- 
pital care  has  been  redntetl  ;tnd  in  many  in- 
stances eliminated  by  ellective  therapeutic 
regimens  th;it  produce  more  rajiid  cures  and 
inteirupt  the  communic tibility  of  the  j)atient's 
disease  even  though  organisms  still  m;iy  be 
excreted.  Preventive  therapy  administered  to 
family  and  household  a.s,sociates  of  ca.ses,  even 
before  the  tuberculin  test  becomes  positive, 
minimizes  chances  of  tuberculosis  in  these  in- 
dividuals. 
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The  general  hospital  can  now  safely  and 
effectively  treat  tuberculosis  patients  who 
need  hospitalization,  utilizing  anti-tuberculosis 
drugs  and  modern  infection  control  methods. 
The  greatest  hospital  and  community  risk  is 
the  unrecognized  case.  The  use  of  the  general 
hospital  for  tuberculosis  patients  is  recom- 
mended by  the  U.S.  Public  Service,  the  Ameri- 
can Thoracic  Society,  and  the  National  Tu- 
berculosis Association. 

New  Rules  and  Recommendations  for  Tuber- 
culin Testing  developed  by  the  State  Depart- 
ment of  Health  and  the  State  Department  of 
Education  for  tuberculosis  surveys  in  New  Jer- 
sey schools  specify  that  an  intradermal  tuber- 
culin test  (as  the  initial  means  of  screening) 
w'ill  be  given  to  all  pupils  of  the  1st,  5th,  9th 
and  12th  grades,  post-graduates,  special  edu- 
cation categories,  new  admissions,  and  all  full 
time  and  part-time  employees. 

An  important  consideration  for  the  family 
physician  is  that  the  tuberculin  test  identifies 
persons  who  have  had  a tuberculosis  infection 
in  order  that  they  may  be  evaluated  for  dis- 
ease, treatment,  and  preventive  therapy  with 
isoniazid.  The  positive  tuberculin  test  also 
indicates  that  the  reactor  has  been  exposed 
to  a possible  source  of  tuberculosis.  In  this 
respect,  examination  of  family,  household, 
and  close  associates  of  reactors  can  uncover 
potential  sources  of  infection.  Local  health 
authorities  are  interested  in  arranging  for  the 
examination  of  these  associates. 

Preventive  treatment  for  reactors  is  recom- 
mended by  the  U.S.  Public  Health  Service 
since  chemoprophylaxis  can  reduce  future 
morbidity  from  tuberculosis  50  to  75  per  cent. 
Extensive  chemoprophylaxis  in  tidjerculin 
school  reactors,  household  contacts  of  a case, 
and  other  high  risk  individuals  would  prob- 
ably reduce  Ity  300,000  the  number  of  cases  in 
the  U.S..\.  in  the  next  15  years.  The  recom- 
mended dose  of  isoniazid  for  chemoprojjhy- 
laxis  is  300  milligiams  per  day  for  adults  and 
10  milligrams  per  kilogram  of  body  weight 
per  day  for  children,  not  to  exceed  300  milli- 
grams j)er  day,  to  be  administered  in  a single 
daily  dose  for  twelve  months. 


The  Senior  Center's  Clinic 

A survey  showed  that  a high  ratio  of  the 
senior  members  of  the  Newark  Day  Center 
were  living  on  an  income  consisting  only  of 
social  security  which  in  many  cases  averages 
$75  per  month.  Spurred  on  by  this,  the  center 
opened  a medical  clinic  for  its  members.  This 
was  done  in  October  1968.  The  staff  consisted 
of  a volunteer  doctor  and  a Red  Cross  nu- 
tritionist, a technician,  and  a social  worker. 
Many  have  been  unable  to  afford  Medicare 
because  of  the  $50  deductible  each  year.  This 
must  be  paid  out  of  their  meager  incomes  be- 
fore they  are  reimbursed  80%  of  the  cost  of 
each  visit.  Hospital  clinics  are  not  free  and 
the  results  have  been  a desperate  lack  ol 
medical  care  for  these  people.  The  Executive 
Director  of  the  Day  Center  writes  as  follows: 

W'e  have  found  many  of  them  suffering  from 
nutritional  defects,  not  only  from  lack  of  es- 
sential foods,  but  also  poor  choice  of  foods. 
We  found  many  cases  of  severe  anemia.  Also, 
there  are  vitamin  deficiencies  to  be  corrected. 
Many  are  greatly  underweight  and  require 
special  programs  for  rebuilding  body  weight. 
Many  were  hyperglycemic.  Now  we  set  aside 
one  day  a week  when  we  feed  them  a meal 
advocated  by  the  Diabetic  Association.  Two 
hours  later  we  take  a blood  test.  Those  who 
are  positive  see  a nutritionist,  who  works  out 
their  dietary  needs.  Our  social  worker  calls  on 
\Velfare  for  additional  money  to  make  it  pos- 
sible for  these  people  to  get  what  they  need 
including  insulin  or  oral  diabetic  tablets.  Our 
nutritionist  gives  pointers  on  how  to  buy  and 
prepare  food. 

We  approached  an  ophthalmologist  in  Netv- 
ark  who  gave  tests  for  glaucoma  and  examined 
the  fundi  for  hemorrhage  and  arteriosclerosis. 
He  advised  a number  of  them  to  go  to  the 
hospital  clinic  for  treatment.  This  is  a pre- 
sentive  program. 

Our  ne.xt  problem  svas  how  to  get  money  to 
pay  for  prescriptions.  Drugs  are  expensive  and 
prescriptions  can  cost  up  to  $4  for  one.  All 
the  good  done  in  examining  ami  prescribing 
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was  lost  because  they  could  not  alTord  such 
payments.  Many  refused  to  have  Welfare  ap- 
proached for  payment  and  preferred  to  main- 
tain their  independence  and  do  without.  To 
date  we  have  interested  a friend  of  the  Center 
to  pay  for  these  drugs  which  we  give  our  mem- 
bers at  no  cost  to  themselves.  Unfortunately 
we  can’t  expect  private  individuals  to  con- 
tinue to  give  and  w'e  must  turn  to  sources  that 
can  be  continuing  in  their  support  of  our 
work. 

-Many  of  our  members  are  living  on  soup, 
bread,  tea,  and  sweet  buns.  To  assist  in  this 
problem  we  serve  a well  balanced  meal  daily. 
It  consists  of  meat,  vegetables,  bread  and  but- 
ter, dessert,  and  a beverage.  Those  who  are 
able  to  pay,  are  charged  50^. 

This  Day  Center  for  senior  citizens  is  at  305 
Halsey  Street  in  Newark.  Its  physician  staff 
includes  Anna  R.  Shults,  M.D.,  Sisina  Greco, 
M.D.,  and  J.  Wallace  Hurff,  M.D.  Ruth 
Clarke  is  the  social  worker  and  Wilma 
.\llwoerden  is  the  technician  and  nurse. 


The  Seven  Pillars  Of  Sanity* 

In  a world  seemingly  gone  mad  with  power, 
money,  and  political  desperation,  one  won- 
ders what  has  happened  to  sanity,  and  what 
actually  keeps  societies  from  collapsing.  For- 
tunately, there  are  always  a few  plaintive 
voices  crying  in  the  wilderness. 

Mankind  must  constantly  make  use  of  such 
constructive  pillars  as  the  following:  Wisdom, 
Compassion,  Understanding,  Forgiveness,  Sim- 
plicity, Patience,  and  Humor. 

Wisdom  cries  its  wares  in  the  market  place, 
and  no  one  listens;  for  wisdom  is  the  culmina- 
tion of  a lifetime  of  experience  and  con- 
templation-illumination. It  is  the  “heavenly 
light  for  man.” 

Compassion  is  the  distillate  of  human  suffer- 
ing, and  the  willingness  to  share  the  painful 
iriumphs;  the  desire  and  hope  for  the  in- 


dividual’s greatest  potentialities  in  equality 
and  opportunity. 

Understanding  is  the  tender  thread  weaving 
in  and  out  of  our  years,  supplementing  what 
has  already  been  learned  to  what  needs  to  be 
learned  about  man  and  humanity.  It  is  the 
“unlearning-learning”  process-in-continuum, 
assuring  us  clarity  and  succinctness  concern- 
ing human  relationships  and  our  own  pecu- 
liar identities. 

Forgiveness  is  the  delicate  bridge  of  com- 
munication that  allows  children  and  parents, 
husband  and  wife,  neighbor  and  stranger,  to 
live  peacefully  together,  appreciating  the 
similarities  and  differences  that  make  the 
human  family.  Human  balances  and  controls 
are  precariously  camouflaged  in  modern  so- 
cieties. 

Simplicity  is  the  essential  needed  for  restor- 
ing order  out  of  chaos,  so  tliat  each  human 
urge  and  desire  fulfill  reasonable  and  equit- 
able criteria  for  accomplishment  without  ex- 
pansive rhetoric. 

Patience  is  that  rare  quality  of  achievement 
emerging  from  a long  apprenticeship  to 
humility,  service,  selflessness,  and  sincere 
altruism. 

Humor,  the  last  pillar,  is  the  leavening  talent 
that  allows  tragedy  to  be  diluted,  ignorance  to 
be  levitated,  bitterness  to  be  seasoned,  vul- 
garity to  be  pivoted,  and  reality  to  be 
cushioned.  It  is  the  one  pillar  that  finally 
makes  the  temple  of  sanity  architecturally 
sound  and  subtly  beautiful. 

Man  must  not  sit  by  indifferent  or  psychologi- 
cally bewildered  by  events  that  seem  beyond 
his  comprehension  and  solution.  Modern 
civilization  is  a deception-mirage  that  man  is 
a thinking  animal,  aware  of  his  responsibili- 
ties and  ready  to  act  judiciously.  It  is  today  a 
gross  exaggeration,  for  most  humans  prefer 
the  easy  way  of  manipulating  their  lives,  with 
minimum  involvement  in  responsible  manage- 
ment and  lackadaisical  laissez-faire  mananas. 

• Reprinted  from  the  March  1968  Journal  of  the 
Florida  Medical  .Association. 
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Pascal,  the  great  French  philosopher-mathe- 
matician, saw  man  as  ridiculous  and  grotes- 
que, and  elaborated  upon  his  follies.  Chekov, 
the  great  Russian  Avriter,  refused  to  teach  or 
cure,  knowing  the  frailties  and  foibles  of  the 
human  race. 

•\11  of  us,  at  times,  become  philosophers  or 
poets  in  moments  of  anguish  about  the  “hu- 
man condition,”  pawns  and  victims  of  cir- 
cumstances beyond  our  control.  Often  tve  re- 
flect too  lightly  upon  the  pillars  of  sanity. 
Only  master  builders,  visionary  dreamers, 
optimistic  realists,  and  impractical  practi- 
calists  know  what  can  be  accomplished  in 
their  lifetime,  and  what  must  be  done  for 
future  generations  to  bring  about  some  sem- 
blance of  unity  and  harmony  before  panic 
buttons  put  an  end  to  all  our  strivings. 

1.  Leo  Fishbein,  M.D. 

Mevmi  Be.ach 


Booklet  On  Drug  Abuse 

“In  the  final  analysis,  playing  games  with  the 
truth  has  historically  been  demonstrated  to  be 
a mistake.” 

Fhese  are  the  words  of  the  National  fnstitute 
of  Mental  Health,  speaking  about  the  need  to 
communicate  honestly  with  young  people  on 
the  use  of  drugs.  7'his  provides  the  Ijasis  for  a 
48-page  book  on  drug  abuse  pid^lished  by  the 
National  .Vssociation  of  Blue  .Shield  Plans.  It 
is  offeretl  free  by  our  Blue  Shield  Plan. 

/h;/g  Abuse:  The  CAiemical  Cop-Out  dispells 
romantic  delusions  of  drugs.  It  separates  the 
facts  from  the  myths  for  both  adults  and 
young  people.  Indeed,  parents  are  more  lack- 
ing in  knoAvledge  about  drugs  than  their 
teenagers.  John  Finlator,  associate  ilirector  of 
the  Federal  Bureau  of  Narcotics  and  Danger- 
ous Drugs,  says: 

" I hcre  is  one  tiling  I think  we  are  all  missing  tlie  lioat 
on.  I h:tt  is.  we,  wlio  ;ire  iti  authority,  fiiul  ourselves 
ignorant  ahout  tlie  driig  prohlcm  aroutui  ns.  I he 


school  teacher,  the  parent,  the  school  administrator, 
the  hnsinessman.  and  the  housewife  are  all  ignorant 
ahout  the  prohlem.  I hus.  when  a voting  person  starts 
talking  ahout  drugs,  neither  his  parents  nor  his 
teachers  are  really  able  to  keep  up  with  him.  If  we  are 
going  to  solve  the  drug  jirohlem.  we  must  do  so 
through  an  eflective  educational  process,  and  one  that 
can  be  accepted." 

The  four-color  booklet  features  many  photo- 
graphs taken  during  the  filming  of  three  tele- 
vision specials  on  drug  abuse  being  sponsored 
on  television  stations  by  local  Blue  Shield 
Plans.  The  three  films  are  narrated  by  Robert 
Mitchum,  Paul  Newman,  and  Rod  Steiger. 

Chemical  Cop-Out  explains  many  of  the  phy- 
sical and  emotional  effects  of  marijuana,  the 
amphetamines,  LSD,  mescaline,  and  other 
drugs.  It  explores  the  sociologic  and  psy- 
chologic  reasons  lor  abusing  drugs  and  how 
society  is  reacting  to  the  use  ol  chemicals  as  a 
means  for  e.scape.  In  tlie  booklet,  Robert 
Petersen,  M.D.  observes: 

Tarents  are  frightened,  and  you  can  certainly  under- 
stand why.  They  tenii  to  believe  the  notion  that  a 
joint  of  marijuana  is  the  first  step  to  becoming  a hope- 
less junkie,  or  something  of  this  sort,  to  the  \erv  realis- 
tic dangers  of  the  kid  getting  arrested." 

Dr.  .\lfred  Freedman  of  the  New  York  Medi- 
cal College  comments  on  one  aspect  of  youth’s 
involvement  with  drugs: 

"ft's  not  so  much  the  plnsical  dangers  of  drtigs  which 
do  exist  or  that  thev  will  heconie  criminallv  insane, 
which  is  rididilous,  hut  rather  that  thev  are  develop- 
ing an  inward  reality  that  is  more  meaningful  to  them 
than  mainiaining  a concern  with  society  in  general.  W'e 
are  in  \ery  difficult  times,  and  the  participation  of 
evervone,  particularlv  the  vounger  people,  is  extreme- 
ly important.  If  the  focus  of  their  lives  hecomes  cen- 
tered ujKin  drtigs.  we  are  losing  something." 

Fhe  booklet  explores  the  distribution  system 
of  drugs  including  highly  profitable  heroin 
and  the  lucrative  popular  marijuana.  A kilo- 
gram of  marijuana,  whicli  starts  out  selling 
for  $2,  may  wind  up  bringing  as  much  as 
.S500. 

Methods  for  treating  hartl  drug  addicts  are 
also  explored.  The  work  at  research  and  thera- 
peutic centers,  including  the  federally-op- 
erated hospital  in  Lexington,  Kentucky  and 
Daytop  \'illage  in  New  York  City  are  dis- 
cussed. 
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Oltered  here  is  a realislic  insiglit  into  tlie 
problem  by  authorities  iti  tlie  fields  of  hiw  en- 
lorcement,  medicine,  and  psychology.  It  is 
pointed  out  that  society  must  t;ike  the  initia- 
tive in  seeking  to  change  those  factors  in  the 
environment  which  are  conducive  to  using 
drugs  as  a means  for  escape. 

The  World's  First 
Rubella  Vaccine 

\ wcjman  who  contracts  rubella  duriug  the 
first  month  of  pregnancy  faces  a 50  to  90  per 
cent  chance  of  giving  birth  to  a grossly  ab- 
normal baby.  7’his  ratio  decreases  to  about 
10  per  cent  in  the  third  month— still  an  tin 
pleasantly  high  figure  for  any  pregnant 
woman.  Indeed,  in  the  1904-1905  rubella  epi- 
demic in  the  United  States  there  were  some 
20,000  birth  abnormalities  or  fetal  deaths. 

Since  1941,  when  the  pregnancy  haztirds  of 
German  Measles  were  first  revetiled,  there  has 
been  constant  (but,  until  now,  unsuccessfid) 
efforts  to  develop  a rubella  vaccine.  .An  or- 
ganized scientific  approach  to  this  began  in 
1902  when  scientists  at  Harvard  and  the  WOd- 
ter  Reed  Army  Medical  Center  succeeded  in 
isolating,  identifying,  and  growing  the  ridiclla 
virus  in  laboratory  tissue  cultures.  The 
Harvard  researchers  were  Drs.  Thomas  H. 
A\"eller  and  Franklin  .A.  Neva,  and  those  at 
\Valter  Reed  were  Drs.  Paid  D.  Parkman, 
Edward  L.  Buescher,  and  Malcolm  S.  .Arten- 
stein. 

On  April  3,  1909,  Switzerland  granted  the  first 
license  in  the  world  for  a vaccine  to  prevent 
rubella  to  Recherche  et  Industrie  'Fheraiteu- 
tiques  (R.I.T.),  a Belgian  subsidiary  of  Smith, 
Kline  and  French.  The  license  was  granted 
for  a vaccine  using  the  live  “Cendehill”  virus 
strain.  The  “Cendehill”  strain  was  developea 
by  R.I.T.  The  vaccine,  grown  primarily  in 
rabbit  kidney  cell  cultures  and  manufactured 
at  R.I.T.  has  been  available  for  general  use  in 
Switzerland  since  spring.  .An  application  for 
license  is  being  considered  by  the  Division  ol 


Biologies  Standards  of  the  U.S.  Public  Health 
Servic  e. 

More  than  (it), 000  persons  throughout  the 
world  have  been  inotulated  with  the  “(iende 
hill”  vaccine  during  clinical  trials  which  have 
demonstrated  it  to  be  sale  and  ellettive  lor 
all  age  groups.  'Phis  strain  was  isolated  in 
Belgium  by  .Abel  Prinzie,  .M.D.,  R.l.  I .’s  Di- 
retior  of  Research  and  Development.  The  de- 
velopment of  a vaccine  started  at  the  Biologies 
Department  of  R.l.  I.  in  1963  and  has  pro- 
gre.ssed  under  the  direction  of  Constant 
Huygelcn,  D.V..M.,  Director  of  the  Biologies 
Dejjartment,  and  Dr.  Prinzie. 

I he  vaccine  has  been  tested  in  closed  studies, 
family  studies,  and  large-scale  open  studies  in 
the  Americas,  \\'eslern  Europe,  the  Caribbean, 
.Asia,  and  .Africa.  Used  largely  in  children, 
young  girls,  and  achdt  women,  it  has  caused 
no  significant  clinical  symptoms  and  no  sig- 
nificant adverse  reactions.  .Arthralgia  mani- 
festation are  minimal  in  the  “high-risk" 
group  of  susceptible  women. 

The  vaccine  has  achieved  seroconversion  rates 
averaging  97.5  per  cent  in  large-scale  open 
studies  .seven  to  nine  weeks  after  vaccination. 
I'he  vaccine  is  said  to  be  safe  for  the  environ- 
ment and  does  not  spread  to  susceptible  sidi- 
jects  ke]>t  in  close  contact  with  the  vaccine. 

Tn  addition  to  this  rabbit  kidney  (“CciulchiH”) 
strain,  the  U..S  Public  Health  .Service  is  now 
considering  another  preparation  grown  in 
duck  endtryo  or  dog  kidney  cell  cidture  sys- 
tems. tentatively  identified  as  HP\’-77.  ex- 
perimental vaccines  produced  in  accordance 
with  the  standards  have  undergone  extensive 
community  testing  in  the  United  States  and 
abroad.  I'wo  manufacturers,  .Merck.  Sharpe 
and  Dohme,  and  Philips  Roxane  Laboratories 
have  i)roclucecl  vaccines  ba.sed  on  this  strain. 

Dr.  Robert  .\.  Marston,  National  Institutes  of 
Health  Director  said,  ‘A\’e  hope  that  more 
than  one  vaccine  will  be  available.  Regida- 
tions  covering  the  use  of  other  virus  strains 
and  cidture  media  for  rubella  vaccine  inocluc- 
tion  will  be  formulated  on  the  basis  of  exten- 
sive tests  now  going  on.” 
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ANNOUNCEMENTS 


Intensive  Coronary  Care 

The  Montclair  Community  Hospital  an- 
nounces a colloquium  on  the  care  of  the  pa- 
tient in  the  intensive  coronary  unit.  This 
seminar  will  be  held  from  4 to  6 p.rn.  on  \\’ed- 
nesday,  October  15  in  the  Conference  Room 
of  the  hospital  at  122  Harrison  Avenue,  Mont- 
clair. The  program  is  approved  for  four  hours 
by  the  AAGP.  For  further  information,  write 
to  Dr.  Milton  Luria  of  69  Fairview  Avemte, 
Verona,  New  Jersey  07044. 

Comparative  Health:  People  And  Animals 

On  Wednesday,  October  15,  1969,  the  New 
Jersey  Public  Health  Association  (with  the 
cosponsorship  of  The  Medical  Society  of  New 
Jersey)  will  hold  its  special  program  on  “com- 
parative behavior  patterns  in  men  and  ani- 
mals.” The  meeting  will  be  at  the  Greenbrier 
Restaurant  on  U.S.  Highway  No.  1,  just  out- 
side of  New  Brunswick.  Dr.  .Vrnold  M.  Kal- 
len.  Superintendent  of  the  Essex  County 
Overbrook  Hospital,  will  preside  at  the  morn- 
ing meeting  and  Dr.  Nicholas  A.  Bertha, 
President  of  The  Medical  Society  of  Ncav 
Jersey,  will  moderate  the  afternoon  session. 
.\n  unusual  program,  with  a star-studded 
faculty,  has  been  provided.  For  more  details 
atid  registration,  write  to  Veterinary  Public 
Health  Program,  Box  1540,  Trenton,  New 
Jersey  08625. 

Seminar  On  Proctology 

Starting  on  October  .SO,  1969,  there  will  be  a 
three-day  conference  at  the  Holiday  Inn  in 
.\tlantic  City  on  modern  proctologic  technics. 
Fhe  s])on.soring  agency  is  the  Northeastern 
Proctological  Conference,  which  includes  the 
New  Jersey  Proctologic  Society,  the  Pennsyl- 
vania .Society  of  Colon  and  Rectal  Surgeons, 
the  New  England  Proctological  .V.ssociation. 
and  the  New  York  Society  of  Colonic  Surgeons. 
Social,  as  well  as  scientific,  sessions  are  plan- 
ned. For  details,  write  to  Dr.  I.  G.  Larkey, 
1199  Clinton  .\vcntie,  Irvington,  New  Jersey 
07111. 

.5!  10 


Clinical  Application  Of  Basic  Sciences 

The  November  program  of  the  Burlington 
County  Memorial  Hospital’s  series  on  clinical 
application  of  the  basic  sciences  will  cover 
endocrine  problems  on  the  6th,  hematologic 
problems  in  pregnancy  on  the  13th,  and 
microsurgery  of  the  ear  on  the  20th.  The 
meetings  are  held  at  3:30  p.m.  in  the  T.  J. 
Summey  Building  at  the  hospital.  A.\GP 
gives  H/2  credits  per  session. 

For  registration  and  further  information, 
please  contact  J.  R.  Wolgamot,  M.D.,  Director 
of  Medical  Education,  Burlington  County 
Memorial  Hospital,  175  Madison  Avenue, 
Mount  Holly  08060. 

Colloquium  On  Sexual  Inadequacy 

New  Jersey  physicians  have  an  opportunity 
to  hear  the  distinguished  Masters  and  John- 
son team  by  going  to  the  Carrier  Clinic  at 
Belle  Mead  on  "WTclnesday,  November  5.  The 
session  opens  at  1 p.m.  and  closes  at  5 p.m. 
Topic  of  the  clay  will  be  “Rapid  Treatment  of 
Sexual  Inadequacy.”  Belle  Mead  is  halfway 
between  Princeton  and  Somerville,  just  oft 
route  206. 

Otolaryngology  Seminar 

.V  seminar  in  otolaryngology  will  be  held  on 
Wednesday,  November  12,  at  the  Robert 
Freat  Hotel  in  Newark.  The  program,  ar- 
ranged by  the  New  Jersey  Academy  of  Oph- 
thalmology and  Otolaryngology,  has  been  de- 
signed as  a testimonial  to  George  E.  Sham- 
baugh,  Jr.,  M.D.,  professor  of  otolaryngology 
at  Northwestern  University  School  of  Medi- 
cine in  Chicago.  It  opens  at  9 a.m.  with  a 
talk  on  the  ]rresent  status  of  laryngolog)'  by 
(.  P.  Atkins,  M.D.,  chairman  of  bronchoesoph- 
ology  at  the  University  of  Pennsylvania.  At 
9:45  a.m..  Dr.  E.  K.  Hansel  (professor  of 
otolaryngology  at  ^\’ashington  University,  St. 
Uoui.s)  will  speak  on  allergy  in  otology  and 
laryngology.  Dr.  J.  J.  (ioidey  of  New  ^ ork 


I HI'  |()1:R\.\I.  ok  I III-  NH  DICAl.  SOt  ll  lA  OK  XK.W  JKRSKA 


will  then  discuss  head  and  neck  malit>naiu ies. 
The  after-lunch  program  will  be  opened  by 
J.  H.  Ogura,  M.D.,  also  of  Washington  Uni- 
versity. Professor  Ogura  will  discuss  laryngeal 
transplants.  I'he  guest  of  honor,  Dr.  Sham- 
baugh,  will  talk  of  the  past  and  future  of 
otology.  A round  table  seminar  will  follow  at 
4:00  p.m.  The  social  hour  is  set  for  5:30  i).m. 
and  dinner  will  start  at  7 p.m.  In  the  evening 
Dr.  Shambaugh  will  address  the  grou]j  on 
“The  Two  Great  Problems  Facing  The  Prac- 
tice Of  medicine.’’  For  more  details,  write  to 
Dr.  Leon  J.  Schwartz  at  162  Chestnut  Street, 
Rutherford,  New  Jersey  07070. 

Urologic  Pathology 

A course  in  urologic  pathology  — ideal  for  pre- 
paring for  American  Boards  and  useful  for  any 
urologist  — is  being  offered  by  Columbia  Uni- 
versity for  the  ten-day  period  starting  January 
5,  1970.  The  program  is  held  every  Monday 
and  I'hursday  from  3 to  6:30  p.m.  Tuition  is 
$150,  and  you  must  furnish  your  own  micro- 
scope. For  additional  information,  write  to 
Associate  Dean,  College  of  Physicians  and 
Surgeons,  630  \\''est  168th  Street,  New  York 
10032.  Ask  for  the  details  about  graduate 
course,  Urology-PM-1 . 

Surgery  Meetings  Around  The  World 

The  American  College  of  Surgeons  has  sched- 
uled, in  1970,  a January  sectional  meeting  in 
Puerto  Rico,  and  later  in  the  same  month  one 
in  Caracas  and  one  in  Panama  City.  Those 
interested  in  combining  scientific  programs 
with  shipboard  cruises  and  visits  to  foreign 
j3orts  may  get  more  details  from  the  American 
College  of  Surgeons,  55  East  Erie  Street, 
Chicago  60611. 

Learn  While  You  Cruise 

Albany  Medical  College  announces  that  re- 
servations are  now'  being  acceptetl  for  their 
eleventh  medical  seminar  cruise  starting  on 
January  5,  1970.  This  is  a seventeen  day 
cruise  from  New  York  aboard  the  luxurious 
and  distinguished  Gripsholm  of  the  Swedish 
American  Line. 


Polls  ()l  (all  iiulude  X'irgin  Islands,  .\lailim 
(pie,  Barliados,  Frinidad,  \'ene/uela,  Neihet 
lands  Antilles,  Dominican  Republic,  and 
Haiti.  I be  huiilly  ol  .\lbany  Medical  College 
will  jjrescnt  a comprebensive  shipboard  grad- 
uale  program,  (overing  subjeds  in  medif  ine, 
surgery,  pediatrics,  obstetri(s,  and  gynecology. 

F'or  more  inlormation,  write  to  the  Depart- 
ment of  Postgraduate  Medi(  ine,  ,\lbany  .Medi- 
cal (iollege,  .Vlbany,  New  York  12208. 

Chance  To  Study  In  Great  Britain 

(hance  to  study  in  Great  Britain  for  three 
months  is  made  available  under  traveling  fel- 
lowship awards  of  the  Royal  Soc  iety  of  .Medi- 
cine. -A  doctor  who  has  had  at  least  two  years 
of  research  experience  or  specialized  training 
will  have  an  opportunity  to  work  with  col- 
leagues in  Cheat  Britain.  For  more  informa- 
tion, write  to  the  Executive  Director,  Fhe 
Royal  Society  of  Medicine,  20  Broad  Street, 
New  York,  New  York  1005. 

Radiologic  Technicians  Meet 

The  New  Jersey  Society  of  Radiologic  Tech- 
nologists will  meet  in  Atlantic  Cnty  on  .\pril 
24  and  25,  1970.  A program  of  graduate  edu- 
cational material  has  been  provided,  as  well 
as  seminars  aimed  at  technologists  who  arc 
seeking  certification  under  the  new  State  law. 
For  more  details,  write  to  Marilyn  Fay  at  26 
VVcdgewootl  Drive,  Verona,  New  Jersey  07011. 

Ophthalmology:  1970 

Fhe  Nerv  Xork  Eye  and  Ear  Inlirmarx  will 
celebrate  its  150th  anniversary  by  an  exten- 
sive and  intensive  colloc|uium  on  ophthal- 
mology: 1970,  during  the  week  of  May  6. 
.Sessions  will  be  devoted  to  cataract  surgery, 
glaucoma  management,  eyeball  motility,  cor- 
neal cryosurgery,  jnoblcms  in  the  posterior 
segment,  and  surgery  of  the  orbit.  I bis  clinical 
conference  is  sponsoied  by  the  .\lumni  Asso- 
ciation of  the  FAe  and  Ear  Infirmary.  For 
further  details,  write  to  Gerald  Pierce,  M.D., 
Eve  and  Ear  Infirmary,  310  East  14th  Street, 
New  York  10003,  and  mark  vour  envelope 
“Glinical  Gonference.” 
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MEETINGS  OF  MEDICAL  INTEREST 


'Iliis  listing  has  been  compiled  by  tbe  Academy  of  Medicine  of  New  Jersey.  For  additional 
information,  including  exact  time  of  meetings,  write  to  the  society  or  hospital  listed. 


1969 

October 

14  Academy  of  Medicine  of  New  Jersey 
Section  on  Dermatology  and  New 
Jersey  Dermatological  Society 
Elizabeth  General  Hospital 
Elizabeth 

■Skin  Manifestations  of  Regional  Ileitis  and 
Ulcerative  Colitis 

15  Academy  of  Medicine  of  New  Jersey 
Robert  Treat  Hotel 

Newark 

Symposium:  Organ  Transplants 

15  Academy  of  Medicine  of  New  Jersey 
and  American  Cancer  Society 
St.  Elizabeth  Hospital 
Elizabeth 

Chemotherapy  of  Cancer 

15  Academy  of  Medicine  of  New  Jersey 
Section  on  Urology 

Marriott  Motor  Inn 
Saddle  Brook 

Urology  in  Viet  Nam 

16  Burlington  County  Memorial  Hospital 
Mount  Holly 

The  Differential  Diagnosis  of  Jaundice 

16  Academy  of  Medicine  of  New  Jersey 
Passaic  General  Hospital 
Passaic 

Pulmonary  Problems  and  Inhalation  Therapy 

20-24  Newark  Beth  Israel  Medical  Center 
and  Academy  of  Medicine  of  New 
Jersey 

Newark  Beth  Israel  Medical  Center 

Basic  Vectorelectrocardiography 

23  Burlington  County  Memorial  Hospital 
Mount  Holly 

F.ndocrine  and  Physiologic  Sequelae  of  the 
Oral  Contraceptives 

23  .Academy  of  Medicine  of  New  Jersey 
John  E.  Runnells  Hospital 


Berkeley  Heights 

Organization  of  Emergency  Room  Care 

23  Academy  of  Medicine  of  New  Jersey, 
Section  on  Radiology,  and  New  Jersey 
Radiological  Society 
Academy  of  Medicine  of  New  Jersey 
Bloomfield 

Interesting  X-rays  of  the  Month 

25-26  New  Jersey  Heart  Association  and 

New'  Jersey  Regional  Medical  Program 
Atlantic  City 

Seminar  on  Coronary  Care 

29  .Academy  of  Medicine  of  New'  Jersey 
St.  Elizabeth  Hospital 
Elizabeth 
Hypnosis  in  Medicine 

29  .Academy  of  Medicine  of  New'  Jersey 
Section  on  Pediatrics 

Maitland  Hospital 
New'ark 

tVoikshop  on  Cytogenetics 

30  Burlington  County  Memorial  Hospital 
Mount  Holly 

Interservice  Seminar:  The  Role  of  the  Pastor 
in  Death 

31  Academy  of  Medicine  of  New  Jersey 
and  American  Cancer  Society 
Warren  Hospital 

Phillipsburg 
Chemotherapy  of  Cancer 

November 

3 Academy  of  Medicine  of  New  Jersey 
and  American  Cancer  Society 
Atlantic  City  Hospital 
Atlantic  City 

Chemotherapy  of  Cancer 

6 Academy  of  Medicine  of  New'  Jersey 
Overlook  Hospital 
Summit 

Symposium:  Infectious  Diseases 
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()  Burlington  County  Memorial  Hospital 
Mount  Holly 

Certain  Gynecologic  Disorders  and  Endocrine 
Management 

12  New  Jersey  Academy  of  Ophthalmol- 
ogy and  Otolaryngology 

Robert  Treat  Hotel 
Newark 

Seminar  on  Ololaryngolog) 

13  Academy  of  Medicine  of  New  Jersey 
and  American  Cancer  Society,  New 
Jersey  Division 

Morristown  Memorial  Hospital 

Symposium:  Neuroblastoma  in  Children 

13  Burlington  County  Memorial  Hospital 
Mount  Holly 

Hematologic  Problems  in  Pregnancy 

14  Academy  of  Medicine  of  New  Jersey 
Warren  Hospital 

Phillipsburg 

Organi/ation  of  Coronary  Care  Units 

15  St.  Barnabas  Medical  Center 
Livingston 

Clinical  Applications  of  the  Neural  Sciences 

19  Academy  of  Medicine  of  New  Jersey, 
Section  on  Radiology,  and  New  Jersey 
Radiological  Society 
Academy  of  Medicine  of  New  Jersey 
Bloomfield 

Interesting  X-rays  of  the  Month 

19  New  Jersey  Chapter,  American 

Academy  of  Pediatrics 
Holiday  Inn 
Kennilworth 

Seminar  on  Pediatric  Allergy 

19  New  Jersey  State  Dental  Society 

Semiannual  Session 

20  Academy  of  Medicine  of  New  Jersey 
Englewood  Hospital 

Englewood 
Hypnosis  in  \fedicine 

20  Burlington  County  Memorial  Hospital 

Mount  Holly 
Microsurgery  of  the  Ear 

25  Hunterdon  County  Medical  Society 


December 

3 Academy  of  Medicine  of  New  Jersey 
St.  B;ii  nabtis  1 losjjital 
Livingston 
Svmposium:  Shock 

3 Academy  of  Medicine  of  New  jersey 
St.  Elizabeth  Ilosjrital 

Elizabeth 

Organization  of  Emergency  Room  Gare 

4 Burlington  County  Memorial  Hospital 
Mount  Holly 

Parkinsonism:  Assessment  of  New  Therapeu- 
tic Modalities 

8 Academy  of  Medicine  of  New  Jersey 
and  American  Cancer  Society 

Paul  Kimball  Hospital 
Lakewood 

Chemotherapy  of  Cancer 

9 Academy  of  Medicine  of  New  Jersey 
North  Hudson  Hospital 
^Veehawken 

Workhop  on  Resuscitation 

1 1 Burlington  County  Memorial  Hospital 

Mount  Holly 
Common  Allergic  Emergencies 

18  Burlington  County  Memorial  Hospital 

Mount  Holly 

Crisis  Counseling 

1970 

January 

7 Academy  of  Medicine  of  New  Jersey 
Symposium:  Immunology’  and  Radiation 
Protection 

8 Burlington  County  Memorial  Hospital 

Mount  Holly 

Newer  Anesthetic  -Agents 

15  Burlington  County  Memorial  Hospital 

Mount  Holly 

Diagnosis  and  Medical  Management  of  Gas 
trointestinal  Hemorrhage 

22  Burlington  County  Memorial  Hospital 

Mount  Holly 

Surgical  Management  of  Gastrointestinal 
Hemorrhage 

27  Hunterdon  County  Medical  Society 
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29  Burlington  County  Memorial  Hospital 
Mount  Holly 

Indications  and  Techniques  for  Urinary 
Diversionary  Procedures 

February 

5 Burlington  County  Memorial  Hospital 

Mount  Holly 

Angiographic  and  Echographic  Diagnosis  of 
Genito-Urinary  Lesions 

1 1 Academy  of  Medicine  of  New  Jersey 

Symposium:  “Isotopes  and  Recent  Advances 
in  Radiologic  Diagnosis” 

12  Burlington  County  Memorial  Hospital 
Mount  Holly 

Management  of  Chronic  Renal  Insufficiency 

19  Burlington  County  Memorial  Hospital 

Mount  Holly 

Renal  Transplantation;  Indications  and 
Techniques 

26  Burlington  County  Memorial  Hospital 

Mount  Holly 

Computers  in  Medicine 

•March 

5 Burlington  County  Memorial  Hospital 

Mount  Holly 

Diagnosis  and  Treatment  of  Lymphomatous 
Disease 

10  Academy  of  Medicine  of  New  Jersey 
Section  on  Dermatology  and 
New  Jersey  Dermatological  Society 
Paterson  General  Hospital 
Paterson 

12  Academy  of  Medicine  of  New  Jersey 

Symposium;  Pulmonary  Embolism 

12  Burlington  County  Memorial  Hospital 

Mount  Holly 

Recent  Advances  in  the  Treatment  of 
Leukemia 

19  Burlington  County  Memorial  Hospital 

Mount  Holly 

Chemotherapy  of  Disseminated  Solid  Tumors 

24  Hunterdon  County  Medical  Society 

26  Burlington  County  Memorial  Hospital 

Mount  Holly 

Differential  Diagnosis  of  the  Polycythemic 
States 


April 

2 Burlington  County  Memorial  Hospital 

Mount  Holly 

Management  of  Painful  Syndromes  of  the 
Head  and  Neck 

8 Academy  of  Medicine  of  New  Jersey 
Hoffman-LaRoche 

Nutley 

Symposium:  “Surgical  Management  of  the 
Mind” 

9 Burlington  County  Memorial  Hospital 
Mount  Holly 

Rheumatoid  Arthritis:  Current  Concepts  of 
Differential  Diagnosis  and  Management 

15  Academy  of  Medicine  of  New  Jersey 
Section  on  Dentistry 

Veterans  Administration  Hospital 
East  Orange 

Symposium:  “Preventive  Dentistry" 

16  Burlington  County  Memorial  Hospital 
Mount  Holly 

Fits,  Faints,  and  Funny  Turns 

23  Burlington  County  Memorial  Hospital 

Mount  Holly 

The  Significance  of  Hypoglycemia 

30  Burlington  County  Memorial  Hospital 

Mount  Holly 

Definition,  Etiolog)’,  and  Classification  of  Con- 
gestive Heart  Failure;  The  Pathology  and 
Dynamics  of  the  Failing  Heart 

May 

6 New  Jersey  Heart  Association 
Rutgers 

New  Brunswick 

Myocardial  Infarction  and  Drug  Therapy 

7 Burlington  County  Memorial  Hospital 
Mount  Holly 

Evaluation  and  Medical  Management  of 
Acute  and  Chronic  Heart  Failure 

14  Burlington  County  Memorial  Hospital 

Mount  Holly 

Surgical  Management  of  Heart  Disease  and 
Selection  of  Patients  for  Heart  Transplant 

16-20  The  Medical  Society  of  New  Jersey 

Chalfonte-Haddon  Hall 
Atlantic  City 

Annual  Meeting 
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Dr.  Hugh  M.  Babbitt 

Hugh  M.  Babbitt,  M.D.,  a well  known  Union 
(bounty  orthopedic  surgeon  died  on  August 
19,  1969.  Dr.  Babbitt  was  a 1929  graduate  of 
the  medical  school  of  New  York  University. 
He  was  on  the  active  or  consulting  staffs  of 
the  Somerset  Hospital  in  Somerville,  the 
John  E.  Runnels  Hospital  in  Berkeley 
Heights,  and  the  Muhlenberg  Hospital  in 
Plainfield.  Dr.  Babbitt  had  been  serving  the 
people  of  the  Plainfield-Somerville  area  for 
■JO  years.  He  was  66  at  the  time  of  his  death. 

Dr.  Frank  Bortone 

One  of  our  state’s  pioneers  in  thoracic  surgery, 
Frank  Bortone,  M.D.,  died  on  August  10, 
1969.  Dr.  Bortone  was  a 1912  graduate  of  the 
College  of  Physicians  and  Surgeons  of  Colum- 
bia University.  He  was  an  FACS,  as  well  as  a 
Fellow  of  the  American  College  of  Chest  Phy- 
sicians. He  was  certified  both  by  the  American 
Board  of  Surgery  and  the  American  Board  of 
Thoracic  Surgery.  He  was  active  in  the  af- 
fairs of  our  Hudson  County  Medical  Society 
and  in  the  Academy  of  Medicine  of  New  Jer- 
sey. He  was  affiliated  with  both  the  Aiedical 
Center  and  the  Christ  Hospital  in  Jersey  City. 
Dr.  Bortone  was  80  years  old  at  the  time  of  his 
death.  During  World  War  1,  he  was  a medi- 
cal officer  in  the  Army  of  the  United  States 
and  served  with  the  AEF  in  France. 

Dr.  Wallace  R.  Bostwick 

Possibly  the  only  member  of  our  Society  to 
have  been  a member  of  the  French  Foreign 
Legion  died  on  August  25,  1969.  Born  in 
1898,  Wallace  Robert  Bostwick  received  his 
M.D.  at  the  medical  school  of  Yale  University 
in  1927.  In  1916,  at  the  tender  age  of  18  he 
went  to  P'rance  and  offered  his  services  as  a 
Ked  Cross  ambulance  driver  while  World 
War  I was  raging  across  that  country.  A nati\e 
of  Montclair,  he  returned  to  that  town  after 
his  interneship  and  did  general  practice  there 
until  1935  when  he  moved  to  Blairstown.  He 


was  active  in  medical  and  civic  affairs  in 
Warren  County,  an  elder  of  the  Presbyterian 
Church,  and  an  attending  physician  at  the 
Newton  Hospital. 

Dr.  John  J.  Danielson 

On  August  12,  1969,  at  the  age  of  64,  John  J. 
Danielson  died  after  a short  illness.  He  was  an 
industrial  physician  who  earned  his  M.D.  at 
Georgetown  in  1933.  He  served  as  a major 
in  the  medical  corps  of  the  United  States  from 
1942  to  1946,  and  was  on  the  surgical  stall 
of  the  North  Hudson  Hospital  in  Weehaw- 
ken.  Dr.  Danielson  maintained  an  office  for 
the  private  practice  of  medicine  in  North 
Bergen  and  did  a good  deal  of  committee 
work  for  the  Hudson  County  component  so- 
ciety. He  was  an  active  member  of  the  In- 
dustrial Medical  Association  of  our  state. 

Dr.  Robert  Glynn 

At  the  tragically  early  age  of  52,  Robert 
Glynn,  M.D.,  died  on  July  28,  1969.  Born  in 
1917,  he  earned  his  M.D.  degree  at  St.  Louis 
in  1942.  He  entered  the  Army  of  the  Unitetl 
States  on  completion  of  his  internship.  After 
three  years  of  active  military  service  during 
World  War  II,  he  was  demobilized  and  en- 
tered into  a residency  in  obstetrics  and  gyne- 
cology. Dr.  Glynn  then  engaged  in  the  private 
practice  of  that  specialty  and  was  on  the  staffs 
of  the  Newark  Beth  Israel  Hospital,  the  Kess 
ler  Institute,  and  the  St.  Barnabas  Medical 
Center.  He  was  a diplomate  of  the  .\mericau 
Board  of  Obstetrics  and  Gynecology. 


Dr.  Samuel  M.  Goldstein 

On  August  26,  1969,  Samuel  M.  Goldstein. 
M.D.,  one  of  Essex  County’s  senior  members, 
died  at  the  age  of  77.  Dr.  Goldstein,  a 1917 
graduate  of  the  medical  school  of  New  York 
ITniversity,  was  a well-known  general  practi- 
tioner in  the  Newark  area  until  his  retirement. 
He  had  been  on  the  staffs  of  the  Beth  Israel 
and  Doctors’  Hospitals  in  that  city,  and  was 
active  in  the  affairs  of  his  county  medical  so- 
ciety. 
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Dr.  Joseph  Guarraia 

Boin  in  1898,  Josejih  Guarraia  died  at  the  age 
ot  71  on  ftdy  H,  1969.  He  was  an  alumnus 
ol  the  medical  school  at  the  Ihiiversity  ol 
Siena  in  Italy,  receiving  his  medical  degree 
there  in  192-1.  He  was  active  lor  manv  years 
in  the  Paterson  area,  and  in  the  altairs  ol 
our  Pa.ssaic  County  Medical  Society.  Dr. 
Gtiarraia  served  as  a physician  with  the  Reg- 
ional Office  ol  the  Veterans  .Vdministration. 
He  retiieil  Irom  active  practice  in  1967. 

Dr.  Otto  R.  Holters 

Monmouth  County  practitioners  and  jtatients 
remember  Otto  Holters  with  respect  and  affec- 
tion. He  was  chief  of  surgery  at  .several  hospi- 
tals in  the  Monmouth  County  area.  Born  in 
1896,  he  died  on  .August  24,  1969.  He  received 
his  M.I).  at  Bellevue  in  1919  and  did  graduate 
work  in  surgery  in  the  Monmouth  Memorial 
Hospital.  He  practiced  in  Asburv  Park  for 
many  years  and  was  a diplomate  of  the  .Ameri- 
can Board  of  Surgery.  He  was  a laureate  of 
the  Golden  Merit  .Award  only  last  May. 
Dr.  Holters  was  on  the  factdty  of  the  medical 
school  of  the  University  of  Pennsylvania. 

Dr.  Louise  Lowe 

Louise  Lowe,  M.D.  was  one  of  the  country’s 
relatively  few  women  chest  surgeons.  Born  in 
1905,  she  died  on  August  11,  1969  at  the  un- 
timely age  of  64.  A Bellevue  alumni  (M.D. 
class  of  1941),  she  became  a Fellow'  of  the 
.American  College  of  Chest  Physicians  and  an 
associate  surgeon  at  the  Hackensack  Hospital. 
.She  was  one  of  the  chiefs  of  chest  surgery  at 
Bergen  Pines  Hospital  in  Paramus. 

Dr.  Eugene  A.  Meyer 

One  of  Camden  County’s  earliest  otolaryn- 
gologists, Eugene  A.  Meyer,  M.D.,  died  on 
August  7,  1969  at  Medford  Lakes.  Born  in 
1903,  he  received  his  .M.D.  at  Hahnemann 
with  the  class  of  1927.  For  more  than  three 
decades  he  jtracticed  in  the  (kmulen  area,  an 
ear,  no.se  and  throtil  surgeon  who  was  well 
known  throitghout  south  Jersey.  Dr.  Meyer 
was  a lieutenant  colonel  in  the  medical  corps 
of  the  .Army  of  the  United  States  during 
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W’orld  W’ar  II.  He  w'as  a diplomate  of  the 
.American  Board  of  Otolaryngology,  and  w'as 
chief  of  that  service  at  the  West  Jersey  Hos- 
pital in  Camden. 

Dr.  Karl  Rothschild 

One  of  .Aliddlesex  (bounty’s  earliest  neuro- 
psychiatrists, Karl  Rothschild,  M.D.,  died  on 
August  29  at  the  age  of  72.  Born  in  Germany, 
he  received  his  medical  training  at  both 
F'rankfurt  and  Heidelberg  there,  earning  his 
.M.D.  at  the  latter  institution  in  1921.  .A  few 
years  later  he  came  to  the  US.A  and  settled 
in  Xew'  Brunswuck.  He  did  graduate  work  in 
neurology  and  psychiatry  and  eventually  be- 
came chief  of  that  s])ecialty  at  both  ho.spitals 
in  New  Brunswick.  He  was  also  active  in  the 
field  of  geriatrics.  From  1924  to  1956  he  was 
in  New'  Brunswick  and  then  switched  his  base 
to  Plainfield,  where  he  continued  in  private 
practice  until  his  death. 

Dr.  Erwin  Reissman 

One  of  New  Jersey’s  true  pioneers  in  roent- 
genology, Erwin  Rei.ssman,  died  on  .August  3, 
1969  at  the  age  of  92.  .A  1904  graduate  of  the 
old  Baltimore  College  of  Medicine,  he  entered 
the  specialty  early  and  grew  up  with  it,  be- 
coming director  of  roentgenology  at  several 
hospitals  in  the  Newark  area.  Indeed,  for 
almost  40  years  he  headed  ti])  the  x-ray  depart- 
ment at  Clara  Maa.ss  Hospital.  He  also  .served 
a term  as  president  of  the  .Academy  of  Medi- 
cine of  New  [ersey. 

Dr.  Roy  R.  Schubert 

One  of  Passaic  C-ounty’s  prominent  orthopedic 
surgeons,  Roy  R.  .Schubert,  M.D.,  died  on 
August  28,  1969.  Born  in  1907,  he  received 
his  medical  degree  from  the  George  Washing- 
ton Elniversity  in  1931.  Dr.  Schubert  was 
a Fellow  of  the  .American  Ciollege  of  Surgeons, 
a member  ol  the  distinguished  New  Jersey 
Society  of  Surgeons,  and  of  the  .Vcademy  of 
■Medicine  of  New  Jersey.  Fie  had  been  on  the 
attending  staffs  ol  the  Paterson  General  and 
Hasbrouck  Heights  Hospitals.  During  \Vorld 
War  II  he  served  as  a medical  ollicer  in  the 
U.S.  Navv,  attaining  the  rank  of  Lieutenant 
Ciommander. 
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Morris  Fishbeir?.  M.D.:  An  Aufobiosjraphy.  New  York, 
1969,  Doubleday.  Pp;  505.  Illustrated.  ($10) 

riic  celebrated  affaire  Fishbeiti  which,  years  ago, 
caused  sucli  a stir  in  medical  circles  has  already  re- 
ceded into  history,  and  nuist  mean  little  to  the  present 
generation  of  younger  physicians.  Vet  time  was  wltcn 
the  mere  mention  of  the  name  of  the  controversial 
editor  was  enough  to  throw  some  of  our  more  volatile 
colleagues  into  a state  of  mild  frenzy.  Fishbein  was 
accused  of  being  a Svcngali,  endowed  with  such  powers 
of  fascination  that  those  who  (like  Balaam)  came  to 
curse  remained  to  bless  him.  The  tight  rope  walk 
which  Fishbein  continued  to  perform  under  almost 
forty  A.M.A.  administrations  remains  an  unparalleled 
feat. 

Readers  of  this  autobiographv  will  recognize  that 
Morris  Fishbein  was  (and  happily  still  is)  a man  en- 
dowed with  intelligence,  energy,  imagination,  and  un- 
usual powers  of  persuasion.  Fie  himself  admits  frankly 
that,  with  a few  lines  of  his  pen,  he  was  able  to  “sway 
the  point  of  view  of  almost  the  entire  medical  profes- 
sion." Since  his  reluctant  retirement  some  twenty  years 
ago,  he  has  gone  on  to  great  successes  in  the  editorial 
and  publishing  fields.  For  the  medical  historian,  how- 
ever, he  will  alwavs  be  remembered  as  a protagonist  in 
the  most  serious  internecine  conflict  ever  to  shake 
.-\merican  medicine.  I was  anxious  to  have  Fishbein 
clarify  the  particulars  of  this  episode,  but  unfortunate- 
ly his  account  proves  disappointing.  Instead  of  the  de- 
tailed, fullv-documented,  and  unbiased  review  one 
might  have  expected  the  reader  is  treated  to  a one- 
sided defense  which  fails  to  define  the  issues  or  dissolve 
the  doubts  as  to  whether  the  antagonism  was  directed 
against  those  who  opposed  government  medicine  or 
against  Fishbein  personally.  Rightly  or  wrongly  he  be- 
came the  target  of  the  so-called  liberals  who  eventually 
brought  about  his  downfall. 

.\s  for  the  book  itself  I must  confess,  reluctantly,  that 
reading  this  poorly  organized,  redundant,  and  indigest- 
ible mass  proved  to  be  quite  a chore.  The  anecdota 
Fishbeiniana  invariably  convey  an  overtone  of  self- 
satisfaction  or  self-admiration,  while  the  exercise  in 
name-dropping  must  assuredly  be  the  most  extensive 
ever  carried  out  between  two  covers.  At  a rough  guess 
there  are  no  less  than  seventeen  hundred  persons  listed 
in  the  Index  of  Names.  The  tedium  engendered  by  the 
seeminglv  endless  recital  of  meetings,  conferences,  lec- 
tures, itineraries,  and  celebrities  is  relieved  at  periodic 
intervals  by  welcome  flashes  of  the  famous  Fishbein 
wit.  Yet  one  misses  here  the  Pepysian  humor  and 
grace  which  for  so  many  years  sparkled  in  the  Diary 
of  the  J.-XM.A  columns. 

1 he  discriminating  reader  who  can  skip  lightly  over 
the  pages  of  Fishbein  genealogy  (there  are  more  begats 
than  in  the  Old  Testament)  and  the  fulsome  letters 
written  bv  relatives  (resembling  nothing  so  much  in 
tone  and  theme  as  the  typical  confirmation  speech)  will 
not  fail  to  uncover  some  nuggets  of  real  interest  and 
value.  Fishbein  is  at  his  best  when  he  can  get  far  away 
from  those  pesty  doctors  and  concentrate  on  the 
amenities  of  life.  An  unabashed  hedonist,  he  admits  to 
a love  of  wine,  food,  golf,  bridge,  yachts,  and  above  all 
good  books  and  conversation. 


.Some  of  the  best  [rages  ol  tbe  botrk  relate  to  the  ( hi 
cago  literarv  scene  ol  the  twenties  and  thirties  and  to 
the  interesting  characters  who  met  at  the  local  version 
of  the  .Algoiujuiti  round  table.  Familiar  sketches  of 
such  meir  as  Ben  Hecht.  Horace  I iveright,  and  Henry 
I..  Mencken  make  these  tugged  individualists  come  to 
life. 

I he  chop[)v  stvle  of  the  inveterate  editorial  writer 
with  its  tiitiuated  [raragraphs  and  staccato  sentences 
may  reflect  the  boundle.ss  energy  ol  the  author,  but  is 
not  at  all  conditcive  to  prolonged  oi  relaxed  reading. 
.And  for  a Irook  delaved  in  [rublication  (or  a [reriod  of 
two  years  (ap|>arentlv  so  that  it  would  apjrear  in  lime 
for  the  eightieth  birthday)  there  are  a surprising  num- 
ber of  minor  errors  in  sjrelling  and  F.nglisb.  .And  at 
one  point  we  learn  of  a "librarv  being  rebuilt  . . with 
a shortage  of  books."  Rejiciitions  ahoutul.  and  more 
careful  [troof-reading  would  have  s[)ared  us  the  har- 
rowing thought  that  poor  Fishbein  had  to  undergo 
two  separtite  o|)erations  for  piles. 

I here  are  other  lapses  of  greater  moment.  'I  he  name 
of  .A.  J.  Cronin  does  not  appear  in  the  index,  although 
he  is  mentioned  twice  in  the  text.  He  is  treated  shab- 
bilv  bv  Fishbein  because  of  his  controversial  medical 
novel.  The  Cilailel.  In  even  more  dubious  taste  is  the 
episode  relating  to  a Herbert  Lehman.  .Although  this 
man  is  not  identified  as  the  celebrated  governor  and 
senator  of  New  York,  but  rather  as  "the  head  of  the 
May  Comtvanv  .Stores,"  there  seems  to  be  no  good  rea- 
son for  putting  this  un[)leasant  tale  into  print. 

Fishbein  has  become  a legendary  figure  in  bis  own 
lifetime.  Certainly  no  one  individual  did  more  to  im 
plement  the  Flexner  recommendations  and  raise  the 
standards  of  American  medicine  to  their  [rresent 
heights.  Perhaps  only  a man  determined  and  insensi- 
tive could  remain  immune  to  the  barbs  of  lesser  men 
and  continue  doggedly  on  his  fight  against  ([uackerv 
and  malpractice.  In  any  history  of  our  medicine  his 
position  is  assured.  A’et  the  [ricture  of  the  man  which 
future  readers  may  derive  from  this  hook  mav  not  be 
entirely  flattering.  There  is  much  too  much  "I.” 
.Among  the  many  humanistic  interests  on  which  Fish- 
bein prides  himself  is  one  in  the  history  of  medicine. 
Unfortunately  most  of  his  occasional  asides  into  this 
field  are  unoriginal,  but  in  one  paragra[)h  he  over- 
reached himself.  Instead  of  calling  goocl  old  Paracelsus 
“Bombastus”  he  used  the  hitherto  unknown  form 
"Bombasticus,”  thus  inventing  an  adjective  which  mav 
well  be  used  to  describe  a considerable  portion  of  this 
book.  Morris  H.  S.vfi-ron,  M.I). 


Modern  Treatment  (Vol.  6;  #13)  : Treatment  of  Re- 
strictive Pulmonary  Insufficiency,  Edwin  R.  Levine 
M.D.,  Editor;  Treatment  of  Liver  Disease,  Fenton 
Schaffner  M.D.,  Editor.  New  York,  1969,  Hoeber 
Medical  Division,  Harper  and  Row.  ($16.00  by 
subscription) 

This  double  symposium,  one  on  pulmonary  disease, 
and  one  on  liver  disease  brings  togetfier  a wealth  of 
knowledge  in  simple  and  basic  discussion  for  the  gen- 
eral physician  as  well  as  many  details  for  the  special- 
ist . 

The  physiologic  discussions  are  concise  and  easily  un- 
derstood. In  the  pulmonary  section  particularly,  the 
tables  and  outlines  are  good,  with  clear  classifications 
and  heavy  type  being  used  for  emphasis.  .Some  duplica- 
tions of  subject  matter  occur,  particularly  on  positive 
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pressure  tlierap)  inachines,  IjiU  this  discussion  in  detail 
by  several  authors  gives  different  viewpoints  which  are 
valuable.  The  review  of  the  etiology  of  restrictive  pul- 
inonarv  disease  is  excellent.  The  chapters  on  tracheo- 
tomy, positive  pressure  hreathing,  and  assisted  and 
controlled  ventilation  aciuallv  pertain  more  to  obstruc- 
tive than  restrictive  disease.  Regrettahlv,  no  discussion 
of  respiratory  physiothera])y  or  the  Drinker  whole- 
body  respirator  is  made. 

The  section  oii  liver  disease  begins  with  the  statement 
that  no  discussion  of  chronic  hepatitis  will  be  included 
Irecause  other  excellent  review's  have  discussed  this  sub- 
ject. However,  a symposium  of  this  sort  ought  to  in- 
clude some  material  partictilarlv  in  view  of  the  ton- 
troversial  nattire  of  steroid  therapy  and  the  experi- 
mental use  of  immunosuppressive  therapv.  hopper’s 
discussion  of  diolestosis  from  various  drugs  should 
have  offered  a complete  list  of  drugs  causing  liver  in 
juries,  l.eevy’s  discussion  of  pulp  pressure  meastire- 
ments  should  have  included  a discussion  of  means  ol 
obtaining  this  measurement.  .Some  of  the  chapters  in 
the  liver  section  lacked  summaries.  The  range  of  sub- 
jects covered  is  broad,  and  of  interest  to  the  generalist 
as  well  as  the  specialist.  Ki.i  is  l^  Sinofr,  .\1.1). 


William  Henry  Welch  and  the  Heroic  Age  of  Ameri- 
can Medicine.  Simon  Flexner  and  James  Thomas 
Flexner.  New  York,  1966.  Dover  Publications,  Inc. 
Pp.  539.  Illustrated.  ($3.00) 

I his  Dover  paperback  is  an  unabridged,  corrected  re- 
publication of  the  book  first  issued  by  The  Viking 
I’ress  in  1941.  ft  is  a welcome,  inexpensive  volume 
which  will  prove  widely  useful. 

Wdlliam  Henrv  Welch  (18.50-1934),  grandson  and  son  of 
Connecticut  physicians,  w'as  a giaduate  of  Yale  College 
and  the  College  of  Physicians  and  Surgeons  in  New 
York.  Following  graduate  studies  in  Germany,  he 
founded  America’s  first  pathological  laboratory,  in 
1878,  at  the  Bellevue  Hospital  Medical  College  (now 
N'ew  York  Universitv  School  of  Medicine). 

In  1885  Dr.  yVelch  became  professor  of  pathology  at 
I he  Johns  Hopkins  University,  as  well  as  the  guiding 
spirit  and  first  dean  of  its  newly-formed  medical  school, 
from  that  time  until  the  end  of  his  long  life,  he  was  a 
leader  in  the  development  of  the  Schools  of  Medicine 
and  Public  Health  and  the  Institute  for  the  History  of 
Nfedicine  at  Johns  Hopkins.  His  research  in  micro- 
biology' and  pathology'  and  his  medical  statesmanship 
benefited  all  mankind. 

I he  Flexners  reatlable,  well-annotated  chronicle  re- 
calls Welch,  eminent  pathologist,  teacher  and  ad 
ministrator,  and  his  circle.  •’Popsy”  Welch  and  the 
other  three  giants  portrayed  vividly  on  canvas  by  John 
Singer  .Sargent  (William  Osier,  William  S.  Halste'd,  and 
Howard  Kelly)  live  again  in  these  pages.  On  Welch’s 
eightieth  birthday  (1930),  an  international  celebration 
was  held  in  his  honor,  including  a private  audience 
with  President  Herbert  C.  Floover.  Dr.  \Velch’s  reputa- 
tion was  by  then  worldwide  :ind  it  so  continues  to  this 
‘*‘D-  Fkm)  B.  Rot.i  rs,  M l). 


Collateral  Circulation  in  Clinical  Surgery.  D.  D. 

Strandness,  Jr.,  M.  D.  Philadelphia,  1969,  Saun- 
ders. Pp.  633.  Illustrations  242.  ($18.50) 

'Ibis  multi  atithored  book  covers  a broad  range.  It  is 
well  edited  by  Dr.  Strandness.  Considerable  progress 


has  been  made  in  our  knowledge  of  collateral  circula- 
tion since  Antyllus  noted  that  the  ligation  of  an  artery 
did  not  necessarily  result  in  loss  of  the  part  served  by 
the  vessel.  The  contents  of  the  book  show  such  great 
gain  in  our  knowledge  of  collateral  circulation. 

1 he  hook  begins  with  a very  lucid  section  on  some 
aspects  of  the  physiology  of  normal  circulation  and 
then  treats  in  detail  the  general  characteristics  of  col- 
lateral circulation.  Also  offered  is  an  extensive  discus- 
sion of  the  control  mechanisms  in  terms  of  specific 
“vascular  beds.’’  Fhese  are  lungs  and  heart,  thoracic 
aorta,  upper  and  lower  extremities,  stomach,  pancreas, 
liver,  spleen  and  kidney,  small  and  large  intestine,  the 
brain  in  terms  of  extra  cranial  arterial  circulation,  and 
the  arterial  collateral  circulation  of  the  nervous  system, 
I he  editors  provide  us  with  a worthwhile  and  de- 
tailed analysis  of  the  problem  of  arteriovenous  fistula. 

The  combination  of  excellent  photographic  reproduc- 
tions (both  clinical  and  x-ray)  and  the  fine  black  and 
white  schemata  is  helpful  in  understanding  the  text 
throughout. 

Typographically  attractive,  the  book  is  bound  in  a 
bright  arterial  red,  certainly  appropriate  to  its  subject. 

Reference  libraries  will  find  the  book  very  useful.  Sur- 
geons doing  vascular  work  will  recognize  a good  com- 
panion worthy  of  personal  ownership.  The  book  carries 
my  hearty  recommendation  at  all  levels. 

Robert  K.  Spiro,  M.D. 


Todd-Sanford  Clinical  Diagnosis  by  Laboratory  Meth- 
ods. Israel  Davidsohn,  M.D.  and  John  B.  Henry,  M.D. 

(14th  Edition).  Philadelphia,  1969,  Saunders.  Pp. 
1308.  Illustrations  698.  ($24) 

I he  latest  edition  of  this  excellent  text  and  labora- 
tory manual  represents  the  efforts  of  29  contributors. 
Fhe  book  is  entirely  rewritten,  expanding  the  tradi- 
tional areas  and  adding  new  ones.  Subjects  include; 
urine  and  renal  function;  hematology;  coagulation  and 
hemastasis;  radioactive  isotopes;  clinical  chemistry; 
hepatic  function;  serum  enzymes;  pancreatic  disorders; 
gastrointestinal  contents;  microbiology;  serology;  body 
fluids  and  secretions;  pregnancy  tests;  cytogenics;  and 
even  planning  a medical  diagnostic  laboratory.  New 
chapters  cover  spectrophotometric  instrumentation;  en- 
docrine measurements;  and,  examination  of  amniotic 
Iluid, 

I his  is  both  a reference  text  and  working  manual, 
useful  to  technicians  and  physicians  alike,  at  all  levels 
of  training  and  experience.  It  discusses  clinical  path- 
ology as  the  procedures  are  done  by  hand,  with  onlv 
a brief  review  of  the  theory  and  (some  of  the  practical 
applications)  of  automation. 

As  a working  manual  for  the  technician  and  path- 
ologist, and  as  a text  for  students,  it  has  a valuable 
place  along  with  similar  texts.  The  index  is  adequate, 
and  the  illustrations  are  excellent.  Each  section  ex- 
plains the  usefulness  and  theory  of  a test,  how  to  set  it 
up,  how  to  perfonn  the  test,  and  possible  sources  of 
error.  References  are  as  recent  as  1967. 

Flic  field  of  clinical  patbology  is  rajiidly  moving  into 
the  era  of  automation.  Hematology,  clinical  chemistrv, 
and  certain  other  tests  are  becoming  automated.  With 
this  atlvance,  an  entire  body  of  knowledge  is  emerg- 
ing. Future  editions  of  this  volume  will  probablv  re- 
(lect  this  change  more  substantially  than  the  present 
edition.  .-Xi.l.w  E.sz.ar,  M.D. 
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et’s  be  specific  about  Campbell’s  Soups... 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,400  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.  J.  08101 


Pro-Banthine  Helps... 

propantheline  bromide 

...REVEAL  the  ulcer 
...HEAL  the  ulcer 

The  efficiency  of  Pro-Banthine — its  favorable  balance  of  therapeutic  a 
secondary  actions — has  been  thoroughly  tested  and  observed.  This  qu 
ity  has  been  demonstrated  surgically,  roentgenographically,  cinegastn 
copically  and,  above  aU,  clinicaUy. 

When  physicians  needed  to  relax  the  restless  duodenum  for  the  ] 
cently  refined  technic  of  hypotonic  duodenography  they  logically  turn 
to  Pro-Banthine. 

For  years  Pro-Banthine  has  been  the  most  widely  used  antichohnerj 
medication  for  calming  the  gastrointestinal  tract — for  suppressing  sec 
tion,  prolonging  the  action  of  antacids  and  providing  the  proper  envirc 
ment  for  healing  peptic  ulcers. 

These  established  therapeutic  actions  make  Pro-Banthine  particula 
useful  in : 

• peptic  ulcer  ' • irritable  colon 

• gastritis  • biliary  dyskinesia 

• diverticulitis  • functional  hypermotihty 

We  wish  to  thank  Drs.  Marcia  K.  Bilbao,  Louis 
Frische,  Josef  Rosch  and  Charles  T.  Dotter  for  this  exc 
tionally  graphic  example  of  hypotonic  duodenograp 


Contraindications:  Glaucoma,  severe  car- 
diac disease. 

Precautions:  Since  varying  degrees  of  uri- 
nary hesitancy  may  occur  in  elderly  men 
with  prostatic  hypertrophy,  this  should  be 
watched  for  in  such  patients  until  they  have 
gained  some  experience  with  the  drug.  Al- 
though never  reported,  theoretically  a cu- 
rare-like action  may  occur  with  possible  loss 
of  voluntary  muscle  control.  Such  patients 
should  receive  prompt  and  continuing  arti- 
ficial respiration  until  the  drug  effect  has 
been  exhausted. 

Side  Effects:  The  more  common  side  effects, 
in  order  of  incidence,  are  xerostomia,  my- 
driasis, hesitancy  of  urination  and  gastric 
fullness. 


Dosage:  The  maximal  dosage  tolerated  wi 
out  excessive  side  effects  is  usually  the  m 
effective.  For  most  adult  patients  this  will 
four  to  six  15-mg.  tablets  daily  in  di\d( 
doses.  In  severe  conditions  as  many  as  t 
15-mg.  tablets  four  to  six  times  daily  may 
required.  Pro-Banthine  (brand  of  prop 
theline  bromide)  is  supphed  as  tablets 
15  mg.,  as  prolonged-acting  tablets  of 
mg.  and,  for  parenteral  use,  as  serum-t] 
vials  of  30  mg.  The  parenteral  dose  sho 
be  adjusted  to  the  patient’s  requirement  2 
may  be  up  to  30  mg.  or  more  every  six  hoi 
intramuscularly  or  intravenously. 


SEARLE 


Research  in  the 
Service  of  Medicine 


With  hypotonic  duodeno- 
graphy duodenal  calm  induced 
by  Pro-BanthTne  permits  clear 
anatomic  appraisal.  In  this  ex- 
ample the  duodenum  was  in- 
tubated. Pro-BanthTne,  60  mg. 
intramuscularly,  produced 
prompt  aperistalsis.  Double 
contrast  visualization  was  ob- 
tained with  barium  and  air. 


What's 

PalyciUiii(9;^iS)got  todo  wit| 
the  price  of  bananas? 


Just  this:  According  to  the  U.S.  Bureau  of  Labor 
Statistics,  bananas  are  one  of  the  few  things  that 
actually  cost  less  today  than  five  years  ago.  The 
same  is  true  of  Polycillin.  In  fact,  the  price  of  Poly- 
cillin  has  been  reduced  about  30%  since  its  intro- 
duction in  1963... making  it,  according  to  national 
surveys  of  patient  costs,  as  economical  as  lead- 
ing brands  of  tetracycline  and  erythromycin. 


And  Polycillin  is  available  in  a variety  of  dosage 
forms  for  your  patients— more  than  any  other  am- 
picillin.  It  comes  in  250  mg.  and  500  mg.  capsules; 
in  convenient,  chewable  tablets  of  125  mg;  oral 
suspension,  125  mg.  and  250  mg.  per  5 ml.;  and 
in  pediatric  drops,  100  mg.  per  ml.  Also  available 
parenterally  as  Polycillin-N  (sodium  ampicillin). 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 
Syracuse,  New  York  13201 
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TEPANIL — the  right  start  in  support  of  the 
weight-control  program  you  recommend.  It 
reduces  the  appetite.  Doesn’t  kill  it.  Weight 
loss  is  significant — gradual — yet  there  is  a 
relatively  low  incidence  of  CNS  stimula- 
tion. Because  TEPANIL  works  on  the 
appetite,  not  on  the  "nerves." 

i Coniraindicalions:  Concurrently  with  MAO  inhibitors,  in  patients 

in  emotionally  unstable  patients 


\ ^ ' hypersensitive  to  this  drug, 

s- . Y > susceptible  to  drug  abuse. 

Warning:  Although  generally  safer  than  the  amphetamines, 
use  with  great  caution  in  patients  with  severe  hypertension  or 
severe  cordiovascular  disease.  Do  not  use  during  first  trimester  of 
pregnancy  unless  potential  benefits  outweigh  potential  risks. 

Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  ther- 
apy, unpleasant  symptoms  with  diethylpropion  hydrochloride  have  been  reported 
to  occur  in  relatively  low  incidence. 

As  is  characteristic  of  sympathomimetic  agents,  it  may  occasionally  cause  CftS  effects  such  as 
insomnia,  nervousness,  dizziness,  anxiety,  and  jitteriness.  In  contrast,  CNS  depression  has  been 
reported.  In  a few  epileptics  an  increase  in  convulsive  episodes  has  been  reported. 
Sympathomimetic  cardiovascular  effects  reported  include  ones  such  as  tachycardia,  precordial 
pain,  arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report  described 
T-wave  changes  in  the  ECG  of  a healthy  young  male  after  ingestion  of  diethylpropion  hydro- 
chloride; this  was  an  isolated  experience,  which  has  not  been  reported  by  others. 

Allergic  phenomena  reported  include  such  conditions  as  rash,  urticaria,  ecchymosis,and  erythema. 
Gastrointestinal  effects  such  as  diarrhea,  constipation,  nausea,  vomiting,  and  abdominal  discom- 
fort have  been  reported.  r 

Specific  reports  on  t.he  hematopoietic  system  include  two  each  of  bone  marrow  depression, 
agranulocytosis,  and  leukopenia. 

A variety  of  miscellaneous  adverse  reactions  have  been  reported  by  physicians.  These  include 
complaints  such  as  dry  mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain, 
decreased  libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  tablet  daily,  swallowed 
whole,  in  midmorning  (10  a. m.);  TEPANIL:  One  25  mg.  tablet  three  times  daily,  one  hour  before 
meals.  If  desired,  an  additional  tablet  may  be  given  in  midevening  to  overcome  night  hunger. 
Use  in  children  under  12  years  of  age  is  not  recommended. 


Tepanil  Ten-tab 

(diethylpropion  hydrochloride) 


THE  NATIONAL  DRUG  COMMNY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA.  PENNSYLVANIA  19144 


There’s  a good  chance  your  patient  needs 
more  than  a non-prescription  analgesic  for  pain  relief. 
Especially  after  self-medication  has  failed. 

Because  continuing,  increased  pain  and  discomfort 
may  in  part  be  a rellection  of  anxiety, 

Equagesic  is  worthy  of  consideration.  In  a 

single,  non-narcotic  preparation,  it  helps  relieve  pain  . . . 

w/r/ associated  anxiety  and  tension. 


Tablets 

Equagesic 

(meprobamate  and  ethoheptazine  citrate  with  aspirin)  Wyeth 


IN  BRIEF 

Contraindications:  History  of  sensitivity  or  severe 
intolerance  to  aspirin,  meprobamate  or 
ethoheptazine  citrate. 

Warnings:  USE  IN  PREGNANCY:  Safety  for  use  during 
pregnancy  or  lactation  has  not  been  established; 
therefore,  it  should  be  used  in  pregnant  patients  or 
women  of  child-bearing  age  only  when  the  physician 
judges  its  use  essential  to  the  patient's  welfare. 
Precautions:  Keep  out  of  reach  of  children.  Not 
recommended  for  patients  12  years  old  or  less. 

Carefully  supervise  dose  and  amounts  prescribed, 
especially  for  patients  prone  to  overdose  themselves. 
Excessive  prolonged  use  of  meprobamate  in  susceptible 
persons— as  alcoholics,  ex-addicts,  severe 
psychoneurotics— has  resulted  in  dependence  or 
habituation.  Withdraw  gradually  after  prolonged 
excessive  dosage  to  avoid  possibly  severe  withdrawal 
reactions  including  epileptiform  seizures.  Warn  patients 
of  possible  reduced  alcohol  tolerance,  with  resultant 
slowed  reactions  and  impaired  judgment  and 
coordination.  If  drowsiness,  ataxia  or  visual  disturbances 
(impairment  of  accommodation  and  visual  acuity) 
occur,  reduce  dose.  If  symptoms  persist,  patients 
should  not  operate  machinery  or  drive.  After 
meprobamate  overdose,  prompt  sleep,  reduction  of 
blood  pressure,  pulse  and  respiratory  rates  to  basal 
levels,  and  hyperventilation  are  reported.  Give 
cautiously  and  in  small  amounts  to  patients  with 
suicidal  tendencies.  Treat  attempted  suicide  (has 
resulted  in  coma,  shock,  vasomotor  and  respiratory 
collapse  and  anuria)  with  gastric  lavage  and  appropriate 
symptomatic  therapy  (CNS  stimulants  and  pressor 
amines  as  indicated^  Two  instances  of  accidental  or 
intentional  significant  overdosage  with  ethoheptazine 
and  aspirin  have  been  reported.  These  were 
accompanied  by  CNS  depression  (drowsiness  and 
lightheadedness)  but  resulted  in  uneventful  recovery. 

On  basis  of  pharmacologic  data,  CNS  stimulation  could 


be  anticipated,  with  nausea,  vomiting  and  salicylate 
intoxication  (requires  induced  vomiting  or  gastric  lavage, 
specific  parenteral  electrolyte  therapy  for  ketoacidosis 
and  dehydration,  and  observation  for 
hypoprothrombinemic  hemorrhage  [usually  requires 
whole  blood  transfusions]). 

Adverse  Reactions:  Ethoheptazine  and  aspirin  may 
cause  nausea  with  or  without  vomiting  and  epigastric 
distress  in  a small  percentage  of  patients.  Dizziness  is 
rare  at  recommended  dosage.  Meprobamate  may 
cause  drowsiness,  ataxia  and  rarely  allergic  or 
idiosyncratic  reactions.  These  reactions,  sometimes 
severe,  can  develop  in  patients  receiving  only  1 to  4 
doses.  Such  patients  may  have  had  no  previous  contact 
with  meprobamate  and  may  or  may  not  have  an  allergic 
history.  Mild  reactions  are  characterized  by  urticarial 
or  erythematous  maculopapular  rash.  Acute 
nonthrombocytopenic  purpura  with  cutaneous 
petechiae,  ecchymoses,  peripheral  edema  and  fever 
have  been  reported.  If  allergic  reaction  occurs, 
discontinue  meprobamate:  do  not  reinstitute.  Severe 
reactions,  observed  very  rarely,  include  fever,  fainting 
spells,  angioneurotic  edema,  bronchial  spasms, 
hypotensive  crises  (1  fatal  case),  anaphylaxis,  stomatitis 
and  proctitis  (1  case)  and  hyperthermia.  These  cases 
should  be  treated  symptomatically  including,  when 
indicated,  such  medication  as  epinephrine,  antihistamine 
and  possibly  hydrocortisone.  A few  cases  of  leukopenia, 
usually  transient,  have  been  reported  on  continuous 
use.  Rarely,  aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis,  and 
hemolytic  anemia  have  been  reported,  almost  always  in 
presence  of  known  toxic  agents. 

Overdosage:  See  precautions  section  for  management 
of  overdosage. 

Composition:  150  mg.  meprobamate,  75  mg. 
ethoheptazine  citrate  and  250  mg,  aspirin  per  tablet. 


Wyeth  Laboratories 


Philadelphia,  Pa. 
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THE  BREAKUP  of  a business  partnership,  the  crack-up  ol 
a marriage,  the  shake-up  of  being  fired  or  reduced  to 
bankruptcy. . . after  any  significant  loss  or  severe  blow  to  s 
esteem,  both  anxiety  and  depression  almost  always  follow 


FOR  MODERATE  TO 
SEVERE  ANXIETY 
WITH  COEXISTING 
DEPRESSION 

TRI  AVI  L 

TRANOUILIZER- 

ANTIDEPRESSANT 

Containing  perphenazine  and  amitriptyline  HCI 

For  prescribing  information,  including  indica- 
tions, contraindications,  warnings,  precautions, 
and  side  effects,  please  see  following  page. 


FOR  MODERATE  TO 
SEVERE  ANXIETY 
WITH  COEXISTING 
DEPRESSION 


TRANOUILIZER- 

ANTIDEPRESSANT 


Containing  perphenazine  and  amitriptyline  HCI 

TRIAVIL®2-25:  Each  tablet  contains  2 mg.  of  perphenazine 
and  25  mg.  of  amitriptyline  hydrochloride. 

TRIAVIL®4-25:  Each  tablet  contains  4 mg.  of  perphenazine 
and  25  mg.  of  amitriptyline  hydrochloride. 

TRIAVIL®2-10:  Each  tablet  contains  2 mg.  of  perphenazine 
and  10  mg.  of  amitriptyline  hydrochloride. 

TRIAVIL®4-10:  Each  tablet  contains  4 mg.  of  perphenazine 
and  10  mg.  of  amitriptyline  hydrochloride. 

INDICATIONS:  Patients  with  moderate  to  severe  anxiety 
and/or  agitation  and  depressed  mood;  patients  with 
depression  in  whom  anxiety  and/or  agitation  are  severe; 
patients  with  depression  and  anxiety  in  association  with 
chronic  physical  disease;  schizophrenics  with  associated 
depressive  symptoms. 

CONTRAINDICATIONS:  Central  nervous  system 
depression  from  drugs  (barbiturates,  alcohol,  narcotics, 
analgesics,  antihistamines);  bone  marrow  depression; 
urinary  retention;  pregnancy;  glaucoma.  Do  not  give  in 
combination  with  MAOI  drugs  because  of  possible 
potentiation  that  may  even  cause  death.  Allow  at  least  2 
weeks  between  therapies.  In  such  patients  therapy  with 
TRIAVIL  should  be  initiated  cautiously,  with  gradual 
increase  in  the  dosage  required  to  obtain  a satisfactory 
response. 

WARNINGS:  Patients  should  be  warned  against  driving  a 
car  or  operating  machinery  or  apparatus  requiring  alert 
attention,  and  that  response  to  alcohol  may  be  potentiated. 
PRECAUTIONS:  Suicide  is  always  a possibility  in  mental 
depression  and  may  remain  until  significant  remission 
occurs.  Supervise  patients  closely  in  case  they  may 
require  hospitalization  or  concomitant  electroshock 
therapy.  Untoward  reactions  have  been  reported  after  the 
combined  use  of  antidepressant  agents  having  various 
modes  of  activity.  Accordingly,  consider  possibility  of 
potentiation  in  combined  use  of  antidepressants.  Not 
recommended  for  use  in  children.  Mania  or  hypomania 
may  be  precipitated  in  manic-depressives  (perphenazine 
in  TRIAVIL  seems  to  reduce  likelihood  of  this  effect).  If 
hypotension  develops,  epinephrine  should  not  be 
employed. as  its  action  is  blocked  and  partially  reversed  by 
perphenazine.  Caution  patients  about  errors  of  judgment 
due  to  change  in  mood. 

SIDE  EFFECTS:  Similar  to  those  reported  with  either 
constituent  alone. 

Perphenazine:  Should  not  be  used  indiscriminately.  Use 
caution  in  patients  with  history  of  convulsive  disorders  or 


severe  reactions  to  other  phenothiazines.  Likelihood  of 
untoward  actions  greater  with  high  doses.  Closely 
supervise  with  any  dosage.  Side  effects  may  be  any  of 
those  reported  with  phenothiazine  drugs:  blood  dyscrasias 
(pancytopenia,  thrombocytopenic  purpura,  leukopenia, 
agranulocytosis,  eosinophilia);  liver  damage  (jaundice, 
biliary  stasis);  extrapyramidal  symptoms  (opisthotonos, 
oculogyric  crisis,  hyperreflexia,  dystonia,  akathisia, 
dyskinesia,  parkinsonism)  usually  controlled  by  the 
concomitant  use  of  effective  antiparkinsonian  drugs 
and/or  by  reduction  in  dosage,  but  sometimes  persist 
after  discontinuation  of  the  phenothiazine;  severe  acute 
hypotension  (of  particular  concern  in  patients  with  mitral 
insufficiency  or  pheochromocytoma);  skin  disorders 
(photosensitivity,  itching,  erythema,  urticaria,  eczema,  up 
to  exfoliative  dermatitis);  other  allergic  reactions  (asthma, 
laryngeal  edema,  angioneurotic  edema,  anaphylactoid 
reactions);  peripheral  edema;  reversed  epinephrine 
effect;  endocrine  disturbances  (lactation,  galactorrhea, 
disturbances  of  menstrual  cycle);  grand  mal  convulsions; 
cerebral  edema;  altered  cerebrospinal  fluid  proteins; 
polyphagia;  paradoxical  excitement;  photophobia;  skin 
pigmentation;  failure  of  ejaculation;  EKG  abnormalities 
(quinidine-like  effect) ; reactivation  of  psychotic  processes; 
catatonic-like  states;  autonomic  reactions  such  as  dryness 
of  the  mouth,  headache,  nausea,  vomiting,  constipation, 
obstipation,  urinary  frequency,  blurred  vision,  nasal 
congestion,  and  a change  in  the  pulse  rate;  hypnotic 
effects;  pigmentary  retinopathy;  corneal  and  lenticular 
pigmentation;  occasional  lassitude;  muscle  weakness; 
mild  insomnia;  significant  unexplained  rise  in  body 
temperature  may  suggest  intolerance  to  perphenazine,  in 
which  case  discontinue.  Antiemetic  effect  may  obscure 
signs  of  toxicity  due  to  overdosage  of  other  drugs  or  make 
diagnosis  of  other  disorders  such  as  brain  tumors  or 
intestinal  obstruction  difficult.  May  potentiate  central 
nervous  system  depressants  (opiates,  analgesics, 
antihistamines,  barbiturates,  alcohol),  atropine,  heat,  and 
phosphorous  insecticides. 

Amitriptyline:  Careful  observation  of  all  patients 
recommended.  Side  effects  include  drowsiness  (may 
occur  within  the  first  few  days  of  therapy);  dizziness; 
nausea;  excitement;  hypotension;  fainting;  fine  tremor; 
jitteriness;  weakness;  headache;  heartburn;  anorexia; 
increased  perspiration;  incoordination;  allergic-type 
reactions  manifested  by  skin  rash,  swelling  of  face  and 
tongue,  itching;  numbness  and  tingling  of  limbs,  including 
peripheral  neuropathy;  activation  of  latent  schizophrenia 
(however,  the  perphenazine  content  may  prevent  this 
reaction  in  some  cases);  epileptiform  seizures  in  chronic 
schizophrenics;  temporary  confusion,  disturbed 
concentration,  or  transient  visual  hallucinations  on  high 
doses;  evidence  of  anticholinergic  activity,  such  as 
tachycardia,  dryness  of  mouth,  blurring  of  vision,  urinary 
retention,  constipation,  paralytic  ileus;  agranulocytosis; 
jaundice.  The  antidepressant  activity  may  be  evident 
within  3 or  4 days  or  may  take  as  long  as  30  days  to 
develop  adequately,  and  lack  of  response  sometimes 
occurs.  Response  to  medication  will  vary  according  to 
severity  as  well  as  type  of  depression  present.  Elderly 
patients  and  adolescents  can  often  be  managed  on  lower 
dosage  levels. 

For  more  detailed  information  consult  your  Merck  Sharp 
and  Dohme  representative  or  see  the  package  circular. 

MERCK  SHARP  & DOHME 

Division  of  Merck  & Co.  Inc.  West  Point  Pa  19486 

where  today's  theory  is  tomorrow’s  therapy 
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YOUR  ASSISTANT’S  ASSISTANT 


HELPS  HER  SIMPLIFY  BILLING  PROCEDURES.  Medi  Card  is  a unique  credit  card  exclusively 
for  your  patient’s  health  services.  It  simplifies  bookkeeping  procedures  . . . reduces 
the  time  required  for  credit  and  collection  functions  . . . minimizes  patient’s  ac- 
counts receivable.  All  she  has  to  do  is  fill  out  a simple  form,  supplied  free,  and  mail 
it  to  Medi  Card  Inc. 

GUARANTEES  YOU  94%  PAYMENT  WITHIN  10  DAYS,  without  recourse.  You  receive  pay- 
ment in  full,  less  a 6%  service  fee,  within  10  days  after  receipt  of  your  draft,  without 
recourse.  There’s  no  commitment  on  your  part,  nothing  to  join,  no  directory  or  list- 
ing of  any  kind. 


GIVES  YOUR  PATIENTS  UP  TO  24  MONTHS  TO  PAY.  Medi  Card  provides  from  $100  to  $5000 
credit  exclusively  for  health  services  . . . gives  patients  up  to  24  months  to  pay.  It 
also  offers  a round-the-clock  computerized  emergency  medical  information  service 
for  its  patient-members. 

94  IS  NORMAL  with  Medi  Card 

Medi  Card  guarantees  you  payment  within  10  days  . . . without  recourse. 


;CLUSIVELY  FOR  THE  POST-PAYMENT  OF 
lESE  UNIVERSAL  HEALTH  SERVICES: 
MEDICAL  □ DENTAL  □ HOSPITAL 
NURSING  HOME  □ PHARMACY 
ID  OTHER  BONA  FIDE  HEALTH 

;rvice  charges 


MEDI  CARD  INC. 

P.O.  Box  650 

Bala  Cynwyd,  Pa.  19004 


Gentlemen:  I have  not  received  my  Medi  Card  kit.  Please  send  one  as  soon  as 
possible  to: 

ATTENTION  

ADDRESS 

CITY STATE 

ZIP 


Maybe  you  owe  money 
to  banks,  stores, 
companies  or  people. 


We’re  in  debt  to 
wars,  floods, 
health  ^vices, 
life  saving  and 

blood  banks. 


The  American  Red  Cross. 


s 


"OonC. 
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mptoms  or  mixed  anxiety-depression  are  rarely  clear-cut... 
but  they  are  often  a clear  indication  for 


IV/lellaril" 

(thioridazine) 

25  mg.  t.i.d. 

effective  in  mixed  anxiety-depression  and  in  moderate  to  severe  anxiety 


Before  prescribing  or  administering,  see  Sandoz 
literature  for  full  product  information,  including 
adverse  reactions  reported  with  phenothiazines.  The 
following  is  a brief  precautionary  statement. 
Contraindications:  Severe  central  nervous  system 
depression,  comatose  states  from  any  cause,  hyper- 
tensive or  hypotensive  heart  disease  of  extreme  degree. 

Warnings:  Administer  cautiously  to  patients  who  have 
previously  exhibited  a hypersensitivity  reaction  (e.g., 
blood  dyscrasias,  jaundice)  to  phenothiazines.  Pheno- 
thiazines are  capable  of  potentiating  central  nervous 
system  depressants  (e.g.,  anesthetics,  opiates,  alcohol, 
etc.)  as  well  as  atropine  and  phosphorus  insecticides. 
During  pregnancy,  administer  only  when  necessary. 
Precautions:  There  have  been  infrequent  reports  of 
leukopenia  and/or  agranulocytosis  and  convulsive 
seizures.  In  epileptic  patients,  anticonvulsant 
medication  should  also  be  maintained.  Pigmentary 
retinopathy  may  be  avoided  by  remaining  within  the 
recommended  limits  of  dosage.  Administer  cautiously 
to  patients  participating  in  activities  requiring 
complete  mental  alertness  (e.g.,  driving).  Orthostatic 
hypotension  is  more  common  in  females  than  in  males. 
Do  not  use  epinephrine  in  treating  drug-induced 
hypotension.  Daily  doses  in  excess  of  300  mg.  should 
be  used  only  in  severe  neuropsychiatric  conditions. 


Adverse  Reactions:  Central  Nervous  System— 
Drowsiness,  especially  with  large  doses,  early  in 
treatment;  infrequently,  pseudoparkinsonism  and 
other  extrapyramidal  symptoms;  nocturnal  confusion, 
hyperactivity,  lethargy,  psychotic  reactions, 
restlessness,  and  headache.  Autonomic  Nervous 
System— Dryness  of  mouth,  blurred  vision,  constipation, 
nausea,  vomiting,  diarrhea,  nasal  stuffiness,  and  pallor. 
Endocrine  System— Galactorrhea,  breast  engorgement, 
amenorrhea,  inhibition  of  ejaculation,  and  peripheral 
edema.  S/cm— Dermatitis  and  skin  eruptions  of  the 
urticarial  type,  photosensitivity.  Cardiovascular 
System— Changes  in  the  terminal  portion  of  the 
electrocardiogram  have  been  observed  in  some 
patients  receiving  the  phenothiazine  tranquilizers, 
including  Mellaril  (thioridazine).  While  there  is  no 
evidence  at  present  that  these  changes  are  in  any  way 
precursors  of  any  significant  disturbance  of  cardiac 
rhythm,  several- sudden  and  unexpected  deaths 
apparently  due  to  cardiac  arrest  have  occurred  in 
patients  previously  showing  electrocardiographic 
changes.  The  use  of  periodic  electrocardiograms  has 
been  proposed  but  would  appear  to  be  of  questionable 
value  as  a predictive  device.  Other— A single  A 
case  described  as  parotid  swelling. 

SANDOZ  PHARMACEUTICALS,  HANOVER,  N.J.  SANDOZ  69-384 


Mild  ulcerative  colitis  may  be  triggered  here... 


In  mild  ulcerative  colitis,  a number  of 
factors  can  precipitate  an  attack:  for  in- 
stance, dietary  indiscretion,  such  as  eat- 
ing raw  foods,  or  emotional  overreaction, 
such  as  that  aroused  by  financial  difficul- 
ties. No  matter  what  causes  the  patient’s 
sensitive  colon  to  “act  up,”  he  soon  suf- 
fers from  acute  discomfort... and  often, 
from  anxiety  and  apprehension  as  well. 
Such  patients  frequently  respond  well  to 
adjunctive  dual-action  Librax®  therapy. 

Librax  combines,  in  a single  conve- 
nient capsule,  the  well-known  antianxiety 
effect  of  Librium®  (chlordiazepoxide 
HCl)  and  the  dependable  anticholinergic 
/antispasmodic  effect  of  Quarzan®  (clidi- 
nium  Br).  Therefore,  as  Librax  helps  to 
relieve  the  patient’s  excessive  anxiety  and 
reduce  his  overreaction  to  stress,  it  also. 


at  the  same  time,  helps  to  control  hyper- 
secretion and  hypermotility,  thus  reliev- 
ing spasm  and  abdominal  discomfort. 

With  Librax,  the  dosage  schedule  is 
simple:  1 or  2 capsules,  t.i.d.  or  q.i.d., 
will  in  most  cases  bring  the  patient  sig- 
nificant relief  of  both  the  emotional  and 
physical  elements  that  contribute  to  his 
psychovisccral  disorder. 

Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows. 

INDICATION'S:  Indicated  as  adjunctive  ther- 
apy to  control  emotional  and  somatic  factors  in 
gastrointestinal  disorders. 

CONTRAINDICATIONS:  Patients  with  glau- 
coma: prostatic  hypertrophy  and  benign  blad- 
der neck  obstruction:  known  hypersensitivity 
to  chlordiazepoxide  HCl  and/or  clidinium 
bromide. 

WARNINGS:  Caution  patients  about  possible 


combined  effects  with  alcohol  and  othi 
depressants.  As  with  all  CNS-acting  dru 
tion  patients  against  hazardous  occupati 
quiring  complete  mental  alertness  {e.g.,  0{ 
machinery,  driving).  Though  physical  a 
chological  dependence  have  rarely  been  r 
on  recommended  doses,  use  caution 
ministering  Librium  (chlordiazepoxide 
chloride)  to  known  addiction-prone  ind 
or  those  who  might  increase  dosage;  witi 
symptoms  (including  convulsions),  fo 
discontinuation  of  the  drug  and  similar  ( 
seen  with  barbiturates,  have  been  report 
of  any  drug  in  pregnancy,  lactation,  or  in 
of  childbearing  age  requires  that  its  p 
benefits  be  weighed  against  its  possible  t 
As  with  all  anticholinergic  drugs,  an  in 
effect  on  lactation  may  occur. 

PRECAUTIONS:  In  elderly  and  deb 
limit  dosage  to  smallest  effective  amount 
elude  development  of  ataxia,  overseda 
confusion  (not  more  than  two  capsules : 
initially;  increase  gradually  as  needed  an 


or  here. 


CUtlOa.fl 
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Though  generally  not  recommended,  if 
nation  therapy  with  other  psychotropics 
indicated,  carefully  consider  individual 
acologic  effects,  particularly  in  use  of  po- 
ing  drugs  such  as  MAO  inhibitors  and 
thiazines.  Observe  usual  precautions  in 
ce  of  impaired  renal  or  hepatic  function. 
)xical  reactions  (e.g.,  excitement,  .stimula- 
id  acute  rage)  have  been  reported  in  psy- 
c patients.  Employ  usual  precautions  in 
ent  of  anxiety  states  with  evidence  of  im- 
ig  depression;  suicidal  tendencies  may  be 
t and  protective  measures  necessary.  Vari- 
ffects  on  blood  coagulation  have  been 
■d  very  rarely  in  patients  receiving  the 
ind  oral  anticoagulants;  causal  relation- 
is  not  been  established  clinically. 

'ERSE  REACTIONS:  No  side  effects  or 
stations  not  seen  with  either  compound 
have  been  reported  with  Librax.  When 
iazepoxide  hydrochloride  is  used  alone, 
ness,  ataxia  and  confusion  may  occur, 
Uly  in  the  elderly  and  debilitated.  These 


are  reversible  in  most  instances  by  proper  dos- 
age adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a few 
instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  erup- 
tions, edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyramidal  symp- 
toms, increased  and  decreased  libido  — all  in- 
frequent and  generally  controlled  with  dosage 
reduction;  changes  in  EEC  patterns  (low-volt- 
age fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including  agranu- 
locytosis), jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally  with  chlordiaz- 
epoxide  hydrochloride,  making  periodic  blood 
counts  and  liver-function  tests  advisable  during 
protracted  therapy.  Adverse  effects  reported 
with  Librax  are  typical  of  anticholinergic  agents, 
/.e.,  dryness  of  mouth,  blurring  of  vision,  urinary 
hesitancy  and  constipation.  Constipation  has 
occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low 
residue  diet. 


two  good  reasons 
for  prescribing 

LIBRAX* 

Each  capsule  contains  5 mg  chlordiaz- 
epoxide  HCl  and  2.5  mg  clidinium  Br. 


ROCHE 


LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 


heavenly  relief 
for  unearthly  cough 

Benyliri 

EXPECTORAIVT 


7 


Each  fluidounce  contains:  80  mg. 
Benadryl^  ( diphenhydramine 
hydrochloride,  Parke-Davis); 
12  grains  ammonium  chloride; 

5 grains  sodium  citrate; 
2 grains  chloroform;  1/10  grain 
menthol;  and  5%  alcohol. 
An  antitussive  and  expectorant  for 
control  of  coughs  due  to  colds  or 
of  allergic  origin,  BENYLIN 
EXPECTORANT  is  the  leading 
cough  preparation  of  its  kind. 
BENYLIN  EXPECTORANT 
tends  to  inhibit  cough  reflex... 
soothes  irritated  throat  membranes. 

And  its  not-too-sweet,  pleasant 
raspberry  flavor  makes  BENY LIN 
EXPECTORANT  easy  to  take. 
PRECAUTIONS:  Persons  who 
have  become  drowsy  on  this  or 
other  antihistamine-containing 
drugs,  or  whose  tolerance  is  not 
known,  should  not  drive  vehicles 
or  engage  in  other  activities  re- 
quiring keen  response  while  using 
this  preparation.  Hypnotics,  seda- 
tives, or  tranquilizers  if  used  with 
BENYLIN  EXPECTORANT 
should  be  prescribed  with  caution 
because  of  possible  additive  effect. 
Diphenhydramine  has  an  atro- 
pine-like  action  which  should  be 
considered  when  prescribing 
BENYLIN  EXPECTORANT. 
ADVERSE  REACTIONS:  Side 
reactions  may  affect  the  nervous, 
gastrointestinal,  and  cardiovascu- 
lar systems.  Drowsiness,  dizziness, 
dryness  of  the  mouth,  nausea,  ner- 
vousness, palpitation,  and  blurring 
of  vision  have  been  reported.  Al- 
lergic reactions  may  occur. 
PACKAGING:  Bottles  of  4 oz., 
1 6 oz.,  and  1 gal. 
Parke,  Davis  & Company 
Detroit,  Michigan  48232 


PARKE-DAVIS 
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in  the  treatment  of 


n-mmm  Android 


(thyroid-androgen)  tablets 


Effectiveness  confirmed  by  another  double  blind  study* 


l.SUMMARY 

ANDROID 

GOOD  TO  EXCELLENT  75% 

PLACEBO 

20X 

*^‘Sexual  impotence  treatment  n-ith  methyl  testosterone  - thyroid  (ANDROID)  a 
double  blind  study'*  — Montesano,  Evangelista:  Clinical  Medicine,  April  1966. 

CONTRAINOICATIONS-Methyl  testosterone  is  not  to  be  used  in  malignancy 
male,  coronary  heart  disease.  Thyroid  is  not  to  be  used  in  heart  disease 
metabolic  rate  is  low. 


2.  Forty  cases  reported. 

3.  Cites  synergism  between  androgen  and  thyroid. 

4.  No  side  effects  in  patients  treated. 

5.  Alleviation  of  fatigue  noted 

6.  Case  histories  on  4 patients. 

7.  Although  psychotherapy  still  needed,  role  of 
chemotherapy 


cannot  be  disputed. 

Of  reproductive  organs  in 
. hypertension  unless  the 


Choice  of  4 strengths 

Android  Android-HP 


Android-X  Android-Plus 


Each  yellow  tablet  contains: 

Methyl  Testosterone  ..2. 5 mg. 

Thyroid  Ext.  (1/6  gr.)  ..10  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 

Available: 

Bottles  Of  100,  500,  1000. 

Write  for  literature  and  samples: 

THE  BROWN  PHARMACEUTICAL  CO. 

' 2500  W.  6th  St.,  Los  Angeles,  Calit.  90057 


HIGH  POTENCY 

Each  red  tablet  contains: 
Methyl  Testosterone  ..5.0  mg. 
Thyroid  Ext.  (V2  gr.)  ...30  mg. 

Glutamic  Acid 50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 
Thyroid  Ext.  (1  gr.)  ...  .64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60.  500. 

REFER  TO 

PDR 


WITH  HIGH  POTENCY 
B COMPLEX  AND  VITAMIN  C 
Each  white  tablet  contains: 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  Ext.  (»/4  gr.)  ...15  mg. 
Ascorbic  Acid  (Vit.  C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridoxine  HCL 5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  . 10  mg. 

Vitamin  B-12  2.5  meg. 

Riboflavin 5 mg. 

Dose:  2 tablet  twice  daily. 
Available:  Bottles  of  60,  500. 


also  available  with  ESTROGEN 

Android-E 

Each  Tablet  Contains: 

Methyl  Testosterone  2.5  mg. 

Ethinyl  Estradiol  0.02  mg. 

Thyroid  Ext.  (1/6  gr.)  10  mg. 

Thiamine  Hydrochloride  ....  10  mg. 

Glutamic  Acid  50  mg, 

INDICATIONS:  Advantage  rs  taken  of  the 
anabolic  action  of  ANDROID  without  its 
vintizing  effect  Estrogen  balances  the 
androgen  only  steroid  effect  remains. 
Geriatrics,  postoperative  and  debilitat- 
ing disease,  osteoporosis  DOSE:  One 
tablet  t i d.  Female  patients  should  have 
a rest  period  5 to  7 days  after  21  days 
of  medication.  SIDE  EFFECTS:  In  the 
female,  excessive  dosage  may  produce 
virilizing  effects  of  most  androgens; 
hoarseness,  hirsutism,  enlarged  clitoris. 
Symptoms  can  be  avoided  by  keeping  the 
dosage  below  300  mg  of  testosterone 
per  month.  CONTRA  INDICATIONS:  See 
Android.  Ethinyl  estradiol  is  not  to  be 
used  in  latent  malignancy  of  reproduc- 
tive organs  or  mammary  glands. 


^or  the  treatment  of  the  aging  patient 

ppathy 

irritability 

forgetfulness 

^confusion 


Cerebro-Nicin 


1® 

capsules/elixir 

A Gentle  Cerebral  Stimulant  and  Vasodilator 


Available  in  a tasty  wine  base  elixir  and  capsules 

Each  Cerebro-Nicin  capsule  contains: 


FAIR 


GOOD 


I GEREBRO-NICIN®  New  double-blind  study*  shows  how 
; effectively  senility  can  be  forestalled.  Four  times  as  many 
^aging  patients  showed  striking  improvement. 

[*A  Double-Blind  Study  of  Cerebro-Nicin,  Therapy  for  the  Geriatric  Patient.  R.  Goldberg  Jrn'l,.  of 
LiL'.?  Soc.  June^  1964 


PentylenetetrazQlc 

Nicotinic  Acid 

Ascorbic  Acid. . . . 

Thiamine  HCl 

1 -Glutamic  Acid 

Niacinamide 

Riboflavin , . 

Pyridoxine 

DOSAGS:  One  capsule  t.i.d 
AVAILABLE:  Bottles  of  100 
Also  elixir  pint  bottles. 

CONTRAINDICATIONS;  There  are  no  known  contralndicatiorts' 
to  Pentylenetetrazole  although  caution  should  be  exercised  when 
treating  patients  with  a low  convulsive  threshold. 

Most  persons  experience  a flushing  or  tingling  sensation  after 
taking  a higher  potency  niacin-containing  compound.  As  a sec- 
ondary reaction  some  will  complain  of  nausea  and  other  sensa- 
tions of  discomfort.  This  reaction  is  transient  and  Is 
rarely  a cause  of  discontinuance  of  the  drug  it  the 
patient  Is  forewarned  to  expect  the  reaction. 


.100  mg.  I 

.100  mg.  ] 

lOOmg.j 

25mg:1 

50  mg.  : 

5 mg,i 

2mg.f 

3 mg.  I 

or  as  prescribed  by  physician.  ; 
500,  1000  capsules. 


REFER  TO 


Write  for  literature  and  samples... 

THE  BROWN  PHARMACEUTICAL  CO} 

f 2500  W.eth  St., Los  Angeles.Calif,  90057. 
Write  for  Product  Catalog 


VOL.  66-NUMBER  lO-OCTOBER,  1969 
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in  the  v.. 
!^i/, 


denver. 


I AMA 
dENVER 


plan  to  attend  the  23rd  ama  clinical  convention 
denver,  colorado-november  30-december  3,1969 


A bustling  skyscraper-studded  cosmopolitan 
city,  Denver,  Colorado  is  w/estern  in  character  and 
dotted  with  sophisticated  shops,  superb  restau- 
rants, and  theaters.  And,  just  minutes  away,  the 
great  Colorado  Rockies  — with  forests,  lakes  and 
tumbling  streams,  internationally  known  ski  areas, 
ghost  towns,  hunting  and  fishing. 

As  a general  practitioner  or  specialist,  you  will 
find  the  Denver  winter  medical  meeting  a highly  re- 
warding experience.  Scientific  Program  Sessions, 


Breakfast  Roundtable  Conferences,  Clinical- Work- 
shops, Panel  Discussions,  Television,  Medical  Mo- 
tion Pictures,  and  hundreds  of  Scientific  and 
Industrial  Exhibits  to  show  you  the  latest  in  equip- 
ment, services,  and  drugs  are  some  of  the  means 
of  keeping  up-to-date  in  medicine. 

Be  sure  to  look  for  the  complete  scientific  pro- 
gram, plus  forms  for  advance  registration  and 
hotel  accommodations  in  the  October  20th  issue 
of  JAMA. 
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I HI'.  JOrRX.AL  OF  THE  MF.niC.M.  .SOCIF  1 V OF  NEW  JER.SEV 


HIGHLAND  HOSPITAL 

Ashkvilli:,  North  Carolina 

Founded  1904 

A DU’ISION  OF  THE  DEPARTMENT  OF  PSYCHLAT  RY  OF  DUKE  UMVERSEFY 
Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  including 
individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive  therapy,  Indoklon 
convulsive  therapy,  drugs,  social  service  work  with  families,  family  therapy,  and  an  extensive 
and  well  organized  activities  program,  including  occupational  therapy,  art  therapy,  music  therapy, 
athletic  activities  and  games,  recreational  activities  and  outings.  Tlie  treatment  program  of  each 
patient  is  carefully  supervised  in  order  that  the  therapeutic  needs  of  each  patient  may  be 
realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on 
grounds.  The  School  Program  is  fully  integrated  into  the  hospital  treatment  progiam  and  is 
accredited  through  the  Asheville  School  System. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  iii  the  City  ol 
Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  Mrs.  Elizabeth  Harkins,  ACSVV,  Coordinator  of  Admissions 

or 

Charles  \V.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 
Area  Code  704-254-3201 


“Prescribe  With  Confidence” 

KATES  BROS. 

SCIENTIFIC  SHOE  FITTING 

A Shoe  and  Last  for  Every  Foot 


SOLD  ON  Rx  ONLY 

CORRECTIVE  FOOTWEAR  FOR  MEN  - WOMEN  - CHILDREN 
OUTFLAIR  SHOES  FOR  CLUB  FEET 


69  WESTWOOD  AVENUE 
WESTWOOD,  N.  J. 


350  MAIN  STREET 
HACKENSACK,  N.  J. 


Dennis  Brown  Splints — In  all  sizes  — Carried  in  stock 
CUSTOM  SHOE  SHOP  ON  PREMISES 
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The  Apprehensive  Hypertensive 


WELL, YOU  HAVE  WHAT  WE  CALL 
MODERATE  HYPERTENSION- 
HIGH  BLOOD  PRESSURE.  NOW  I 
DON'T  WANT  YOU  TO  WORRY, 

BUT  WE  ARE  GOING  TO  HAVE  TO 
CHANGE  A FEW  LIVING  HABITS. 
FIRST,  WE'RE  GOING  TO  HAVE  TO 
CUT  OUT  SMOKING -ALTOGETHER. 


THEN  WE  HAVE 
TO  LOSE  WEIGHT. 
20  POUNDS 
SHOULD  DO  IT... 
WE'LL  TALK  A LITTLE 
LATER  ABOUT  THIS 
DIET  WE'RE  GOING 


Regroton’  to  lower  blood  pressure 

chlorthalidone  50  mg. 
reserpineU.S.P.  0.25  mg. 


Regroton®:  chlorthalidone  50  mg.,  reserpine  U.S.P.  0.25  mg. 
Indications:  Hypertension.  Contraindications:  History  of  mental  depres- 
sion. hypersensitivity,  and  most  cases  of  severe  renal  or  hepatic  dis- 
eases. Warning:  With  the  administration  of  enteric-coated  potassium 
supplements,  which  should  be  used  only  when  adequate  dietary  sup- 
plementation is  not  practical,  the  possibility  of  small-bowel  lesions 
(obstruction,  hemorrhage,  and  perforation)  should  be  kept  in  mind. 
Surgery  for  these  lesions  has  frequently  been  required  and  deaths  have 
occurred.  Discontinue  coated  potassium-containing  formulations  imme- 
diately if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointesti- 
nal bleeding  occur.  Discontinue  one  week  before  electroshock  therapy, 
and  if  depression  or  peptic  ulcer  occurs.  Use  in  pregnancy:  Because 
chlorthalidone  may  cross  the  placental  barrier  and  appear  in  cord  blood 
and  thiazides  may  appear  in  breast  milk,  this  drug  should  be  used  with 
care  m pregnant  patients  and  nursing  mothers.  When  used  in  women 
of  childbearing  age.  the  potential  benefits  of  the  drug  should  be 
weighed  against  the  possible  hazards  to  the  fetus.  Use  of  chlorthalidone 
may  result  in  fetal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly 


other  adverse  reactions  which  have  occurred  in  the  adult.  Increased 
respiratory  secretions,  nasal  congestion,  cyanosis  and  anorexia  may 
occur  in  infants  born  to  reserpine-treated  mothers.  Precautions:  Antihy- 
pertensive therapy  with  this  drug  should  always  be  initiated  cautiously 
in  postsympathectomy  patients  and  in  patients  receiving  ganglionic 
blocking  agents,  other  potent  antihypertensive  drugs,  or  curare.  Reduce 
dosage  of  concomitant  antihypertensive  agents  by  at  least  one-half.  To 
avoid  hypotension  during  surgery,  discontinue  therapy  with  this  agent 
two  weeks  prior  to  elective  surgical  procedures.  In  emergency  surgery, 
use,  if  needed,  anticholinergic  or  adrenergic  drugs  or  other  supportive 
measures  as  indicated.  Because  of  the  possibility  of  progression  of 
renal  damage,  periodic  kidney  function  tests  are  indicated.  Discontinue 
if  the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic  coma  may 
be  precipitated.  Electrolyte  imbalance,  sodium  and/or  potassium  de- 
pletion may  occur.  If  potassium  depletion  should  occur  during  therapy, 
the  drug  should  be  discontinued  and  potassium  supplements  given, 
provided  the  patient  does  not  have  marked  oliguria.  Take  particular  care 
in  cirrhosis  or  severe  ischemic  heart  disease  and  in  patients  receiving 


WE'VE  GOT  TO  GET 
PLENTY  OF  REST  AND 
TRY  TO  AVOID  SITUATIONS 
THAT  MAKE  US  ANXIOUS 
OR  TENSE.  AND  WE'LL 
TAKE  MEDICINE  TO  LOWER 


nd  allay  anxiety  in  hypertension 


:osteroids,  ACTH,  or  digitalis.  Severe  salt  restriction  is  not  recom- 
ed.  Use  cautiously  in  patients  \Afith  ulcerative  colitis  or  gallstones 
ry  colic  may  be  precipitated).  Bronchial  asthma  may  occur  in 
iptible  patients.  Adverse  Reactions:  The  drug  is  generally  w/ell 
ted.  The  most  frequent  side  effects  are  nausea,  gastric  irritation, 
ing,  diarrhea,  constipation,  muscle  cramps,  headache,  dizziness 
icute  gout.  Other  potential  side  effects  include  angina  pectoris, 
ty,  depression,  bradycardia  and  ectopic  cardiac  rhythms  (espe- 
when  used  with  digitalis),  drowsiness,  dull  sensorium,  hypergly- 
I and  glycosuria,  hyperuricemia,  lassitude,  restlessness,  transient 
ia,  impotence  or  dysuria,  orthostatic  hypotension  which  may  be 
tiated  when  chlorthalidone  is  combined  with  alcohol,  barbiturates 
rcotics,  leukopenia,  aplastic  anemia,  skin  rashes,  thrombocyto- 
, agranulocytosis,  nasal  stuffiness,  increased  gastric  secretions, 
nare,  purpura,  urticaria,  ecchymosis,  weakness,  uveitis,  optic 
iy  and  glaucoma,  and  pruritus.  Eruptions  and/or  flushing  of  the 
a reversible  paralysis  agitans-like  syndrome,  blurred  vision,  con- 
iral  injection,  increased  susceptibility  to  colds,  dyspnea,  weight 


gain,  decreased  libido,  dryness  of  the  mouth,  deafness,  anorexia,  and 
pancreatitis  when  epigastric  pain  or  unexplained  G.l.  symptoms  de- 
velop after  prolonged  administration.  Jaundice,  xanthopsia,  paresthesia, 
photosensitization  and  necrotizing  angiitis  are  possible.  Average  Dos- 
age: One  tablet  daily  with  breakfast.  Availability:  Pink,  single-scored 
tablets  in  bottles  of  100  and  1000.  (B)46-600-C 

For  details,  please  see  complete  prescribing  information. 


50  mg. 
reserpineU.S.P.  0.25  mg. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502  re-6742 


Regroton 


chlorthalidone 


Additional 

Personnel 

Needs 

Pages  31  A,  32A 

MEDICAL  DIRECTOR 

Full  time,  challenging  administrative  opera- 
tion. Board  Certification  desirable.  Previous 
active  private  practice  in  New/  Jersey  required. 
Attractive  area  of  Southern  New  Jersey. 
Salary  negotiable.  Please  send  resume  in  first 
letter.  An  Equal  Opportunity  Employer  M/F. 
Reply  to 

Box  No.  145 
c/o  THE  JOURNAL 

WANTED 

Physician  to  do  general  medicine  and 
minor  surgery  in  Neuro-Psychiatric  Insti- 
tute. Interesting  position  in  pleasant  area. 
Salary  up  to  $19,553,  or  higher  depending 
upon  licensure,  training  and  experience. 
Write:  Director,  Medical-Surgical  Section, 
N.  J.  Neuro-Psychiatric  Institute,  Box  1000, 
Princeton,  N.  J.  08540. 

EMERGENCY  ROOM  PHYSICIAN 

Full-time  to  fill  vacancy  in  existing  Panel. 
$28,000  annual  guarantee,  plus  fringe 
benefits  and  yearly  increases.  Must  have 
N.J.  License  and  two  years  of  approved 
postgraduate  training.  Contact  L.  S.  Hart- 
ford 201-273-8100,  Ext.  403 

OVERLOOK  HOSPITAL 

193  Morris  Avenue,  Summit,  N.J.  07901 

OCCUPATIONAL 

INDUSTRIAL 

HEALTH 

PHYSICIAN 

POSITION 

Starting  Salary  to 

LEADING  CHEMICAL  COMPANY  HAS 
POSITION  AVAILABLE  FOR  ENERGETIC 

$25,000 

PHYSICIAN  TO  JOIN  6-PHYSICIAN 

Full  time  position  with  major  pharma- 

STAFF  OF  AN  EAST  COAST  PLANT. 

ceutical  company.  Duties  will  include 

MODERN  AND  AMPLY-STAFFED  MEDI- 

planning,  organizing  and  administrat- 

CAL  FACILITIES  OFFER  ACTIVE  AND 
PREVENTIVE  HEALTH  CARE  FOR 

ing  their  industrial  health  program. 

7,000  EMPLOYEES.  OUTSTANDING 
EMPLOYEE  BENEFITS,  LIBERAL  SAL- 

Submit  resume  in  confidence  to 

ARY,  REGULAR  HOURS,  AN  EQUAL 

SCOTT,  QVlN^  & CO. 

OPPORTUNITY  EMPLOYER.  REPLY. 

MANAGEMENT  RECRUITMENT  CONSULTANTS 

WRITE  BOX  NO.  147,  C/0  THE  JOUR- 
NAL. 

103  Park  Ave.,  N.Y.C. 
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CLASSIFIED  ADVERTISEMENTS 


PHYSICIAN— For  acute  medical  surgical  office  practice 
in  association  with  growing  private  incorporated  full- 
service  group  in  sidtiuiiaii  North  Jersey.  40-honr  week 
Monday  to  Friday,  overtime  if  desired.  .Starting  salary 
of  .S2r),600  leading  to  group  parttiership.  Housing  avail- 
able. Write  Box  No.'  1-Hi,  c/o  THE  JOl’RNAL. 

PART  TIME  PHYSICIAN— Wanted  at  College  Health 
Center  for  half  days  iluring  the  school  year.  Must 
ha\e  New  Jersev  license  and  interest  in  voting  adults. 
.Send  \’itae  to;  Box  No.  14!),  c/o  T HE  JOURNAL. 

FOR  SALE— Brolitable  small  nursing  home.  Desirable 
location,  room  to  expand.  Owner  M.D..  desires  to  re- 
tire. For  information  write  Dr.  K.  /adikian,  236  Broad 
Street,  Red  Bank,  New  Jersey,  07701. 


OPPORTUNITY  IN  DOVER-fieneral  practitioner  or  spe- 
cialist needed  in  fast  growing  ^lorris  County  com- 
munity. New  professional  building,  prime  location. 
One  level  occupied  by  oral  surgery  office.  Will  build 
to  suit.  Ample  parking.  Dr.  Nlaurice  E.  Stevens,  63 
Bassett  Highway,  Dover,  New'  Jersey  07801  or  phone 
FO.xcroft  6-8050. 


HAS  DRINKING  BECOME  A PROBLEM?-lf  alcohol  in  any 
way  interferes  with  your  work,  health,  or  family  re- 
lations, you  may  need  our  help.  The  Medical  Pro- 
fessional (iroup  of  Alcoholics  Anonymous  meets  every 
Friday  in  North  Centeral  New'  Jersey.  Our  aim  is  to 
help  the  alcoholic  physician  or  dentist  achieve  and 
maintain  sobrietv.  Anonvmity  preserved.  Ciall  201-242- 
1515. 


Information  for  Advertisers — RATES:  $5.00  per  insertion  up  to  25  words;  10  cents  each  additional  word.  Payable  in 
advance.  WORD  COUNT:  Count  as  one  word  all  single  words,  two  initials  of  a name,  each  abbreviation,  isolated 
numbers,  groups  of  numbers,  hyphenated  words.  Count  name  and  address  as  five  words,  telephone  number  as  one 
w'ord,  and  “Write  Box  No.  000,  c.'o  THE  JOURNAL”  as  six  words.  COPY  DEADLINE:  Fifth  of  preceding  month. 


ADDITIONAL  PERSONNEL  REQUIREMENTS  SEE  PAGE  30A  AND  32A 


South  Orange  Mini-Estate — Handsome  brick  residence 
beautifully  secluded  by  rhododendrons  in  park-like  set- 
ting. Magnificient  panelling,  sweeping  staircase,  luxurious 
rooms  and  charming  courtyards  convey  rare  old  world 
elegance.  Living  room  (18x34'),  solarium,  library  with 
fireplace,  TV  room,  St.  Charles  kitchen  and  large  break- 
fast room,  fulfill  every  family  need. 

RAYMOND  CONNOLLY  CO. 
REALTORS 

Days  & Eves  (201)  763-0405 

5 W.  So.  Orange  Ave.,  So.  Orange,  N.J.  07079 


FOR  SALE 

One  story  brick  medical  clinic  building, 
3000  square  feet.  Southeastern  North  Car- 
olina, near  coast,  on  two  rivers.  Will  ac- 
commodate three  physicians.  Relatively 
close  to  160  bed  hospital.  For  greater  de- 
tail write: 

Box  No.  148, 
c/o  THE  JOURNAL. 
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EMERGENCY 

ROOM 

PHYSICIANS 

Excellent  opportunity:  must  be  licensed  in 
State  of  New  Jersey,  to  join  in  physicians’ 
group  panel  to  staff  Emergency  Dept.,  400- 
bed  general  hospital  with  new  and  enlarged 
area  and  facilities  under  construction. 
Physicians  shall  bill  for  services  rendered 
with  the  hospital  doing  the  paper  work. 
Minimum  guaranteed  income  of  $35,000 
per  year.  All  income  from  physician's  fees 
over  and  above  $35,000  shall  be  divided 
equally  among  panel  physicians.  Fast 
growing  community,  over  30,000  cases 
per  year  and  constantly  growing.  Excellent 
opportunity  awaits  for  qualified  physicians. 
Apply  DOVER  GENERAL  HOSPITAL,  Jardine 
St.,  Dover,  N.J.  07801,  attention  John 
Tyler,  M.D.,  Chief  of  Panel  Physicians, 
and/or  C.  T.  Barker,  Hospital  Director. 


RADIOLOGIST 

Wanted  as  Chief  of  Radiology  Depart- 
ment. Well-trained,  qualified  and  cap- 
able to  be  in  oharge  of  said  depart- 
ment. Complete,  new  and  modern  de- 
partment to  be  ready  within  the  next  six 
months,  or  less,  consisting  of  7 general 
radiographic  rooms,  with  4 image  in- 
tensification rooms,  including  remote 
TV,  including  an  8th  room  completely 
equipped  for  special  procedures.  In  ad- 
dition to  this,  there  will  be  cobalt  and 
isotopes.  Must  be  licensed  in  the  State 
of  New  Jersey.  Apply  Dover  General 
Hospital,  Jardine  Street,  Dover,  New 
Jersey,  c/o  C.  T.  Barker,  Director. 


s 

TATE  OF  NEW  JERSEY — With  30  institutions  throughout  the 
State  offers  excellent  opportunities  for  physicians  seeking  relocation. 
Particularly  Generalists,  Internists  and  Pediatricians.  Salaries,  $14,- 
000  to  $24,000  for  State  licensed  physicians  depending  on  qualifica- 
tions and  the  type  of  position.  35  hour  work  week;  annual  salary 
in  paid  life  insurance;  retirement  henefits;  living  accommodations  at 
low  cost  in  some  institutions;  paid  annual  vacation;  sick  leave;  and 
and  medical  benefits.  Modern  well  equipped  medical  facilities  with 
affiliations  and  consultation  services  throughout  system.  Opportunities 
for  limited  private  practice  if  desired.  Further  info  write: 

Bureau  of  Personnel  Services  and  Employee  Relations, 
Department  of  Institutions  and  Agencies, 

135  West  Hanover  Street,  Trenton,  New  Jersey  08625. 
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WALKER-GORDON  CERTIFIED  SKIMMED  MILK 


• rream  from  Certified 

Made  by  simply  removing 

around  . . • tnus  ^ antibiotic 

,o  Skimmed  Milk  intake.  Georonteed  free 

residue.  Write  tor  more  information. 

. ie-Md...  M,.pie.  P«P.r  — 


WALKER-GORDON  CERTIFIED  MILK  FARM 

Plainsboro,  NJ.  • (Code  609)  799-1234 

Nevr  York:  212  WAIker  5-7464  • Philo.:  215  MArket  7-6338 

Also  Certified  Raw,  Homogeniied-Vitamin  D and  Fresh  Lo-Sodium 
Milks;  available  through  leading  Milk  Dealers  or  call  Walker-Gordon. 


The  Medical  Society  of  New  Jersey 

Loss  Control  Program 
ENDORSED  LIABILITY  POLICIES 

Professional  Liability  for  physicians,  partnerships,  hospital  emergency-room  groups,  and 
employed  nurses,  technicians,  or  aides. 

Professional  Premises  Liability  which,  when  placed  with  the  same  company  insuring  pro- 
fessional liability,  eliminates  the  possibility  of  controversy  when  a patient  is  in- 
jured on  the  premises. 

Personal  Catastrophe,  commonly  known  as  Excess  Liability  or  Umbrella  coverage,  with 
protection  of  an  additional  $1,000.00  over  other  insurance  such  as  automobile, 
home,  sports,  personal,  professional  acts,  and  professional  premises  liabilities.  It 
also  covers  uninsured  liabilities,  with  a minimum  deductible  of  $250.00  applying 
only  to  uninsured  liabilities. 

Libel,  Slander,  Defamation  of  Character  coverage  for  officers,  employees,  and  committee 
members  of  medical  societies. 

BROAD  PROTECTION— SECURITY— CONTINUITY  OF  COVERAGE 

Employers  Insurance  of  Wausau  Joseph  A.  Britton 

Underwriter  M.S.N.J.  Official  Broker 

JOSEPH  A.  BRITTON  AGENCY 

15  South  Munn  Avenue,  East  Orange,  New  Jersey  07018  (201)  • 673-3060 


When  di^^se  is  ruled  out 
and  psychic  tension  is  implicated 

\^llUlll*  (diazepam) 

helps  relax  the  patient 

somatic  symptoms 


Before  prescribing,  please  consult  complete  product 
Information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  adjunc- 
lively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome,  con- 
vulsive disorders  (not  for  sole  therapy). 
Contraindicated : Known  hypersensitivity  to  the  drug 
Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convul- 
sive disorders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant  medica- 
tion; abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  in  frequency  and/ or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  have  occurred  following  abrupt  discon- 
tinuance. Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence.  In  pregnancy,  lactation 


or  women  of  childbearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed.  Usual  precautions  indicated  in  pa- 
tients severely  depressed,  or  with  latent  depression, 
or  with  suicidal  tendencies.  Observe  usual  precau- 
tions in  impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypo- 
tension, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred 
vision.  Paradoxical  reactions  such  as  acute  hyperexcitec 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation, 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaundice;  peri- 
odic blood  counts  and  liver  function  tests  advisable 
during  long-term  therapy. 


^ Roche 

LABOR.XTORIES 


Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 
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November  Is 


LIFE  MONTH 

The  Medical  Society  of  New  Jersey 
LIFE  INSURANCE  PLAN 

From  $10,000  to  $100,000 

($20,000  to  $200,000  for  Accidental  Death) 


Five  Year  Renewable  and  Convertible 
Term  Life  Insurance 


SOME  PREMIUM-DIVIDEND  EXAMPLES 


Age 

Annual  Premium 
level  for  5 years 
for  $10,000 

Dividend* 
for  each  $10,000 
policy  renewing 
in  1970 

1970 

Net  Cost 

27 

$ 54.00 

$25.00 

$ 29.00 

30 

60.00 

25.00 

35.00 

35 

73.00 

25.00 

48.00 

40 

90.00 

25.00 

65.00 

44 

103.00 

16.00 

87.00 

49 

148.00 

10.00 

138.00 

55 

230.00 

6.00 

224.00 

60 

315.00 



315.00 

* Dividends  are  not  guaranteed,  nor  are  these  figures  estimated  future  dividends.  They  merely  reflect  the 
current  scale. 

ALL  PREMIUMS  INCLUDE  DOUBLE  INDEMNITY,  WAIVER  OF  PREMIUM 
GUARANTEED  CONVERSION  PRIVILEGE 


For  Information  Contact 


E.  & W.  BLANKSTEEN  AGENCY,  INC. 

75  MONTGOMERY  STREET  JERSEY  CITY,  NEW  JERSEY  07302 

DEIaware  3-4340  (Area  Code  201) 


■ ® 

LACTINEX 

TABLETS  & GRANULES 

■ to  help  restore  and  stabilize 
the  intestinal  flora 

■ for  fever  blisters  and  canker 
sores  of  herpetic  origin 


Lactinex  contains  both  Lactobacillus  acidophilus  and 
L.  bulgaricus  in  a standardized  viable  culture,  with  the 
naturally  occurring  metabohc  products  produced  by 
these  organisms. 

Lactinex  has  been  shown  to  be  useful  in  the  treat- 
ment of  gastrointestinal  disturbances,  and  for  relieving 
the  painful  oral  lesions  of  fever  blisters  and  canker 
sores  of  herpetic  origin.^'^-^-^’^-^-'^-s 

No  untoward  side  effects  have  been  reported  to  date. 

Literature  on  indications  and  dosage  available  on 
request. 

HYNSON,  WESTCOTT  & DUNNING,  INC. 

Baltimore,  Maryland  21201 

(LX-05) 
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He  is  elderly. 

He  is  on  corticosteroids. 
When  he  needs  an  antibiotic 
he  may  be  a candidate  for 

DECLOSTAT1N300 

DemolhjiohlorlelraryclineHClSOO  mg  I • "I 
and  Nystatin  500,000  units  1^ 

CAPSl  LE-SH APED  TABLETS  Lederle  JLf  • JL  • UL  • 


iuard  susceptible  patients  against  intestinal  monilial  over- 
ivth  during  broad-spectrum  therapy— the  protection  of 
tatin  is  combined  with  demethylchlortetracycline  in 

:lostatin. 

or  your  susceptible  candidates,  prescribe  DECLOSTATIN 
le  broad-spectrum  therapy  that  prevents  monilial 
rgrowth. 

?^tiyeness;  Because  its  antibacterial  component  is  DECLOMYCIN 
ethylchlortetracycline,  DECLOSTATIN  should  be  equally  or  more 
live  therapeutically  than  other  tetracyclines  in  infections  caused  by 
oycline-sensitive  organisms.  The  antifungal  component,  Nystatin, 
■cts  against  superinfection  by  antibiotic-resistant  fungal  overgrowth 
ticularly  monilia)  in  the  intestinal  tract. 

raindication:  History  of  hypersensitivity  to  demethylchlortetracy- 
or  nystatin. 

ling:  In  renal  impairment,  usual  doses  may  lead  to  excessive  accum- 
on  and  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
ndicated,  and,  if  therapy  is  prolonged,  serum  level  determinations 
be  advisable.  A photodynamic  reaction  to  natural  or  artificial  sun- 
has  been  observed.  Small  amounts  of  drug  and  short  exposure  may 
uce  an  exaggerated  sunburn  reaction  which  may  range  from  ery- 
a to  severe  skin  manifestations.  In  a smaller  proportion,  photo- 
gic  reactions  have  been  reported.  Patients  should  avoid  direct 
sure  to  sunlight  and  discontinue  drug  at  the  first  evidence  of  skin 
imfort.  Necessary  subsequent  courses  of  treatment  with  tetracy- 
s sho|^  be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur.  Con- 
stant observation  is  essential.  If  new  infections  appear,  appropriate 
measures  should  be  taken.  In  infants,  increased  intracranial  pressure 
with  bulging  fontanels  has  been  observed.  All  signs  and  symptoms  have 
disappeared  rapidly  upon  cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system— anorexia,  nausea,  vomiting,  diar- 
rhea, stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin— maculopap- 
ular  and  erythematous  rashes;  a rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  discoloration  of  the 
nails  (rare).  Kidney— rise  in  BUN,  apparently  dose  related.  Transient 
increase  in  urinary  output,  sometimes  accompanied  by  thirst  (rare). 
Hypersensitivity  reactions— urticaria,  angioneurotic  edema,  anaphylaxis. 
Teeth— dental  staining  (yellow-brown)  in  children  of  mothers  given  this 
drug  during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug  : 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel  hypo-= 
plasia  has  been  seen  in  a few  children.  If  adverse  reaction  or  idiosyn-l 
crasy  occurs,  discontinue  medication  and  institute  appropriate  therapvj£ 
Demethylcldortetracycline  may  form  a stable  calcium  complex  in  an^ 
bone-forming  tissue  with  no  serious  harmful  effects  reported  thus  farl 
in  humans.  ^1 

.Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Should  be 4 
given  1 hour  before  or  2 hours  after  meals,  since  absorption  is  impairettj 
by  the  concmnitant  administration  of  high  calcium  content  drugs,  food|| 
and  some  dairy  products.  Treatment  of  streptococcal  infections  should  . 
continue  for  1()  days,  even  though  symptoms  have  subsided. 


LEDERLE  IA.BORATORIES 

-A  Division  oj)  American  Cyanamid  Company,  Pearl  River,  New  York 
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Professional  Records  and  Notations 


Cofyyp  tiGnsivG 
Computenred 
System 
tor  the 

Medfcat  Professior) 


INTRODUCING  PR. 


A UNIQUE  PRACTICE  ANALYSIS  AND  COMPUTERIZED  BILLING  SYSTEI 


PRN  is  designed  to  streamline  the  business  side  of  your  practice.  j 

PRN  reduces  paperwork,  eliminates  time-consuming  office  pro-  1 

cedures,  cuts  clerical  costs,  and  speeds  up  collections  without  chang-  ^ 

ing  the  patient-physician  relationship.  In  addition,  PRN  provides  \ 
information  that  you  have  not  had  available  before.  The  System 
helps  you  to  analyze  your  practice  by  giving  you  a clear  picture  of 
your  profit  structure. 

PRN  is  a totally  dependable,  accurate,  and  continuous  System  per- 
fected by  the  B.  D.  Data  Processing  Corp.,  a firm  that  has  been  in 
the  computer  field  for  over  a decade.  It  is  the  same  firm  that  offers 
TIPTOP®,  the  largest  nationwide  computerized  charge  account  sys- 
tem designed  for  pharmacists.  The  identical  modern  computer  system 
that  is  responsible  for  TIPTOP  is  your  assurance  that  PRN  will  func- 
tion at  100%  efficiency  for  you  no  matter  how  big  or  complex  your 
practice.  And  it  will  function  without  interruption! 

A special  brochure  has  been  prepared  that  details  the  workings  and 
advantages  of  the  PRN  System.  It  is  in  the  mails  now.  Should  you 
not  receive  your  free  copy  in  a few  days,  write  or  telephone  B.  D. 

Data  Processing.  There  is  absolutely  no  obligation. 

B.  D.  DATA  PROCESSING  CORP.* 

1040  Route  46,  Clifton,  N.J.  07013  • (201)  778-5656 

*A  Bergen  Brunswig  Company 


Nose  clear  as  a whistle 

(THANKS  TO  DIMETAPP  ) 


Dimetapp  Extentabs®  does  an  outstanding  job  of  helping  to 
clear  up  the  stuffiness,  drip  and  congestion  of  colds  and  upper 
respiratory  allergies  and  infections.  Each  Extentab  keeps 
working  up  to  12  hours.  And  for  most  patients  drowsiness  or 
overstimulation  is  unlikely.  Try  Dimetapp.  It  clearly  works. 


FOR  I PPKR  RESPIRATORY  ALLF:RGIES  AND  INFECTIONS 

Dimetapp  Extentabs* 

Dimetane®  (brompheniramine  maleate),  12  mg.;  phenylephrine 
HCl,  15  mg.;  phenylpropanolamine  HCl,  15  mg. 

UP  TO  12  HOURS  CLEAR  BREATHING  ON  ONE  TABLET 


Indications:  Dimetapp  is  indicated  for  symptomat- 
ic relief  of  the  allergic  manifestations  of  respira- 
tory illnesses,  such  as  the  common  cold  and  bron- 
chial asthma,  seasonal  allergies,  sinusitis,  rhinitis, 
conjunctivitis,  and  otitis. 

Contraindications:  Hypersensitivity  to  antihista- 
mines. Not  recommended  for  use  during  pregnancy. 
Precautions:  Until  patient’s  response  has  been  de- 
termined, he  should  be  cautioned  against  engag- 
ing in  operations  requiring  alertness.  Administer 
with  care  to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 

Side  Effects:  Hypersensitivity  reactions  including 
skin  rashes,  urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on  rare  occasions. 
Drowsiness,  lassitude,  nausea,  giddiness,  dryness 
of  the  mouth,  mydriasis,  increased  irritability  or 
excitement  may  be  encountered. 

Dosage:  1 Extentab  morning  and  evening. 
Supplied:  Bottles  of  100  and  500. 

A H.  ROBINS  COMPANY  A-H'DOBINS 
RICHMOND,  VA.  23220 
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For  the  patient  who  has  been 
through  an  accident,  the  worry 
and  anxiety  following  the 
mishap  may  actually  heighten 
the  perception  of  pain.  This  is 
why  there’s  a classic  V4  grain 
sedative  dose  of  phenobarbital 
in  Phenaphen  with  Codeine— 
to  take  the  nervous“edge”  off, 
so  the  rest  of  the  formula  can 
control  the  pain  more  effectively. 


A. H.  Robins  Company,  /l,|J,r%0  P I M C 
Richmond, Va.  23220  /I  ri  I /U D I IM  J 


Phenaphen  with  Codeine 

Phenaphen  with  Codeine  Nos.  2,  3,  or  4 contains:  Phenobarbital  (Va  gr.),16.: 
mg.  (warning:  may  be  habit  forming);  Aspirin  (2V2  gr.),  162.0  mg.;  Phenaceti 
(3  gr.),  194.0  mg.;  Hyoscyamine  sulfate,  0.031  mg.;  Codeine  Phosphate,  ’/ 
gr.  (No.  2),  V2  gr.  (No.  3),  or  1 gr.  (No.  4)  (warning:  may  be  habit  forming 

The  compound  analgesic  that  calms  instead  of  caffeinate: 

Indications:  Phenaphen  with  Codeine  provides  relief  in  severer  grades  c 
pain,  on  low  codeine  dosage,  with  minimal  possibility  of  side  effects.  Its  us 
frequently  makes  unnecessary  the  use  of  addicting  narcotics.  Contraindica 
tions:  Hypersensitivity  to  any  of  the  components.  Precautions:  As  with  a 
phenacetin-containing  products  excessive  or  prolonged  use  should  b 
avoided.  Side  effects:  Side  effects  are  uncommon,  although  nausea,  con 
stipation  and  drowsiness  may  occur.  Dosage:  Phenaphen  No.  2 and  No.  3- 
1 or  2 capsules  every  3 to  4 hours  as  needed;  Phenaphen  No.  4 — 1 capsul 
every  3 to  4 hours  as  needed.  For  further  details  see  product  literature. 


U.S.  Report: 
Blues  “Best  Buy” 


The  U.S.  Government  recently  reported  in 
“Social  Security  Bulletin”  that  Blue  Cross 
and  Blue  Shield  offer  better  value  for  health 
care  coverage  than  commercial  insurance 
companies. 

The  report  credits  the  Blues  with  paying 
more  benefits  to  providers  per  dollar  of  in- 
come, retaining  less  in  operating  expenses 
and  providing  greater  depth  of  protection 
for  each  individual  covered. 

Some  highlights  of  the  federal  findings: 

1.  The  Blues  spent  ony  8j^  in  admin- 
istrative costs  to  pay  out  $1.00  in 
benefits,  compared  to  14(Z?  per  $1.00 
for  other  companies.  Furthermore,  the 
Blues’  expenses  reflect  the  TOTAL 
cost  of  administration,  while  a large 
part  of  claims  administration  under 
many  group  policies  of  commercial 
companies  is  performed  by  the  insured 
company  or  group,  and  is  not  reflected 
in  the  insurance  company’s  operating 
expenses. 

2.  The  Blues  returned  about  90%  of 
their  premium  income  in  benefits  paid 


to  providers  on  behalf  of  subscribers, 
compared  to  83%  by  commercials. 

3.  Although  the  Blues  earned  only 
41%  of  all  health  care  premiums, 
they  paid  out  43%  of  all  benefits  re- 
ceived by  providers,  while  accounting 
for  only  20%  of  all  operating  ex- 
penses of  the  entire  health  care  in- 
dustry. 

New  Jersey  Blue  Cross-Blue  Shield  figures 
compare  favorably  with  these  national  aver- 
ages. 

The  fact  that  the  Blues  have  the  lowest 
administrative  expenses  of  all  health  care 
insurance  carriers,  and  are  non-profit  as- 
sociations, makes  it  possible  for  them  to  pay 
out  to  providers  a larger  portion  of  the  pre- 
mium dollar.  This  is  another  reason  why 
Blue  Shield  is  known  as  “the  doctors’  plan”. 
Your  support  helps  us  put  quality  private 
medical  care  within  the  reach  of  persons 
with  low  incomes.  It’s  the  best  way  to  keep 
the  private  practice  of  medicine  private. 

If  you  are  not  participating  and  would  like 
further  information,  please  send  the  coupon 
below. 


BLUE  SHIELD 

MEDICAL-SURGICAL  PLAN  ® 
OF  NEW  JERSEY 

500  Broad  Street,  Newark 


Dr.  Joseph  P.  Donnelly 
Medical-Surgical  Plan  of  New  Jersey 

Please  send  me  a Blue  Shield 
Participation  Agreement 

Name 

Address 

City State Sp 
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offer  the  unique 
ehoiee  of  tangy  lime, 
delieious  orange 

KlYTE 

each  effervescent  tablet  contains  2.5  Gm.  potassium  bicarbonate 
(25  mEq,  elemental  potassium),  2.1  Gm.  citric  acid,  and  cyclamic  acid 

sparkling,  effervescent 


With  its  two  citrus  flavors,  K-Lyte  offers  really 
special  taste  appeal  to  assure  long-term  accep- 
tance . . . patients  will  take  the  K-Lyte  you 
prescribe. 

Patients  like  the  special  convenience  of  K-Lyte. 
Each  effervescent  tablet  dissolves  cpiickly  and 
completely  in  3 to  4 ounces  of  cold  water.  Just 
two  tablets  daily  provide  50  mEq.  of  elemental 
potassium  to  help  prevent  or  correct  potassium 
deficiency.  K-Lyte  is  absorbed  rapidly — and 
avoids  any  potential  hazards  of  potassium 
chloride  tablets. 

to  guide  you  in  prescribing  K-Lyte: 

Composition:  Each  tablet  contains  potassium  bicarbon- 
ate (2.5  Gm.),  citric  acid  (2.1  Gm.),  cyclamic  acid,  arti- 
ficial flavor  and  color.  Contraindications:  When  renal 
function  is  impaired,  or  if  the  patient  has  Addison’s  dis- 
ease, potassium  supplementation  should  not  ordinarily 
be  instituted.  Precautions:  Should  not  be  used  in  patients 


with  low  urinary  output  unless  under  the  supervision  of 
a physician.  In  established  hypokalemia,  attention  should 
be  directed  toward  correction  of  frequently  associated 
hypochloremic  alkalosis  and  other  potential  electrolyte 
disturbances.  Patients  should  be  directed  to  dissolve 
tablet  in  stated  amount  of  water  to  assure  against  gastro- 
intestinal injury  associated  with  the  oral  ingestion  of 
concentrated  potassium  salt  preparations.  Side  Effects: 
\Vhile  nausea  has  been  reported  in  an  occasional  patient, 
K-Lyte  produces  no  serious  side  effects  when  given  in 
recommended  doses  to  patients  with  normal  renal  func- 
tion and  urinary  output.  Potassium  intoxication  causes 
listlessness,  mental  confusion,  tingling  of  the  extremities 
and  other  symptoms  associated  with  a high  concentration 
of  potassium  in  the  serum.  Administration  and  Dosage: 
K-Lyte  effervescent  tablets  must  be  dissolved  in  3 to  4 
ounces  of  water  before  taking.  .Adults:  1 tablet  2 to  4 
times  daily,  depending  on  the  requirements  of  the  pa- 
tient. Two  tablets  (50  mEq.  of  elemental  potassium) 
supply  the  approximate  normal  adult  daily  requirement. 
How  Supplietl:  Effervescent  tablets  — boxes  of  30  (orange 
or  lime). 

© 1969  MEAD  JOHNSON  a COMPANY  > EVANSVILLE,  INDIANA  47721 


Meadjilin 

LABOR  ATO  R I E S 
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The  Apprehensive  Hypertensive 


WELL, YOU  HAVE  WHAT  WE  CALL 
MODERATE  HYPERTENSION- 
HIGH  BLOOD  PRESSURE.  NOW  I 
DON'T  WANT  YOU  TO  WORRY, 

BUT  WE  ARE  GOING  TO  HAVE  TO 
CHANGE  A FEW  LIVING  HABITS. 
FIRST,  WE'RE  GOING  TO  HAVE  TO 
CUT  OUT  5 MO  KING -ALTOGETHER. 


THEN  WE  HAVE 
TO  LOSE  WEIGHT. 
20  POUNDS 
SHOULD  DO  IT... 
WE'LL  TALK  A LITTLE 
LATER  ABOUT  THIS 


DIET  WE'RE  GOING 


Regroton*  to  lower  blood  pressurr 

chlorthalidone  50  mg. 
reserpineU.S.P.  0.25  mg. 


Regroton®:  chlorthalidone  50  mg.,  reserpine  U.S.P.  0.25  mg. 
Indications:  Hypertension.  Contraindications:  History  of  mental  depres- 
sion. hypersensitivity,  and  most  cases  of  severe  renal  or  hepatic  dis- 
eases. Warning:  With  the  administration  of  enteric-coated  potassium 
supplements,  which  should  be  used  only  when  adequate  dietary  sup- 
plementation is  not  practical,  the  possibility  of  small-bowel  lesions 
(obstruction,  hemorrhage,  and  perforation)  should  be  kept  in  mind. 
Surgery  for  these  lesions  has  frequently  been  required  and  deaths  have 
occurred.  Discontinue  coated  potassium-containing  formulations  imme- 
diately if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointesti- 
nal bleeding  occur.  Discontinue  one  week  before  electroshock  therapy, 
and  if  depression  or  peptic  ulcer  occurs.  Use  in  pregnancy:  Because 
chlorthalidone  may  cross  the  placental  barrier  and  appear  in  cord  blood 
and  thiazides  may  appear  in  breast  milk,  this  drug  should  be  used  with 
care  in  pregnant  patients  and  nursing  mothers.  When  used  in  women 
of  childbearing  age,  the  potential  benefits  of  the  drug  should  be 
weighed  against  the  possible  hazards  to  the  fetus.  Use  of  chlorthalidone 
may  result  in  fetal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly 


other  adverse  reactions  which  have  occurred  in  the  adult.  Increa 
respiratory  secretions,  nasal  congestion,  cyanosis  and  anorexia  i 
occur  in  infants  born  to  reserpine-trealed  mothers.  Precautions:  Anti 
pertensive  therapy  with  this  drug  should  always  be  initiated  cautioi 
in  postsympathectomy  patients  and  in  patients  receiving  ganglit 
blocking  agents,  other  potent  antihypertensive  drugs,  or  curare.  Red 
dosage  of  concomitant  antihypertensive  agents  by  at  least  one-half 
avoid  hypotension  during  surgery,  discontinue  therapy  with  this  at 
two  weeks  prior  to  elective  surgical  procedures.  In  emergency  surg 
use,  if  needed,  anticholinergic  or  adrenergic  drugs  or  other  suppot 
measures  as  indicated.  Because  of  the  possibility  of  progressior 
renal  damage,  periodic  kidney  function  tests  are  indicated.  Disconti 
if  the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic  coma 
be  precipitated.  Electrolyte  imbalance,  sodium  and/or  potassium 
pletion  may  occur.  If  potassium  depletion  should  occur  during  ther 
the  drug  should  be  discontinued  and  potassium  supplements  gi 
provided  the  patient  does  not  have  marked  oliguria.  Take  particular  ( 
in  cirrhosis  or  severe  ischemic  heart  disease  and  in  patients  recei 


WE'VE  GOT  TO  GET 
PLENTY  OF  REST  AND 
TRY  TO  AVOID  SITUATIONS 
THAT  MAKE  US  ANXIOUS 
OR  TENSE.  AND  WE'LL 
TAKE  MEDICINETO  LOWER 
OUR  BLOOD  pressure 
AND  CALM  US  DOWN. 


WE'VE  GOT 


and  allay  anxiety  in  hypertension 


orticosteroids,  ACTH,  or  digitali-s.  Severe  salt  restriction  is  not  recom- 
lended.  Use  cautiously  in  patients  with  ulcerative  colitis  or  gallstones 
Diliary  colic  may  be  precipitated).  Bronchial  asthma  may  occur  in 
usceptible  patients.  Adverse  Reactions:  The  drug  is  generally  well 
Dierated.  The  most  frequent  side  effects  are  nausea,  gastric  irritation, 
omiting,  diarrhea,  constipation,  muscle  cramps,  headache,  dizziness 
nd  acute  gout.  Other  potential  side  effects  include  angina  pectoris, 
nxiety,  depression,  bradycardia  and  ectopic  cardiac  rhythms  (espe- 
ially  when  used  with  digitalis),  drowsiness,  dull  sensorium,  hypergly- 
emia  and  glycosuria,  hyperuricemia,  lassitude,  restlessness,  transient 
lyopia,  impotence  or  dysuria,  orthostatic  hypotension  which  may  be 
otentiated  when  chlorthalidone  is  combined  with  alcohol,  barbiturates 
r narcotics,  leukopenia,  aplastic  anemia,  skin  rashes,  thrombocyto- 
ema,  agranulocytosis,  nasal  stuffiness,  increased  gastric  secretions, 
ightmare,  purpura,  urticaria,  ecchymosis,  weakness,  uveitis,  optic 
trophy  and  glaucoma,  and  pruritus.  Eruptions  and/or  flushing  of  the 
kin,  a reversible  paralysis  agitans-Iike  syndrome,  blurred  vision,  con- 
jnctival  injection,  increased  susceptibility  to  colds,  dyspnea,  weight 


gain,  decreased  libido,  dryness  of  the  mouth,  deafness,  anorexia,  and 
pancreatitis  when  epigastric  pain  or  unexplained  G.l.  symptoms  de- 
velop after  prolonged  administration.  Jaundice,  xanthopsia,  paresthesia, 
photosensitization  and  necrotizing  angiitis  are  possible.  Average  Dos- 
age: One  tablet  daily  with  breakfast.  Availability:  Pink,  single-scored 
tablets  in  bottles  of  100  and  1000.  (B)46-600-C 

For  details,  please  see  complete  prescribing  information. 


reserpine  U.S.P.  0.25  mg. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502 


Regroton® 


chlorthalidone 


...with  episodes  of  vertigo, 
headache,  confusion,  sensory  loss, 
slurred  speech,  consider 


VASOdLAN 

SOXSUPRINE  HC 


to  help  relieve  symptoms  by 
preventing  vasospasm  and 
increasing  cerebral  blood  flow 


LABORATORI ES 


)ugh  not  all  clinicians  agree  on  the  value  ol  vasodilators  in  vascular  disease,'  several  investigators'^'^  have  reported  lavorably  on  the  ellects  ot 
tupiine  on  cerebral  blood  How.  Ellects  have  been  demonstrated  both  by  objective  measurement'^-^  and  observation  ot  clinical  improvement.'^'^ 
:ations:  Cerebrovascular  insufficiency,  arteriosclerosis  obliterans,  diabetic  vascular  diseases,  thromboangiitis  obliterans  (Buerger's  disease), 
laud's  disease,  pqstphlebitic  conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities  (arteriosclerotic,  diabetic,  thrombotic), 
iposition:  VASODILAN  tablets,  isoxsuprine  h.ydrochloride  10  mg.  Dosage:  Oral— 10  to  20  mg.  (1  or  2 tablets)  t.i.d.  or  q.i.d.  Contraindications 
Cautions:  There  are  no  known  contraindications  to  recommended  oral  dosage.  Do  not  give  immediately  postpartum  or  in  the  presence  of  arterial 
ding.  Side  Effects:  Occasional  palpitation  and  dizziness  can  usually  be  controlled  by  dosage  reduction.  As  intramuscular  administration  of  10 
or  more  may  cause  brief  hypotension  and  tachycardia,  single  intramuscular  doses  exceeding  this  amount  are  not  recommended.  Complete 
ils  available  in  product  brochure  from  Mead  Johnson  Laboratories  References:  (1)  Fazekas,  J.  F.;  Alman,  R.  W.;  Ticktin,  H.  E.;  Ehrmantraut, 
1..  and  Savarese,  0.  J.:  Angiology  75;No.  2 (Feb.)  1964.  (2)  Horton,  G E.,  and  Johnson,  P C.,  Jr.:  Angiology  75:70-74  (Feb.)  1964.  (3)  Clarkson, 
and  LePere,  D M • Angiology  7 7:190-192  (June)  1960  (4)  Dhrymiotis,  A D , and  Whittier,  J R.:  Current  Therapeutic  Research  4:124-128  (April) 

i (5)  Whittier,  J R.-.  Angiology  75:82-87  (Feb  ) 1964  © 1 969  MEAD  JOHNSON  8 COMPANY  • EVANSVILLE.  INDIANA  47721 
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■ \ TEPANIL — the  right  start  in  support  of  t 
{ \\''  weight-control  program  you  recommend. 

■ ^ / ' \\  reduces  the  appetite.  Doesn’t  kill  it.  Weic 
\ ' , \ loss  Is  significant — gradual — yet  there  ij 

^ \ \ Yv  relatively  low  incidence  of  CNS  stimu 

\ tion.  Because  TEPANIL  works  on  t 
^ \ \ \Y\  appetite,  not  on  the  "nerves." 

^00^  \ \ \ Contraindicotions:  Concurrently  with  MAO  inhibitors,  in  poti' 

\ \ hypersensitive  to  this  drug;  in  emotionally  unstable  pati 

< ' susceptible  to  drug  abuse. 

^ ' Warning:  Although  generolly  safer  than  the  amphetami 

use  with  great  caution  in  patients  with  severe  hypertensior 
severe  cardiovascular  disease.  Do  not  use  during  first  trimeste 
pregnancy  unless  potential  benefits  outweigh  potential  risks. 

Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  t 
apy,  unpleasant  symptoms  with  diethylpropion  hydrochloride  have  been  repo 
to  occur  in  relatively  low  incidence. 

As  is  characteristic  of  sympathomimetic  agents,  it  may  occasionally  cause  CNS  effects  suet 
insomnia,  nervousness,  dizziness,  anxiety,  and  jitteriness.  In  contrast.  CNS  depression  has  t 
reported.  In  a few  epileptics  an  increase  in  convulsive  episodes  has  been  reported. 
Sympathomimetic  cardiovascular  effects  reported  include  ones  such  os  tachycardia,  precor 
pain,  arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report  descri 
T-wave  changes  in  the  ECG  of  a healthy  young  male  after  ingestion  of  diethylpropion  hy 
chloride;  this  was  an  isolated  experience,  which  has  not  been  reported  by  others. 

Allergic  phenomena  reported  include  such  conditions  as  rash,  urticaria,  ecchymosis.and  erythr 
Gastrointestinal  effects  such  as  diarrhea,  constipation,  nausea,  vomiting,  and  abdominal  dist 
fort  have  been  reported. 

Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow  depress 
agranulocytosis,  and  leukopenia. 

A variety  of  miscellaneous  adverse  reactions  have  been  reported  by  physicians.  These  inc 
complaints  such  as  dry  mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  f 
decreased  libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  tablet  daily,  swollo 
whole,  in  midmorning  (10  o.m.);  TEPANIL:  One  25  mg.  tablet  three  times  daily,  one  hour  be 
meals.  If  desired,  an  additional  tablet  may  be  given  in  midevening  to  overcome  night  hur 
Use  in  children  under  12  years  of  age  is  not  recommended. 


Tepanil  Ten-tab 

(diethylpropion  hydrochloride) 


THE  NATIONAL  DRUG  COMRANY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA.  PENNSYLVANIA  19144 


HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 

Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF  DUKE  UNIVERSITY 
Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  including 
individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive  therapy,  Indoklon 
convulsive  therapy,  drugs,  social  service  work  with  families,  family  therapy,  and  an  extensive 
and  well  organized  activities  program,  including  occupational  therapy,  art  therapy,  music  therapy, 
athletic  activities  and  games,  recreational  activities  and  outings.  The  treatment  pro^am  of  each 
patient  is  carefully  supervised  in  order  that  the  therapeutic  needs  of  each  patient  may  be 
realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on 
grounds.  The  School  Program  is  fully  integrated  into  the  hospital  treatment  program  and  is 
accredited  through  the  Asheville  School  System. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City  of 
Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  Mrs.  Elizabeth  Harkins,  ACSVV,  Coordinator  of  Admissions 

or 

Charles  W.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 
Area  Code  704-254-3201 


“Prescribe  With  Confidence” 

K AT  E S BROS. 

SCIENTIFIC  SHOE  FITTING 


A Shoe  and  Last  tor  Every  Foot 


SOLD  ON  Rx  ONLY 

CORRECTIVE  FOOTWEAR  FOR  MEN  - WOMEN  - CHILDREN 
OUTFLAIR  SHOES  FOR  CLUB  FEET 


69  WESTWOOD  AVENUE  350  MAIN  STREET 

WESTWOOD,  N.  J.  HACKENSACK,  N.  J. 

Dennis  Brown  Splints  — In  all  sizes  — Carried  in  stock 
CUSTOM  SHOE  SHOP  ON  PREMISES 
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THE  BREAKUP  of  a business  partnership,  the  crack-up  of 
a marriage,  the  shake-up  of  being  fired  or  reduced  to 
bankruptcy. . . after  any  significant  loss  or  severe  blow  to  se 
esteem,  both  anxiety  and  depression  almost  always  follow. 


FOR  MODERATE  TO 
SEVERE  ANXIETY 
WITH  COEXISTING 
DEPRESSION 


TRIAVIL 


TRANQUILIZER- 

ANTIDEPRESSANT 

Containing  perphenazine  and  amitriptyline  HCI 


For  prescribing  information,  including  indica- 
tions, contraindications,  warnings,  precautions, 
and  side  effects,  please  see  following  page. 


FOR  MODERATE  TO 
SEVERE  ANXIETY 
WITH  COEXISTING 
DEPRESSION 


TRIAVIL 


TRANQUILIZER- 

ANTIDEPRESSANT 

Containing  perphenazine  and  amitriptyline  HCI 


TRIAVIL-2-25:  Each  tablet  contains  2 mg.  of  perphenazine 
and  25  mg.  of  amitriptyline  hydrochloride. 

TRIAVIL®4-25:  Each  tablet  contains  4 mg.  of  perphenazine 
and  25  mg.  of  amitriptyline  hydrochloride. 

TRIAVIL®2-10;  Each  tablet  contains  2 mg.  of  perphenazine 
and  10  mg.  of  amitriptyline  hydrochloride. 

TRIAVIL®4-10:  Each  tablet  contains  4 mg.  of  perphenazine 
and  10  mg.  of  amitriptyline  hydrochloride. 


INDICATIONS:  Patients  with  moderate  to  severe  anxiety 
and/or  agitation  and  depressed  mood;  patients  with 
depression  in  whom  anxiety  and/or  agitation  are  severe; 
patients  with  depression  and  anxiety  in  association  with 
chronic  physical  disease;  schizophrenics  with  associated 
depressive  symptoms. 

CONTRAINDICATIONS:  Central  nervous  system 
depression  from  drugs  (barbiturates,  alcohol,  narcotics, 
analgesics,  antihistamines);  bone  marrow  depression; 
urinary  retention;  pregnancy;  glaucoma.  Do  not  give  in 
combination  with  MAOl  drugs  because  of  possible 
potentiation  that  may  even  cause  death.  Allow  at  least  2 
weeks  between  therapies.  In  such  patients  therapy  with 
TRIAVIL  should  be  initiated  cautiously,  with  gradual 
increase  in  the  dosage  required  to  obtain  a satisfactory 
response. 

WARNINGS:  Patients  should  be  warned  against  driving  a 
car  or  operating  machinery  or  apparatus  requiring  alert 
attention,  and  that  response  to  alcohol  may  be  potentiated. 
PRECAUTIONS:  Suicide  is  always  a possibility  in  mental 
depression  and  may  remain  until  significant  remission 
occurs.  Supervise  patients  closely  in  case  they  may 
require  hospitalization  or  concomitant  electroshock 
therapy.  Untoward  reactions  have  been  reported  after  the 
combined  use  of  antidepressant  agents  having  various 
modes  of  activity.  Accordingly,  consider  possibility  of 
potentiation  in  combined  use  of  antidepressants.  Not 
recommended  for  use  in  children.  Mania  or  hypomania 
maybe  precipitated  in  manic-depressives  (perphenazine 
in  TRIAVIL  seems  to  reduce  likelihood  of  this  effect).  If 
hypotension  develops,  epinephrine  should  not  be 
employed. as  its  action  is  blocked  and  partially  reversed  by 
perphenazine.  Caution  patients  about  errors  of  judgment 
due  to  change  in  mood. 

SIDE  EFFECTS:  Similar  to  those  reported  with  either 
constituent  alone. 

Perphenazine:  Should  not  be  used  indiscriminately.  Use 
caution  in  patients  with  history  of  convulsive  disorders  or 


severe  reactions  to  other  phenothiazines.  Likelihood  of 
untoward  actions  greater  with  high  doses.  Closely 
supervise  with  any  dosage.  Side  effects  may  be  any  of 
those  reported  with  phenothiazine  drugs:  blood  dyscrasia 
(pancytopenia,  thrombocytopenic  purpura,  leukopenia, 
agranulocytosis,  eosinophilia);  liver  damage  (jaundice, 
biliary  stasis);  extrapyramidal  symptoms  (opisthotonos, 
oculogyric  crisis,  hyperreflexia,  dystonia,  akathisia, 
dyskinesia,  parkinsonism)  usually  controlled  by  the 
concomitant  use  of  effective  antiparkinsonian  drugs 
and/or  by  reduction  in  dosage,  but  sometimes  persist 
after  discontinuation  of  the  phenothiazine;  severe  acute 
hypotension  (of  particular  concern  in  patients  with  mitral 
insufficiency  or  pheochromocytoma);  skin  disorders 
(photosensitivity,  itching,  erythema,  urticaria,  eczema,  u 
to  exfoliative  dermatitis);  other  allergic  reactions  (asthm< 
laryngeal  edema,  angioneurotic  edema,  anaphylactoid 
reactions);  peripheral  edema;  reversed  epinephrine 
effect;  endocrine  disturbances  (lactation,  galactorrhea, 
disturbances  of  menstrual  cycle);  grand  mal  convulsions 
cerebral  edema;  altered  cerebrospinal  fluid  proteins; 
polyphagia;  paradoxical  excitement;  photophobia;  skin 
pigmentation;  failure  of  ejaculation;  EKG  abnormalities 
(quinidine-like  effect);  reactivation  of  psychotic  processe: 
catatonic-like  states;  autonomic  reactions  such  as  dryne: 
of  the  mouth,  headache,  nausea,  vomiting,  constipation, 
obstipation,  urinary  frequency,  blurred  vision,  nasal 
congestion,  and  a change  in  the  pulse  rate;  hypnotic 
effects;  pigmentary  retinopathy;  corneal  and  lenticular 
pigmentation;  occasional  lassitude;  muscle  weakness; 
mild  insomnia;  significant  unexplained  rise  in  body 
temperature  may  suggest  intolerance  to  perphenazine,  ir 
which  case  discontinue.  Antiemetic  effect  may  obscure 
signs  of  toxicity  due  to  overdosage  of  other  drugs  or  mak( 
diagnosis  of  other  disorders  such  as  brain  tumors  or 
intestinal  obstruction  difficult.  May  potentiate  central 
nervous  system  depressants  (opiates,  analgesics, 
antihistamines,  barbiturates,  alcohol),  atropine,  heat,  an 
phosphorous  insecticides. 

Amitriptyline:  Careful  observation  of  all  patients 
recommended.  Side  effects  include  drowsiness  (may 
occur  within  the  first  few  days  of  therapy);  dizziness; 
nausea;  excitement;  hypotension;  fainting;  fine  tremor; 
jitteriness;  weakness;  headache;  heartburn;  anorexia; 
increased  perspiration;  incoordination;  allergic-type 
reactions  manifested  by  skin  rash,  swelling  of  face  and 
tongue,  itching;  numbness  and  tingling  of  limbs,  includin 
peripheral  neuropathy;  activation  of  latent  schizophrenia 
(however,  the  perphenazine  content  may  prevent  this 
reaction  in  some  cases);  epileptiform  seizures  in  chronic 
schizophrenics;  temporary  confusion,  disturbed 
concentration,  or  transient  visual  hallucinations  on  high 
doses;  evidence  of  anticholinergic  activity,  such  as 
tachycardia,  dryness  of  mouth,  blurring  of  vision,  urinary 
retention,  constipation,  paralytic  ileus;  agranulocytosis; 
jaundice.  The  antidepressant  activity  may  be  evident 
within  3 or  4 days  or  may  take  as  long  as  30  days  to 
develop  adequately,  and  lack  of  response  sometimes 
occurs.  Response  to  medication  will  vary  according  to 
severity  as  well  as  type  of  depression  present.  Elderly 
patients  and  adolescents  can  often  be  managed  on  lower 
dosage  levels. 

For  more  detailed  information  consult  your  Merck  Sharp 
and  Dohme  representative  or  see  the  package  circular. 

MERCK  SHARP  & DOHMI 

Division  of  Merck  & Co.  Inc.  West  Point  Pa  1948 

where  today's  theory  is  tomorrow’s  therap 


when  relief 
means  so  much 
in  keeping 
your  G.U. 
patient  comfortable 

URISEO 


tZQhJ  Al- 


Clinically 


for  G.  U.  Therapy 


There  are  not  many  drug  combinations  in  use  today 
which  can  claim  to  have  served  the  medical  profes- 
sion for  more  than  50  years.  Such  a record  reflects 
the  continued  confidence  of  physicians  in  URISED. 
This  is  not  a dramatic  “wonder  drug’’  — but  a 
useful  one. 

It  fills  a need  in  urologic  and  general  practice— a 
need  for  a mild  but  reliable  agent  with  a very  low 
order  of  toxicity.  It  can  be  used  alone  to  treat  mild 
and  uncomplicated  urinary  infections.  It  can  be  used 
as  "interim  therapy’’  while  awaiting  the  results  of 
urine  culture.  It  can  be  used  as  an  adjunct  (to  relieve 
pain  and  spasm)  with  almost  any  other  form  of  anti- 
bacterial therapy. 

The  characteristic  blue/green  urine  tells  the  patient 
that  something  is  happening.  The  patient  generally 
tells  you  that  symptomatic  relief  follows  the 
first  dose. 

REFERENCES:  (1)  Sands.  R.X.:  New  York  St.  J.  Med.  61:2598-2602. 
1961;  (2)  Renner,  M.J..  et  al.:  Hosp.  Topics  39:71-73,  1961:  (3)  Haas, 
Jr.,  J.,  and  Kay,  L.  L.:  Southwest  Med.  42:30-32,1961;  (4)  Marshall,  W.: 
Clin.  Med.  7:499-502,  1960;  (5)  Strauss  B.:Clin.  Med.  4:307-310, 1957. 


Each  Blue-Coated  Tablet  contains  Active: 


Atropine  Sulfate  0.03  mg. 
Hyoscyamine  . . 0.03  mg. 
Methenamine  40.8  mg. 


Methylene  Blue  . . 5.4  mg. 
Phenyl  Salicylate  18.1  mg. 
Benzoic  Acid  . 4.5  mg 


PRECAUTIONS:  Administer  vyith  caution  to  persons  with  atro- 
pine idiosyncrasy  or  cardiac  disease. 

SIDE  EFFECTS:  Neither  irritation  nor  untoward  reactions  have 
been  reported;  however,  if  pronounced  dryness  of  the  mouth, 
flushing,  or  difficulty  in  initiating  micturition  occur,  decrease 
dosage.  If  rapid  pulse,  dizziness  or  blurring  of  vision  occur, 
discontinue  use  immediately.  Acute  urinary  retention  may  be 
precipitated  in  prostatic  hypertrophy. 

CONTRAINDICATIONS:  Glaucoma,  urinary  bladder  neck  or 
pyloric  obstruction,  duodenal  obstruction  and  cardiospasm. 
Hypersensitivity  to  any  of  the  ingredients. 

DOSAGE:  Adults — Two  tablets,  orally,  four  times  per  day  fol- 
lowed by  liberal  fluid  intake.  Acute  cases — initially  two  tablets 
every  hour  for  three  doses  followed  by  the  recommended  daily 
administration.  Children — One-half  the  adult  dose. 

(Stocked  Nationally  Through  All  Service  Wholesale  Druggists) 


CZQNAl- 

Pharmaceuticals,  inc 

CHICAGO,  ILLINOIS  S06A0 


MANUFACTURERS  OF  URICEUTICAL®  SPECIALTIE 


ANESTACON®  • CVSTOSPAZ*  • MANDACON™  . URISED* 
URISEDAMINE*  • UTRASUL*  Tablets  and  Suspension 


Printed  in  U.S.A. 
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now 
he  can 
cope*** 


thanks  to 

Bifliisol.. 

ISODIUM  ByWRBIIAll 


the  ^^daytime  sedative”  for 
everyday  situational  stress 

When  stress  is  situational — environmental  pressure, 
worry  over  illness — the  treatment  often  calls  for  an 
anxiety-allaying  agent  which  has  a prompt  and 
predictable  calming  action  and  is  remarkably  well 
tolerated.  Butisol  Sodium  (sodium  butabarbital) 
meets  this  therapeutic  need. 

After  30  years  of  clinical  use  . . . still  a first  choice 
among  many  physicians  for  dependability,  safety  and 
economy  in  mild  to  moderate  anxiety. 
Contraindications:  Porphyria  or  sensitivity  to 
barbiturates. 

Precautions:  Exercise  caution  in  moderate  to  severe 
hepatic  disease.  Elderly  or  debilitated  patients  may 
react  with  marked  excitement  or  depression. 

Adverse  Reactions:  Drowsiness  at  daytime  sedative 
dose  levels,  skin  rashes,  “hangover”  and  systemic 
disturbances  are  seldom  seen. 

Warning:  May  be  habit  forming. 

Usual  Adult  Dosage:  As  a daytime  sedative, 

15  mg.  (34  gr.)  to  30  mg.  (34  gr.)  t.i.d.  or  q.i.d. 

Available  for  daytime  sedation:  Tablets,  15  mg.  gr.), 

30  mg.  (}^  gr.);  Elixir,  30  mg.  per  5 cc.  (alcohol  7%). 
BUTICAPS®  [Capsules  Butisol  Sodium  (sodium  butabarbital)] 
15  mg.  (J4  gr.),  30  mg.  (J4  gr.). 


( McNEIL ) 

McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa, 


fermmyciit 

oxytetracycline) 


^ire  victim.  Examination  reveals  second  degree  burn  of  lower 
eg.  To  combat  shock,  restore  circulatory  volume  and  replace 
)rotein  loss,  plasma  is  administered.  Local  pressure  dressing 
ipplied.  Limb  elevated  to  limit  the  flow  of  lymph.  About  36 
lours  after  admission  the  patient  develops  an  elevated  tem- 
lerature  and  complains  of  pain  at  the  site  of  the  lesion. 
Dressing  removed.  A suppurating  slough  area  has  developed 
)ver  part  of  the  burn.  A swab  specimen  is  taken  for  culture 
ind  the  slough  area  is  debrided.  Antibacterial  treatment  is 
legun  with  Terramycin  I.M,  Days  later,  recovery  is  progress- 
ng,  and  the  laboratory  report  shows  a mixed  infection  with  a 
iredominance  of  susceptible  coliform  bacteria,  confirming  the 
herapeutic  choice.  Terramycin  therapy  is  continued  until  all 
igns  of  infection  disappear. 

Experience  has  shown  that  Terramycin  offers  special 
idvantages  in  treating  bacterial  infections  complicating  burns, 
vhen  strains  of  causative  organisms  are  susceptible.  Broad- 
pectrum  antibacterial  coverage.  Activity  unaffected  by  peni- 
illinase.  Rapidly  achieved  therapeutic  blood  levels.  Proven 
issue  toleration. 

Terramycin  I.M.  is  the  only  preconstituted  broad- 
pectrum  antibiotic  designed  specifically  for  intramuscular 
se.  Requires  no  refrigeration.  Remains  stable  for  at  least  two 
ears.  Available  for  immediate  use  in  Isoject,®  a disposable 
ijection  unit.  In  difficult  as  well  as  routine  cases,  when  tests 
eveal  susceptible  organisms,  consider  Terramycin.  One  of 
he  world’s  most  widely  used  broad-spectrums. 


lermrnycirfLM. 

oxytetracycline) 


Contraindicated:  In  individuals  hypersensitive  to  any 
of  the  components  of  this  drug. 

Warnings:  If  renal  impairment  exists,  even  usual 
doses  may  lead  to  excessive  systemic  accumulation  and 
possible  liver  toxicity.  In  such  patients,  lower  than 
usual  doses  are  indicated  and  for  prolonged  therapy 
oxytetracycline  serum  level  determinations  may  be 
advisable. 

Terramycin  may  form  a stable  calcium  complex  in  any 
bone-forming  tissue  with  no  serious  harmful  effects  re- 
ported thus  far  in  humans. 

Use  of  oxytetracycline  during  the  last  trimester  of 
pregnancy,  neonatal  period  and  early  childhood  may 
cause  discoloration  of  teeth.  This  effect  occurs  mostly 
during  long-term  use  of  the  drug,  but  it  has  also  been 
observed  in  usual  short-treatment  courses. 

During  treatment  with  tetracyclines,  individuals  sus- 
ceptible to  photodynamic  reactions  should  avoid  direct 
sunlight.  Discontinue  therapy  at  first  evidence  of  skin 
discomfort. 

Note:  With  oxytetracycline,  phototoxicity  is  not  be- 
lieved to  occur  and  photoallergy  is  very  rare. 
Precautions:  Use  of  broad-spectrum  antibiotics  occa- 
sionally may  result  in  overgrowth  of  nonsusceptible 
organisms.  Where  such  infections  occur,  discontinue 
oxytetracycline  and  institute  specific  therapy. 

As  with  all  intramuscular  preparations,  Terramycin 
Intramuscular  Solution  should  be  injected  well  within 
the  body  of  a relatively  large  muscle.  Adults:  The 
preferred  sites  are  the  upper  outer  quadrant  of  the  but- 
tock (i.e.,  gluteus  maximus),  or  the  mid-lateral  thigh. 
Children:  It  is  recommended  that  intramuscular  in- 
jections be  given  preferably  in  the  mid-lateral  muscles 
of  the  thigh.  In  infants  and  small  children  the  periphery 
of  the  upper  outer  quadrant  of  the  gluteal  region 
should  be  used  only  when  necessary,  such  as  in  burn 
patients,  in  order  to  minimize  the  possibility  of  dam- 
age to  the  sciatic  nerve. 

The  deltoid  area  should  be  used  only  if  well  developed 
such  as  in  certain  adults  and  older  children,  and  then 
only  with  caution  to  avoid  radial  nerve  injury.  Intra- 
muscular injections  should  not  be  made  into  the  lower 
and  mid-thirds  of  the  upper  arm.  As  with  all  intra- 
muscular injections,  aspiration  is  necessary  to  help 
avoid  inadvertent  injection  into  a blood  vessel. 
Increased  intracranial  pressure  with  bulging  fontanelles 
has  been  observed  occasionally  in  infants  receiving 
therapeutic  doses  of  the  drug,  but  such  signs  and 
symptoms  have  disappeared  rapidly  on  cessation  of 
treatment  with  no  sequelae. 

Adverse  Reactions:  Subcutaneous  and  fat-layer  in- 
jection may  produce  mild  pain  and  induration  which 
may  be  relieved  by  an  ice  pack.  Very  mild  gastro- 
intestinal disturbances,  not  requiring  discontinuance 
of  the  drug,  may  occur  occasionally.  Allergic  reactions, 
including  anaphylaxis,  rarely  have  been  observed. 
Dosage:  Adult:  The  optimal  dosage  varies,  depending 
on  the  type  and  severity  of  infection.  Unless  otherwise 
specified,  a dose  of  100  mg.  every  8 to  12  hours,  or  a 
single  daily  dose  of  250  mg.  should  be  adequate  for  the 
treatment  of  most  mild  or  moderately  severe  infections. 
In  severe  infections,  100  mg.  every  6 to  8 hours,  or  250 
mg.  every  12  hours  may  be  necessary. 

Serum  levels  obtained  by  the  recommended  dosages 
are  comparable  to  those  provided  by  the  oral  dosage 
of  1 to  2 Gm.  daily  in  adults.  Antibiotic  therapy 
should  be  continued  for  at  least  24  to  48  hours  after 
all  symptoms  and  fever  have  subsided. 

In  certain  diseases  specific  courses  of  therapy  may  be 
recommended  as  a general  guide.  In  primary  and  sec- 
ondary syphilis  for  example,  the  daily  administration 
of  2 Gm.  oxytetracycline,  orally,  in  divided  doses  for 
two  weeks  has  given  good  results.  In  cases  of  gonococ- 
cal infection  two  intramuscular  injections  of  250  mg. 
each,  or  one  intramuscular  injection  of  250  mg.  com- 
bined with  one  gram  given  orally  as  a single  dose,  will 
usually  suffice,  but  repetition  of  this  therapy  will  be 
required  in  an  occasional  case. 

In  the  treatment  of  hemolytic  streptococcal  infections, 
therapy  should  continue  for  at  least  10  days  to  prevent 
development  of  rheumatic  fever  or  glomerulonephritis. 
In  the  treatment  of  staphylococcal  infections  indicated 
surgical  procedures  should  be  carried  out  in  all  cases. 
Pediatric:  A dosage  of  3 mg./lb./ day  in  two  doses  has 
been  found  satisfactory  in  the  treatment  of  most  mild 
to  moderately  severe  infections.  For  more  severe  infec- 
tions, higher  dosages  may  be  indicated  and  should  be 
adjusted  accordingly. 

Terramycin  Intramuscular  Solution  provides  maximum 
absorption  and  patient  toleration  with  minimal  local 
irritation. 

Supply:  Terramycin  (oxytetracycline)  Intramuscular 
Solution:  available  in  single  dose,  prescored  glass  am- 
pules containing  100  or  250  mg.  oxytetracycline/ 2 cc., 
Isoject®  syringes  containing  100  or  250  mg.  oxytetra- 
cycline/2  cc.  and  10  cc.  multiple  dose  vials  containing 
50  mg.  oxytetracycline/cc. 

More  detailed  professional  information  available  on  request. 


in  dironic  cutaneous  ulcers... 

Elase  Ointment 

(fibrinolysin  and  desoxyribonuclease, 
combined,  [bovine]  ointment) 

PARKE-DAVIS 


FIRST  APPLICATION 

ELASE  Ointment  Is  applied  to  a deep  ulceration  of  a finger. 


EIGHTEEN  DAYS  LATER 

Healing  has  progressed  rapidly  without  interruption  or 
interference  from  any  accumulated  purulence  or 
necrotic  tissue.  Greatly  reduced  size  of  lesion  and 
minimal  scar  tissue  indicate  quality  and  vigor  of 
healing  which  is  almost  complete. 


By  helping  to  remove  dead  tissue  and  debris  from  the  ulcer’s 
surface,  ELASE  Ointment  creates  a better  environment  for  the 
elimination  of  infection,  for  healthy  granulation... for  healing. 

Its  lytic  enzymes  effectively  break  down  DNA  in  dead  leuko- 
cytes and  other  debris ...  the  fibrin  in  blood  clots,  serum,  and 
purulent  exudates. . .and  the  denatured  proteins  in  necrotic 
tissue.  Protein  elements  of  living  tissue  are  relatively  un- 
affected. ELASE  Ointment  is  indicated  in  stasis  ulcers  and  in 
other  infected  or  inflamed  ulcers  caused  by  circulatory  distur- 
bances. In  cases  requiring  skin  grafting,  it  is  used  preoperatively 
for  debridement.  For  ambulatory  patients  debridement  with 
ELASE  Ointment  is  a convenient  therapy  and  a regimen  likely 
to  be  followed.  Precautions:  Observe  usual  precautions  against 
allergic  reactions,  particularly  in  persons  with  a history  of 
sensitivity  to  materials  of  bovine  origin  or  to  mercury  com- 
pounds. Adverse  Reactions:  Side  effects  attributable  to  the 
enzymes  have  not  been  a problem  at  the  dose  and  for  the 
indications  recommended.  Discussion:  Successful  use  of 
enzymatic  debridement  depends  on  several  factors:  (1)  dense, 
dry  eschar,  if  present,  should  be  removed  surgically  before 
enzymatic  debridement  is  attempted;  (2)  the  enzyme  must  be  in 
constant  contact  with  the  substrate;  (3)  accumulated  necrotic 
debris  must  be  periodically  removed;  (4)  the  enzyme  must  be 
replenished  at  least  once  daily;  and  (5)  secondary  closure  or 
skin  grafting  must  be  employed  as  soon  as  possible  after 
optimal  debridement  has  been  attained.  It  is  further  essential 
that  wound-dressing  techniques  be  performed  carefully  under 
aseptic  conditions  and  that  appropriate  systemically  acting 
antibiotics  be  administered  concomitantly  if,  in  the  opinion  of 
the  physician,  they  are  indicated.  Available:  ELASE  Ointment  is 
supplied  in  30-Gm.  tubes  containing  30  units  (Loomis)  of 
fibrinolysin  and  20,000  units  of  desoxyribonuclease  with 
0.12  mg.  thimerosal  (mercury  derivative);  and  in  10-Gm.  tubes 
containing  10  units  of  fibrinolysin  and  6,666  units  of  desoxy- 
ribonuclease with  0.04  mg.  thimerosal.  ELASE  Ointment  has  a 
special  base  of  liquid  petrolatum  and  polyethylene;  contains 
sodium  chloride  and  sucrose  used  during  manufacture;  is 
stable  at  room  temperature  through  the  expiration  date  stated 
on  the  package. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 
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Dulcolax.'..so  predictable 
you  can  almost  set  patients  by  it. 


Dulcolax  works  so  effectively  that  the  time  of  bowel 
evacuation  can  often  be  predicted. 

Dulcolax  tablets  taken  at  night  will  usually  result  in  a con- 
venient bowel  movement  the  following  morning.  Dulcolax 
suppositories  generally  work  within  15  minutes  to  an  hour. 

Dulcolax  may  be  given  to  the  aged,  pregnant  or  nursing 
women,  and  children.  It  may  be  particularly  helpful  in  con- 
ditions in  which  straining  should  be  avoided.  The  drug, 
however,  is  contraindicated  in  the  acute  surgical  abdomen. 


Dulcolax^  bisacodyl 


FROMBOEHRINGERINGELHEIMG.M.B.H.  GEIGY  PHARMACEUTICALS,  DIVISION!  OF  GEIGY  CHEMICAL  CORPORATION.  ARDSLFY.  NEW  YORK  10502 


OU-6681 


Each  5 cc.  contain 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin 
base. 


Each  tablet  contains 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. ' 


When  mixed  as  directed, 
each  5 cc.  will  contain 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


Each  5 cc.  contain 
erythromycin  estolate 
equivalent  to  250  mg. 
erythromycin  base. 


When  mixed  as  directed, 
each  cc.  wilt  contain 
erythromycin  estolate 
equivalent  to  100  mg. 
erythromycin  base. 


Each  Pulvule®  contains 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


The  many  forms 
of  llosone^ 

Erythromycin  Estolate 


Each  Pulvule  contains 
erythromycin  estolate 
equivalent  to  250  mg. 
erythromycin  base. 


5% 


Additional  information  available  upon  request. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 
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EDITORIALS 


November  Is  Life  Month 

This  is  the  ninth  annual  life  month  for  The 
Medical  Society  of  New  Jersey  Life  Insurance 
Plan.  During  this  month,  members  under  age 
65  are  invited  to  apply  for  life  insurance  under 
this  State  Society  approved  plan. 

More  than  1,700  of  our  members  participate  in 
the  program  and  actual  claim  payments  to 
beneficiaries  exceed  1 1,650,000.  The  low  cost, 
high  quality,  and  generous  limits  of  the  So- 
ciety’s life  insurance  plan  make  it  possible  for 
members  to  plan  their  life  insurance  programs 
more  adequately. 

Increased  life  insurance  protection  is  generally 
required  when  your  income  has  increased, 
your  standard  of  living  improved,  your  respon- 
sibilities grown,  or  your  cost  of  living  has  gone 
up.  The  low  net  premium  of  the  Society’s 
program  keeps  the  cost  of  this  valuable  cov- 
erage so  low  that  members  can  afford  to  build 
an  adequate  insurance  program. 

Up  to  ten  1 1 0,000  units  of  term  life  insurance 
are  available,  making  the  maximum  life  in- 
surance protection  $100,000.  There  is  no  extra 
premium  charge  for  the  double  indemnity 
benefit  for  accidental  death,  or  for  the  waiver 
of  premium  benefit. 

The  policy  has  a guaranteed  right  of  conver- 
sion without  medical  examination,  regardless 
of  health  history  or  physical  condition.  The 
importance  of  this  right  is  evidenced  by  the 
fact  that  more  than  600  members  have  con- 
verted their  term  policies  to  various  forms  of 
permanent  insurance,  with  cash  values  and 
steadily  increasing  dividends. 

Complete  information  is  being  sent  members 
by  the  administrator,  E.  8c  W.  Blanksteen 
Agency.  Possibly  you  have  already  received 
your  letter  in  the  mail.  For  personal  help, 
call  the  agency  collect  at  (201)  DE  3-4340. 


Critics  From  Within 

Every  once  in  a while  a physician  makes  a 
public  statement  about  defects  in  the  Ameri- 
can medical  care  system.  And  such  a state- 
ment, being  seen  as  something  the  lawyers  call 
"an  admission  against  interest,”  immediately 
acquires  wings.  A reader*  of  the  Hospital 
Tribune  (issue  of  August  11,  1969)  put  it  well 
in  a letter  to  the  editor: 

"The  doctor  who  occupies  a position  of  honor 
and  speaks  for  public  consumption,  such  as 
Dr.  Robert  Ebert,  dean  of  Harvard  Medical 
School,  bears  a heavy  burden.  If  he  even  hints 
that  American  medicine  may  not  be  all  bad 
or  perhaps  the  intentions,  at  least,  are  good, 
there  is  no  problem  because  his  woixls  will  die 
a-borning.  If,  however,  his  tongue  is  vitriolic 
and  his  words  acidic  they  will  be  carried  swift- 
ly across  this  land  and  will  overfly  the  oceans 
to  flood  into  foreign  countries  with  all  the 
speed  of  an  ugly  rumor.  This  me.ssage  of 
criticism  will  be  carried  and  spread  with  speed 
and  skill,  frequently  by  those  who  are  not 
friends  either  of  America  or  of  .American  med- 
icine. The  words  will  be  given  wide  publicity 
because  of  the  high  position  held  by  the  man 
who  speaks.  It  is  not  the  man  but  the  position 
that  is  actually  speaking.  Because  a man  is 
an  able  administrator  and  runs  an  efficient 
medical  school  does  not  necessarily  mean  that 
he  is  the  ultimate  authority  on  the  ills  of  med- 
icine today.” 

Certainly  every  physician  has  a right  to  cri- 
ticize his  professional  colleagues,  to  take  pot 
shots  at  the  .AM.A  and  his  state  society,  and  to 
tell  the  world  what  he  thinks  is  wrong  about 
our  system  of  distributing  medical  care. 
Still,  there  are  some  disadvantages  to  folding 
one’s  own  door  steps  and  the  more  effective 
way  to  correct  evils  would  seem  to  be  by  work- 
ing within  the  established  organization  than 
to  join  an  anvil  chorus  being  pounded  out 
on  the  outside.  At  the  very  least,  the  physician 
who  feels  impelled  to  make  adverse  public 
statements  about  his  medical  brethren  should, 
in  all  fairness,  point  out  that  it  isn’t  all  bad 

• Tliomas  J.  McKenna,  M.D.  of  Jolinstown,  Pennsyl- 
vania. 
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and  that  there  are  more  remunerative  ways  of 
making  a living  than  trying  to  practice  medi- 
cine—if  that  is  all  one  seeks.  Boswell  quotes 
Samuel  Johnson  as  having  once  said  that,  “A 
Hy  may  sting  a stately  horse  and  make  him 
wince.  But  the  fly  is  still  an  insect  and  the 
horse  is  stately  still.”  Our  outside  critics,  asked 
what  changes  they  would  make,  can  reason- 
ably answer  that  this  is  not  their  field.  But 
wlien  a physician  himself  is  ready  to  tell  the 
public  what  is  w’rong  about  his  profession,  he 
should  also  be  able  to  suggest  how  it  may  be 
righted. 

One  Big  Health  Agency? 

The  dimes  march  is  in  January;  you  are  asked 
to  have  a heart  and  give  to  the  Heart  Fund 
in  February.  Crippled  Children  make  an 
Easter  appeal  and  the  American  Cancer  So- 
ciety calls  to  you  in  April.  Mental  Hygiene 
week  is  in  May  and  the  Multiple  Sclerosis  key 
signs  appear  in  June.  And  so  it  goes  through 
the  year  — Muscular  Dystrophy,  Nephrosis, 
.\rthritis.  Cerebral  Palsy  and  on  to  Christmas 
when  the  colorful  seals  of  the  Tuberculosis 
.Association  appear  in  street  booths. 

To  most  medical  practitioners,  there  seems  — 
at  first  — something  wasteful  about  this  con- 
fusing grab  bag  of  appeals.  It  occurs  to  many 
that  it  would  be  more  efficient  to  unite  them 
into  a single  voluntary  health  organization 
and  thus  reduce  the  number  of  executive 
secretaries,  directors,  clerks,  and  other  person- 
nel whose  salaries  are  a first  lien  on  the  funds 
collected.  And  in  a strictly  logical  sense,  this 
indeed  w'ould  seem  sound. 

But  the  whole  operation  is  emotional  rather 
than  logical  — and  must  be  seen  in  that  frame. 
It  may  make  good  sense  but  it  doesn’t  reflect 
much  knowledge  of  human  nature  to  ask  the 
officials,  employees,  advisers,  and  boards  to 
surrender  their  autonomy  for  the  common 
good.  Then  too,  people  want  to  give  to  a 
cause  that  means  something  to  them  emotion- 
ally. The  parent  of  a cardiac  child  is  more 
likely  to  give  generously  to  the  Heart  Fund 
than  to  an  omnibus  organization  which  fin- 


ances cardiac  research  as  a minor  activity. 
The  widower  of  a woman  who  died  of  car- 
cinoma is  more  likely  to  donate  money  to  a 
Cancer  Society  than  to  a general  health  or- 
ganization. And  in  a general  health  organiza- 
tion, there  will  be  constant  disagreement  over 
the  division  of  funds.  The  “one  big  health 
agency”  idea  may  be  logically  sound  and  may 
sound  logical.  But  there  is  something  to  be 
said  for  the  apparently  inefficient  system  of 
a separate  organization  for  each  major  dis- 
ease. It  fits  into  the  peculiarities  of  human 
nature. 

Limits  Of  FDA  Control 

On  page  633  of  this  issue,  we  publish  an  ac- 
count of  the  struggle  between  the  pharmaceu- 
tical industry  and  the  Food  and  Drug  Admini- 
stration about  the  agency’s  right  to  take  cer- 
tain drugs  off  the  market  without  a hearing. 
Many  Government  regulating  agencies  are 
charged  with  being  too  friendly  to  the  busi- 
nesses they  are  supposed  to  regulate.  The  FDA 
(like  the  FCC,  SEC,  and  others)  has  not 
escaped  such  charges.  On  the  other  hand,  the 
pharmaceutical  industry  feels  that  the  FDA 
is  not  sufficiently  understanding  of  their  prob- 
lems. The  forefront  issue  now  is  the  distribu- 
tion of  antibiotic  combinations,  which  F'DA 
says  are  unnecessary  but  which  many  medical 
practitioners  find  convenient  and  helpful. 
The  Pharmaceutical  Association  replies  that 
in  supplying  the  combinations  they  are  meet- 
ing a need  expressed  by  physicians.  FDA  re- 
torts that,  by  their  advertising,  they  have 
prompted  the  demand.  (FDA  had  approved 
the  advertisements,  however!) 

FDA’s  medical  advice  comes  largely  through 
the  National  .Academy  of  .Sciences,  a presti- 
gious, academically  oriented  organization 
which,  some  doctors  feel,  is  closer  to  academic 
matters  than  to  the  every-day  problems  of  the 
clinical  practitioner.  Both  sides  of  the  con- 
troversy are  certainly  interested  in  the  same 
thing:  better  care  of  patients.  Having  solved 
the  problem  of  getting  men  on  the  moon,  we 
ought  to  be  able  to  solve  this  earthier  earth- 
bound  problem  next. 
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ORIGINAL  ARTICLES 

Here  is  one  problem  that  can't  be  fed  into  a computer 
. . . or  ran  it? 

The  Diagnosis  Of 
Life  And  Death* 


Christopher  T.  Reilly,  M.D./Ridgewood 

Death  has  been  defined  as  the  permanent  ces- 
sation oi  physical  and  chemical  processes  tip- 
on  which  the  phenomena  of  life  depend.  It 
is  easy  to  apply  this  definition  to  biologic 
death  of  individual  cells.  Clinical  death,  how- 
ever, with  the  cessation  of  apparent  life  func- 
tion, may  occur  even  though  many  of  the 
body  cells  or  organs  remain  alive.  The  defini- 
tion which  remains  unchanged  in  the  current 
edition  of  Black’s  Law  Dictionary  is,  “The 
cessation  of  life:  the  ceasing  to  exist;  defined 
by  physicians  as  a stoppage  of  the  circulation 
of  the  blood,  and  a cessation  of  the  animal 
and  vital  functions  consequent  thereon,  such 
as  respiration,  pulsation,  et  cetera.”  But,  with 
the  advent  of  devices  such  as  the  defibrilla- 
tors, pacemakers,  artificial  respirators,  and 
many  others  it  is  possible  to  keep  a person 
clinicallv  alive  even  though  irreversible  coma 
has  occurred.  "When  brain  death  has  been 
established,  keeping  the  respirator  going  only 
delays  the  inevitable,  clinical  death. 

One  can  become  totally  useless  to  society  even 
though  conscious  or  semi-conscious,  such  as  a 
patient  with  terminal  cancer.  Efforts  to  pro- 
long life  cause  unnecessary  discomfort  until 
finally  the  inevitable  occurs.  The  patient  is 
essentially  dead  to  society,  but  not  permitted 
to  die  in  dignity. 

It  would  seem  important  then  to  differentiate 
whether  one  is  talking  about  biologic  death, 
clinical  death,  brain  death,  organ  death,  social 
death,  or  theologic  death. 

Regardless  of  one’s  moral  standard  or  frame 
of  reference,  the  sanctity  of  life  is  the  princi- 
ple that  causes  us  to  question  our  attitudes 


toward  death.  The  moral  dilemma  is  due  to 
the  fact  that  there  is  no  “moment  of  death”  as 
we  like  to  think  of  it.  Death  is  a process.  This 
causes  difficulties  in  our  thinking.  I will  limit 
my  discussion  to  four  practical  metlical  situa- 
tions: (1)  The  Determination  of  the  Time  of 
Death  and  Its  Significance,  (2)  The  Socially 
Dead  Patient  with  Incurable  Terminal  Dis- 
ease, (3)  Heroic  Treatment  of  Cardiac  .Arrest, 
and  (4)  Donor  Selection  for  Organ  Trans- 
plantation. 

1.  The  Determination  of  the  Time  of  Death 
and  Its  Significance 

W’hcn  you  and  I as  physicians  sign  a death 
certificate  we  are  asked  to  record  the  time  of 
death.  4Vhat  we  actually  record,  however,  is 
the  time  at  which  the  individual  is  pro- 
nounced dead.  One  looks  for  vital  signs.  .After 
some  time  has  elapsed  and  no  vital  signs  are 
noted  the  patient  is  pronounced  dead  and  an 
arbitrary  time  is  selected.  Usually,  the  exact 
time  selected  is  of  little  importance.  Holman,® 
however,  has  recorded  several  decisions  which 
depended  upon  the  time  of  death  such  as  the 
problem  of  determining  the  heirship  when 
husband  and  wife  die  in  a common  disaster. 
Determining  which  one  took  the  last  gasp  (or 
even  autopsy  findings  that  one  died  im- 
mediately while  the  other  developed  conges- 
tion or  other  conditions  indicative  of  a slower 
death  process)  has  been  used  as  evidence  to 
decide  who  should  be  the  heir  of  an  estate. 
There  have  been  incidents  where  the  time 
written  on  the  death  certificate  was  the  only 
available  evidence.^ 

* Read  before  tlie  Special  Session  on  Diagnosis  of 
Life  and  Death,  .\niuial  Meeting,  I he  Medical  Society 
of  Xe«  Jersey,  .\tlantic  City,  Nfay  18,  19(i9. 
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Consider  this  hypothetical  situation:  a woman 
with  terminal  cancer  has  much  pain.  With 
the  use  of  blood  transfusions,  she  might  gain 
a few  extra  days  or  weeks  of  life.  Most  would 
agree  that  active  intervention  of  this  sort 
would  not  be  indicated  but  few  would  cri- 
ticize the  use  of  such  treatment  particularly 
if  it  would  keep  a mother  alive  long  enough 
to  permit  a son  to  return  home  from  Vietnam 
before  death  occurred.  Now,  let  us  complicate 
this  hypothetical  situation  by  adding  a hus- 
band who  also  has  a terminal  condition.  You 
happen  to  know  certain  facts  about  their 
wills.  If  his  time  of  death  precedes  his  wife, 
who  is  your  patient,  your  favorite  charity  will 
receive  the  bulk  of  the  estate,  whereas,  if  her 
death  precedes  his,  the  funds  will  go  in  an- 
other direction.  Would  this  alter  your  care? 

2.  The  Socially  Dead  Patient  with  Incurable 
Terminal  Disease 

Without  consideration  of  the  ethical  factors, 
three  options  are  apparent  when  treating  the 
incurable  patient  (1)  active  treatment  for 
maximum  prolongation  of  life,  (2)  passive 
management  in  order  to  shorten  the  dying 
process,  (3)  active  intervention  to  end  life: 
that  is,  euthanasia.  Many  factors  might  be 
taken  into  consideration  when  treating  an  in- 
curable patient.  A partial  list  is  presented 
here. 

1.  The  infinitesimal  chance  of  recovery  or  the  likeli- 
hood that  a cure  might  be  discovered  if  life  is  pro- 
longed. 

2.  The  presence  of  continued  excruciating  pain  in  an 
otherwise  doomed  patient. 

3.  The  effect  of  useless  treatment  on  the  financial  sit- 
uation of  the  family. 

4.  The  waste  of  physician’s  time,  nurse’s  time,  hospital 
supplies,  and  hospital  facilities  which  might  be  used 
more  profitably  in  caring  for  patients  with  a more  ex- 
pectant prognosis. 

5.  The  legal  relationship  of  the  doctor  and  his  patient. 
These  have  been  reviewed  by  Fletcher^  who  em- 
phasizes the  physician’s  legal  responsibility  if  the  pa- 
tient has  requested  that  his  life  he  maintained  even  if 
he  has  a flat  electroencephalogram. 

6.  'What  is  meaningful  life? 

Much  has  been  written  about  euthanasia  but 


in  general  most  would  reject  such  active  in- 
tervention with  possibly  one  exception,  i.e. 
the  use  of  narcotics,  analgesics,  or  sedatives  to 
make  a terminal  patient  more  comfortable 
even  though  the  depression  of  vital  functions 
may  be  sufficient  to  hasten  the  patient’s 
demise. 

There  are  two  biblical  references  to  eutha- 
nasia. King  Saul  in  I Samuel  31:4,  after  he 
was  wounded,  asked  his  armor  bearer  to  kill 
him  lest  the  Philistines  when  they  capture 
Saul  would  abuse  him.  When  the  armor  bear- 
er refused,  Saul  committed  suicide.  Abime- 
lech  in  Judges  9:54  suffered  a fractured  skull 
when  hit  on  the  head  by  a stone  thrown  by  a 
woman.  He  asked  his  armor  bearer  to  slay 
him  so  it  would  never  be  said  that  a woman 
slew  him.  The  armor  bearer  obliged. 

In  contrast  to  euthanasia,  passive  management 
by  a physician,  bestowed  with  a sensitivity  to 
the  moral  issues  and  in  consultation  with  the 
family  seems  reasonable,  but  there  is  always 
the  possibility  of  being  moved  by  lesser  mo- 
tives. Nevertheless  as  physicians  we  cannot 
evade  the  unpleasant  responsibility  of  giving 
up  a useless  struggle.  What  is  gained  if  active 
treatment  prolongs  life  if  it  results  in  added 
days  of  intolerable  suffering  or  days  spent  in  a 
vegetative  state? 

3.  Heroic  Treatment  of  Cardiac  Arrest 

There  have  been  instances  where  active  im- 
mediate resuscitative  technics  have  been  very 
rewarding  if  accomplished  without  too  much 
delay  after  the  cardiac  arrest  has  occurred.  .Ml 
too  often  the  patient  is  “brought  back  to  life” 
(as  we  say)  only  to  find  that  permanent  brain 
damage  has  resulted  and  that  the  efforts  were 
in  vain.  Nevertheless,  in  the  absence  of  other 
terminal  conditions,  such  as  cancer,  every 
means  available  should  be  used  until  it  is 
obvious  that  success  is  impossible.  Resuscita- 
tion of  the  newborn  has  at  times  been  par- 
ticularly rewarding.  Many  infants  who  did  not 
breathe  spontaneously  for  as  long  as  40 
minutes  have  grown  to  be  healthy  children. 
The  risk  of  course  is  one  with  cerebral  palsy. 
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4.  Donor  Selection  for  Organ  Transplantation 

Moore®  observed  that  a number  of  eminent 
persons,  who  appear  to  be  shocked  and 
startled  by  heart  transplants  (as  evidenced  by 
their  public  statements)  were  silent,  apathetic, 
and  uninvolved  as  distant  spectators,  during 
the  preceding  seventeen  years  of  kidney  trans- 
plantation. This  observation  is  more  signi- 
ficant when  one  realizes  that  the  heart  is  more 
resistant  to  the  damage  that  results  from  lack 
of  blood-flow  than  the  kidneys  and  little  time 
can  be  wasted  once  the  kidney  donor  has  been 
declared  dead.  Does  the  figurative  use  of  the 
word  “heart”  in  our  daily  language  influence 
our  emotions?  The  word  heart  appears  over 
900  times  in  the  King  James  Version  of  the 
Bible  but  on  only  one  occasion  does  it  refer 
to  the  physical  heart.  Our  thought  processes 
occur  in  the  central  nervous  system  which  is 
easily  permanently  damaged  by  anoxia.  Due 
to  modern  mechanical  and  electronic  inven- 
tions it  is  possible  artificially  to  maintain 
cardiopulmonary  function  even  though  a 
permanently  non-functioning  brain  is  present. 
Simply  “pulling  the  plug”  w^ould  result  in  the 
classical  signs  of  death.  These  individuals  are 
for  all  practical  purposes  dead  and  at  times 
represent  excellent  donors  for  organ  trans- 
plants. 

The  ad  hoc  Committee  of  the  Harvard  Medi- 
cal School^  has  attempted  to  define  irreversible 
coma  or  “brain  death”  in  order  to  avoid  con- 
troversy. The  essential  points  are:  (1)  unre- 
ceptivity and  unresponsitivity,  (2)  no  move- 
ments or  breathing,  (3)  no  reflexes,  and  (4)  a 
flat  electroencephalogram.  Public  education 
will  be  necessary  if  there  is  a movement  to 
upgrade  the  diagnosis  of  death  by  electro- 
encephalogram since  it  has  been  demon- 
strated^  that  most  people  think  of  death  in 
terms  of  cessation  of  cardiac  function.  One 
could  foresee  a conflict  of  interest  if  the  phy- 
sician of  the  potential  donor  were  also  caring 
for  the  potential  recipient  of  a transplantable 
organ.  With  this  in  mind,  the  recommended 
Uniform  Anatomical  Gift  Act^  as  approved  by 
the  National  Conference  of  the  Commissioners 
on  Uniform  State  Laws  contained  a provision 
that  the  physician  who  certified  the  death 


shall  not  participate  in  the  procedure  for  re- 
moving or  transplanting  a part.  Similar  re- 
commendations were  made  by  the  ^\'olld 
.Medical  Assembly.® 

Life 

Now,  let  us  direct  our  attention  to  the  diag- 
nosis of  life,  particularly  as  it  is  related  to  in- 
duced abortion.  For  the  most  part,  regardless 
of  our  religious  persuasion,  our  attitudes  are 
related  to  the  influence  of  Judeo-Chrislian 
ethics.  Specific  biblical  revelation  is  lacking 
concerning  the  subject  of  abortion  but  prin- 
ciples are  established  which  are  related  to  the 
subject  such  as  (1)  the  sacredness  and  value 
of  human  life,  (2)  the  sanctity  of  marriage  and 
family  life,  (3)  distorted  human  relationships, 
unwanted  children,  genetic  defects,  and  harm- 
ful social  conditions  that  are  the  result  of  a 
world  pervaded  Ijy  evil,  and  (4)  the  need  for 
individuals  to  act  in  love  for  God  and  man 
by  being  compassionate  to  individuals  and 
seeking  responsibility  to  mitigate  the  effects 
of  evil. 

Since  specific  Biblical  references  to  abortion 
are  lacking,  different  opinions  result  because 
different  Aveight  may  be  given  to  different 
principles  in  any  given  situation.  These  are 
discussed  in  great  detail  in  a recent  book  pub- 
lished by  the  Christian  Medical  Society®  en- 
titled Birth  Control  and  the  Christian.  There 
is  one  reference  to  an  induced  abortion  in  the 
Old  Testament  in  Exodus  21:22-24.  In  mod- 
ern English  it  says  if  a man  injures  a pregnant 
Avoman  so  that  she  has  a miscarriage,  the 
woman’s  husband  Avill  go  to  the  judge  Avho 
Avill  assess  the  fine.  The  miscarriage  is  looked 
upon  as  a financial  loss.  The  passage  goes  on 
to  say  that  if  complications  occur,  so  that  the 
Avoman  loses  her  life  as  a result  of  the  miscar- 
riage, then  the  man  causing  the  injury  Avill 
pay  Avith  his  life.  The  rest  of  the  passage  is 
very  familiar:  an  eye  for  an  eye,  tooth  for 
tooth,  hand  for  hand,  etc.  This  Mosaic  l.aAV 
Avhich  does  not  reckon  the  fetus  as  equivalent 
to  a life  is  even  more  significant  Avhen  con- 
sidered in  contrast  to  a similar  .\ssyrian  LaAv 
of  the  same  era  Avhich  required  a life  for  the 
loss  of  a fetus. 
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Despite  varying  opinions  concerning  when 
the  developing  embryo  or  letns  is  to  be  con- 
sidered a human  with  a sonl,  the  potential 
great  value  of  the  developing  intrauterine  life 
cannot  be  denied.  The  early  human  gestation 
is  not  merely  a mass  of  cells  or  an  organic 
growth.  .\t  the  most,  it  is  an  acttial  human 
life  or  at  the  least,  a potential  and  develop- 
ing human  life.  Therefore  induced  abortion 
shoidd  be  recommended  with  caution  in  or- 
der to  safeguard  greater  \alties  sanctioned  by 
Scripture  including  individual  health,  family 
welfare,  and  .social  responsibility.  Suitable 
cases  would  fall  Avithin  the  scope  of  the  rec- 
ommendations of  the  .\MA  or  the  ACOCi. 
Changes  in  state  law  that  would  permit 
honesty  in  the  application  of  established  cri- 
teria should  be  encouraged  provided  they 
protect  the  physician  from  legal  action  or 


medical  liability  should  he  refuse  to  perform 
the  operation  because  he  finds  a particidar 
abortion  to  be  against  his  moral  standards. 
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Radium  And  The  Physician 

Information  for  physicians  concerned  about 
radiitm  hazards  is  graphically  sitmmarized  in 
a new  pitblication  of  the  U.S.  Bureau  of  Dis- 
ease Prevention  and  Environmental  Control. 
Etititled  Radium  and  the  J^hysician,  the  pam- 
phlet contains  text  and  illustrations  Avhich  re- 
view ba.sic  facts  about  radium.  The  extent  of 
usage,  shielding  recpiirements,  source  leakage, 
and  radiotoxicity  are  included,  along  Avith 
problems  of  handling,  storage,  radioactiA  e con- 
tamination, and  loss  of  sources. 

^Methods  of  minimizing  radium  radiation  haz- 
ards by  alternate  types  of  treatment,  radiation 
protection  safety  surveys,  and  radioactive  con- 
tamination insurance  are  also  covered. 

Single  co])ies  may  Ite  obtained  gratis  (P.H.S. 
Pul)lication  :^1698)  from  the  Radiologic 
Ileahli  Progiam,  P.O.  Box  1540,  Trenton 
08025. 


No  Fee — No  Report? 

May  a consulting  physician  Avithhold  the  re- 
sults of  his  examination  of  a patient  Avho  has 
been  referred  to  him  until  his  fee  for  the  con- 
sultation has  been  paid?  Xo,  he  may  not.  In 
November  1968,  the  AMA  Judicial  Council 
said  that  as  soon  as  possible  after  the  consult- 
ing physician  has  seen  the  patient,  he  should 
advise  the  referring  physician  of  the  results 
of  his  investigation. 

The  interest  of  the  patient  is  paramount  in 
the  practice  of  medicine.  Therefore,  every- 
thing that  can  reasonably  and  laAvfully  be 
done  to  serve  that  interest  must  be  done  by 
all  physicians  who  have  served  or  are  serving 
the  patient. 

The  Judicial  Council  affirms  that  it  Avould  be 
improper  and  unethical  for  a consulting  phy- 
sician to  withhold  the  results  of  his  examina- 
tion until  his  invoice  has  beet?  paid. 
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A 2-t  year  survival  period  after  i<  moral  of  a tnalignaut 
melanoma  is  an  amazing  duration.  In  this  case,  the 
nietatasis  led  to  niclena. 


Melena:  Secondary  To 
Malignant  Melanoma* 

A Case  Report 


William  E.  Ryan,  M.D.; 

William  E.  Topley,  M.D.; 

John  F.  Kustrup,  Sr.  M.D.; 
and  Abbas  Yazdi,  M.D./Trenton 

Gastrointestinal  bleedin;.*  in  a patient  with  a 
previously  removed  melanoma  (regardless  ol 
length  of  time  following  surgery)  should  alert 
the  clinician  to  the  possibility  of  gastroin- 
testinal metastasis.  In  this  instance  a patient 
with  a twenty-four  year  survival  of  a mela- 
noma removed  from  the  neck  pre.sented  with 
melena.  Her  case  report  is  summarized  as 
follows: 

A 65-year-ol(i  female  was  admitted  to  ,St.  Francis  Hos- 
pital for  the  first  time  on  October  27,  lOtiti,  because  of 
marked  anemia.  .She  liad  been  first  seen  four  and  one- 
balf  weeks  prior  to  her  admission  because  of  acute 
bilateral  throml)opblcbitis.  .After  other  conservative 
measures  had  failed,  the  jjatient  bad  been  placed  on 
pbenylbutazone-.AIka®  for  ten  days  prior  to  adniLssion. 
.She  complained  of  fatigue  and  epigastric  distre.ss  im- 
mediately prior  to  her  admission. 

.She  had  had  a “lump"  excised  from  the  left  side  of  the 
neck  in  1944  and  again  in  194.5.  Correspondence  from 
her  surgeon  revealed  that  she  had  undergone  wide  and 
deep  excision  of  a malignant  melanoma  of  the  supra 
scapular  region  in  1944.  This  surgery  was  followed  by 
a supra-clavicular  lymph  node  dissection  18  months 
later  for  recurrence  in  a lymph  node  adjacent  to  her 
primary  site.  She  was  followed  regularly  without 
evidence  of  recurrence.  She  had  had  a cholecystectomy 
for  cholecystitis  and  cholelithiasis  and  appendectomy 
forty  years  previously. 

On  admission  she  appeared  pale,  but  was  not  in  acute 
distress.  ,A  well-healed  left  suprascapular  surgical  .scar 
was  evident.  I. tings  were  clear.  I'he  heart  evidenced  a 
regular  sinus  tachycardia,  hut  was  otherwise  unremark- 
able. There  was  no  organopathy.  In  the  lower  ex- 
tremities. she  had  seteral  areas  of  superficial  acute 
thrombophlebitis.  Hemoglobin  w'as  6.,5  Grams;  hemato- 
crit 22:  leukocyte  count  5, 050  with  normal  differential. 
Her  peripheral  blood  smear  revealed  some  hypo- 
chromia and  anisocytosis.  .Stools  were  positive  for  oc- 
cult blood.  Serum  iron  was  81.5  meg.  Blood  sugar, 
urea  nitrogen,  and  other  serum  chemistries  were  within 


normal  limits.  .A  grasirointestinal  x-ray  scries  disclosed 
an  acute  ulcer  of  the  duodenal  bulb.  Chest  .x-ray  re- 
vealed a spherical  mass  measuring  45  millimeters  in 
diameter  in  the  posterior  right  lung  sulcus  com- 
[tatible  with  a neoplastic  lesion. 

It  was  felt  that  the  patient’s  acute  problem  was  gasiro- 
intesiinal  bleeding,  secondary  to  peptic  ulceration, 
possibly  associated  with  ingestion  of  [)hcnylbula/one. 
This  drug  was  withdrawn,  and  she  received  three  units 
of  blood.  .She  lesponded  well  to  bland  diet  and  an- 
tacid and  anti-cholinergic  therapy.  She  was  given  a 
course  of  Imferon'®  therapy. 

1 he  palieni  refused  surgical  diagnostic  suggestions  to- 
ward ascertaining  the  nature  of  her  right  lung  lesion. 
She  was  discharged  Irom  the  hospital  on  November  7, 
I9()li. 

Interim  chest  x-rav  in  December.  I^)l)^),  indicated  no 
change  in  her  pnlmonarv  lesion,  and  a hemogram 
then  disclosed  a slight  impro\ement  of  her  anemia. 

In  January,  19(i7.  the  patient  noted  recurrent  fatigue 
and  epigastric  distress.  Blood  coitnt  disclosed  return 
of  the  anemia.  Her  stools  again  became  positive  for 
occult  blood.  She  was  readmitted  to  St.  Francis  Hospi- 
tal with  a diagnosis  of  recurrent  bleeding  duodenal 
ulcer.  Her  phlebitis  had  cleared.  Fhere  were  no  new 
physical  findings. 

She  now  had  a hemoglobin  of  9.1;  hematocrit  .^1; 
leucocyte  count  of  9,700  with  a norma!  differential. 
Stools  were  |)ositi\e  for  occult  blood  on  seven  occa- 
sions. (.astrointestinal  series  were  normal  and  dis- 
closed no  evidence  of  the  previotisly  noted  duodenal 
ulcer.  .Vll  other  laboratory  studies  were  normal.  Chest 
x-ray  told  ns  that  the  pulmonary  mass  in  the  right 
lower  lung  had  not  changed  in  size  or  characteristics. 
.At  bronchosoco[>y,  there  was  no  evidence  of  endo- 
bronchial nc'oplasm. 

On  February  14,  19li7,  the  patietit  siiflered  another 
gastrointestinal  hemorrhage.  Small  bowel  studv  dis- 
closed a one-centimeter  round  Idling  defect  of  the 
jejunum  and  alteration  in  the  caliber  and  mucosa  of 
irregtilar  nature.  This  involved  a three-centimeter  seg- 
ment of  ileum. 

I he  patient  underwent  laporotomv  one  week  later.  On 

* From  the  Departments  of  Medicine  and  Sitrgcrv, 
St.  Francis  Hospital,  1 renton.  where  Dr.  Kustrup  is 
Chief  of  Surgery;  Dr.  'Fopley  a member  of  the  Depart- 
ment of  Metlicine:  and  Dr.  Vazdi  a resident  in  snrgerv. 
Dr.  Ryan  is  currently  a fellow-in-medicinc  at  the  Alavo 
Clinic  in  Rochester.  .Minnesota. 
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opening  the  abdomen,  a metastatic  lesion  was  noted  on 
the  greater  omentum.  Two  metastatic  lesions  were  pre- 
sent on  ilie  small  bowel  mesentery.  There  %vas  an  in- 
durated, pigmented  lesion  in  the  small  bowel  lumen, 
eighteen  inches  proximal  to  the  ileocecal  valve.  Three 
other  lesions  of  about  three-centimeters  in  diameter 
were  in  the  ileum,  and  it  was  presumed  that  these 
tumors  were  the  source  of  bleeding.  Other  lesions  were 
noted  in  the  jejunum,  starting  two  inches  distal  to  the 
ligament  of  Treitz.  There  were  one  to  three  centimeter 
variegated  and  pedunculated  lesions  throughout  the 
jejunum.  These  lesions  histologically  represented  meta- 
static melanotic  melanoma,  showing  extensive  ulcera- 
tion of  the  lumenal  surface.  (See  Fig.  1,  2,  3,  & 4) . No 
evidence  of  duodenal  ulcer  was  noted  at  surgery. 


Figure  1 

Gross  Specimen  — Terminal  Ileum 


Figure  2 

Melanoma  in  Submucosa  of  Small  Intestine 


Small  bowel  resection,  therefore,  was  purely  palliative; 
and  a decision  was  made  to  institute  chemotherapy 
when  timely.  She  was  well  enough  to  be  discharged  on 
March  4,  but  was  readmitted  on  April  11,  with  ab- 
dominal pain,  persistent  vomiting,  dehydration,  and 
evidence  of  recurrent  bleeding.  Because  of  the  exten- 


sive  nature  of  her  disease,  only  supportive  therapy  was 
given,  she  died  on  April  24,  1967.  An  autopsy  was  not 
obtained. 

This  patient  presents  interesting  and  illustra- 
tive features  of  malignant  melanoma.  Recur- 
rence after  twenty-four  years  is  rare  and  note- 
worthy. Initially,  she  had  deep  and  wide  ex- 
cision of  her  primary  lesion,  which  was  fol- 
lowed by  supraclavicular  lymph  node  dissec- 
tion nineteen  months  later.  An  aggressive  sur- 
gical approach  in  both  instances  surely  al- 
lowed this  patient  a long  interval  of  freedom 
from  recurrence  and  underscores  the  need  for 
a vigorous,  early  approach  to  melanoma  treat- 
ment. 


Figure  3 

Tumor  in  Small  Intestine 
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Figure  4 

Melanin  Granules  — Tumor  Stain 


She  showed  two  distinct  causes  for  her  melena 
which  confronted  us  with  a vexing  problem  in 
differential  diagnoses.  In  the  first  instance, 
she  had  roentgenologically  demonstrated  duo- 
denal ulcer,  tvhich  for  a time  obscured  the 
more  ominous  melena  related  to  the  ulcera- 
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live  small  bowel  lesion  secondary  to  malignant 
melanoma. 

Bockus^  points  out  that  melanoma  is  rarely  a 
primary  lesion  in  the  small  bowel,  but  it  is 
ordinarily  secondary  to  cutaneous  melanoma 
or  melanoma  of  the  colon  and  rectum. 

Several  authors,  including  Willis,^  have 
pointed  out  that  it  is  not  unusual  for  meta- 
static melanoma  to  involve  small  intestines. 
In  his  autopsy  series  of  135  cases  of  tumor 
with  hematogenous  metastasis  to  small  bowel, 
45  were  from  malignant  melanoma,  making  it 
the  most  commonly  metastasizing  lesion  to 
small  bowel. 

According  to  Willis,^  early  hematogenous 
spread  first  involves  the  submucosa  and  pro- 
duces a pedunculated  mass  projecting  into  the 
lumen.  The  mucosa  or  muscularis  is  second- 
arily involved.  Polypoid,  nodular,  and  ulcera- 
tive lesions  may  be  seen  on  x-ray  series. 
Metastasis,  even  if  known,  often  cannot  be  de- 
monstrated by  x-ray.  This  initially  was  the 
case  with  our  patient. 

Dasgupta  and  Brosfield®  reviewed  one  thou- 
sand cases  of  cutaneous  melanoma  in  which 
nine  had  intestinal  or  gastric  metastasis,  con- 
firmed by  autopsy.  The  stomach  and  small 
bowel  are  areas  most  commonly  involved,  with 
the  colon  next  in  frequency.  They  found  that 
metastatic  lesions  to  the  small  bowel  from 
melanoma  may  produce  encroachment  on  the 
small  bowel  lumen  with  obstruction  or  intus- 
susception and  mav  erode  mucosa  to  produce 
upper  gastro-intestinal  hemorrhage.  In  our 
patient,  ulceration  with  bleeding  was  first  ob- 
served, but  obstruction  of  the  small  bowel 
was  felt  to  contribute  to  her  demise. 

Dasgupta  and  Brosfield^  reviewed  a large 
series  of  cases  of  melanoma  with  metastasis 
treated  at  Memorial  Hospital  in  New  York 
between  1935  and  1960.  Although  ante-mor- 
tem diagnosis  has  not  been  frequent,  they 
point  out  that  metastatic  melanoma  to  the 
small  bowel  is  a common  autopsy  finding.  In 
their  series  of  652  patients,  125  came  to  au- 


topsy. Small  intestine  was  involved  in  58  per 
cent  of  the  cases,  stomach  in  26  per  cent,  colon 
and  cecum  in  22  per  cent,  and  duodenum  in 
12  per  cent.  Extremes  of  the  (T  tract  were 
rarely  involved.  Therefore,  occult  blood  in  the 
stool  of  the  patient  with  known  primary 
malignant  melanoma  should  suggest  gastric  or 
intestinal  metastasis  to  the  clinician. 

In  reviewing  a case  of  melanoma  with  meta- 
stasis, Haskin®  noted  that  the  small  bowel  x- 
ray  appearance  is  usually  that  of  an  intra- 
mural extra-mucosal  defect  or  a polypoid  de- 
fect. Rarely  is  there  complete  annular  con- 
struction. Other  sources  of  hematogenous 
spread  of  tumor  to  the  small  bowel  were  from 
the  lung,  breast,  choriocarcinoma,  kidney,  and 
stomach. 

Nodular  lesions  in  the  small  bowel  should 
suggest  the  diagnosis  of  melanoma,  Kaposi 
carcinoma  or  Peutz-Jegher  syndrome,  and 
when  the  lesions  are  smaller  and  distributed 
throughout  the  small  bowl,  systemic  mastocy- 
tosis and  lymphosarcoma. 

Summary 

A 65-year-old  female  with  gastrointestinal 
bleeding  had  a metastatic  melanoma  of  the 
small  bowel.  The  primary  lesion  had  been 
removed  from  her  left  neck  twenty-four  years 
previously,  which  represented  a remarkable 
period  of  survival.  This  case  illustrates  the 
value  of  vigorous,  early  surgical  approach. 
The  clinician  should  be  alerted  to  the  pos- 
sibility of  gastrointestinal  metastasis  when 
bleeding  occurs  following  the  removal  of 
melanoma. 
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Grinndomutous  disease  of  the  colon  is  a distinct  entity 
to  be  distinguished  from  ulcerative  colitis  on  clinical, 
radiologic,  and  pathological  grounds. 


Granulomatous  Colitis* 


Vicfor  W.  Groisser,  M.D. /Montclair 

In  the  past,  granulomatous  colitis  rvas  usually 
mis-cliagnosed  and  considered  to  be  ulcerative 
colitis.  \Ve  now  realize  that  these  are  two 
separate  entities  which  can  be  distinguished 
on  clinical,  radiologic,  and  pathological 
grounds. 

What  is  Granulomatous  Colitis? 

It  is  a transmural  disease  involving  the  full 
thickness  of  the  colonic  wall  from  mucosa  to 
serosa.  It  is  most  often  a discontinuous  process 
with  normal  intervening  areas  of  bowel.  It 
frequently  is  associated  with  gramdomatous 
disease  of  the  ileum,  both  showing  the  same 
pathologic  findings.  In  contrast,  idcerative 
colitis  is  basically  a mucosal  disease  which  in- 
volves continuous  areas  of  the  colon. 

Granulomatous  colitis  has  often  been  called 
segmental  colitis,  transmural  colitis  or  Crohn’s 
disease  of  the  colon.  'When  regional  enteritis 
is  associated  with  colonic  inflammatory  dis- 
ease, the  term  “granulomatous  ileo-colitis”  is 
often  used. 

How  has  the  concept  of  granulomatous 
colitis  evolved  as  a distinct  entity? 

In  1932,  Crohn  et  ol.~  described  a non-caseat- 
ing  granulomatous  process  involving  the  dis- 
tal ileum.  Heretofore  this  process  had  been 
considered  to  be  tuberculous  in  nature.  In 
19.31  a case  of  colitis  was  described  as  being 
granulomatous  by  Colp.®  This  interpretation, 
however,  was  not  particularly  noted  by  the 

* Read  tjcfore  tlie  Joint  Session  on  Gastroenterologv 
and  I’roctologv  and  fieneral  I’raeiice.  .-\nmtal  Meeting, 
t he  Medical  Society  of  New  Jersey.  .Atlantic  City,  .May 
20,  Hit)!).  Dr.  (iroisser  is  director  of  gastroetiterologc  at 
Nfoittitainside  Hospital  in  Afontclair. 
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medical  profession.  Instead,  whenever  non- 
bacterial  and  non-parasitic  inflammatory  large 
bowel  disease  was  diagnosed,  it  was  generally 
thought  to  be  idcerative  colitis.  \\'hen  granu- 
lomatous enteritis  (regional  enteritis)  was 
found  associated  with  colonic  inflammatory 
disease,  the  colonic  process  was  again  thouglit 
to  represent  ulcerative  colitis. 

In  the  1950’s,  ^Vells'-^  and  Brooke’®  described 
.some  of  the  features  of  granulomatous  colitis. 
"Wolf  and  Marshaki^  described  the  radiologic 
changes  in  the  colon  in  this  disease.  In  the 
years  1960  to  1967,  further  differentiation  of 
granulomatous  colitis  from  ulcerative  colitis 
was  made  on  clinical,  pathological,  and 
radiologic  grounds  by  Lockhart-Mummary 
and  Mor.son,!-®  Lindner  et  al.,-  Marshak  et  al.,'‘ 
Janowitz  and  Present,®  and  G.  Jones  et  al.‘’ 

.Slowly,  as  physicians  realize  they  can  dif- 
ferentiate granulomatous  from  ulcerative 
colitis,  the  diagnosis  of  the  former  is  being 
made  more  frequently.  Thus,  physicians  who 
are  seeing  large  numbers  of  these  diseases  are 
finding  that  as  many  as  50  per  cent  of  the 
cases  heretofore  diagnosed  as  ulceratiie  colitis 
are  now  better  diagnosed  as  granulomatous 
disease  of  the  colon. 

What  are  the  pathologic  features 
which  distinguish  granulomatous 
from  ulcerative  colitis? 

Crranulomatous  colitis  is  a transmural  process. 
It  starts  in  the  sub-mucosa  and  involves  the 
mucosa,  muscidar  layer,  and  serosa.  The 
mesentery,  peri-colonic  fat.  and  adjacent 
lymph  nodes  are  often  invohed.  Fibrosis  as  a 
consequence  of  proliferation  of  (ollagen  tissue 
is  an  important  element. 
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The  non-caseatiiig  granulomas  consisting  of 
epithelioid  and  Langhan’s  giant  cells  are 
prominent  features.  Another  important  find- 
ing is  the  presence  of  lateral  Hssures  which  ex- 
tend from  the  mucosa  through  the  sub-mucosa 
and  often  into  the  muscularis  and  .serosa.  Fur- 
ther extension  of  these  fissures  may  produce 
fistulae.  The  disease  is  usually  discontinuous 
and  one  will  find  completely  normal  areas  of 
bowel  interspersed  with  involved  sections  of 
the  colon.  The  transmural  involvement,  the 
granuloma,  the  finding  of  intervening  normal 
tissue,  and  the  lateral  fissures  clearly  dis- 
tinguish this  process  from  ulcerative  colitis. 
In  the  latter,  the  process  is  generally  limited 
to  the  mucosa.  (Only  occasionally  is  the  sub- 
mucosa involved.)  The  process  is  continuous 
and  granulomata  are  not  to  be  found. 

Not  all  of  the  above  features  are  observed  in 
granulomatous  colitis.  If  the  colon  is  carefully 
sectioned,  however,  most  of  these  findings  will 
be  present.  In  some  series,  granulomas  have 
been  found  in  only  30  to  40  per  cent  of  cases, 
but  where  serial  sections  have  been  taken  and 
the  lymph  nodes  examined  as  well  as  the 
colonic  tissue,  an  incidence  of  80  per  cent 
finding  of  granulomas  has  been  noted. 

What  is  the  etiology  of  granulomatous 
disease  of  the  small  and  large  bowel? 

One  theory  projected  by  a number  of  investi- 
gators® is  that  some  toxic  lipoid  substance 
(perhaps  a lip>oprotein)  gains  entry  into  the 
lymphoid  tissue  in  the  sub-mucosa  of  the 
bonel,  causing  reactive  fibrosis  and  granulo- 
mata formation  with  lymphatic  blockage  and 
other  pathologic  consequences. 

What  clinical  features  distinguish 
granulomatous  from  ulcerative  colitis? 

As  in  ulcerative  colitis,  diarrhea  is  the  most 
frequent  clinical  symptom.  But  bloody  diar- 
rhea is  much  less  common  in  gramdomatous 
disease.  Mild  obstructive  symptoms  may  be 
present  consisting  of  cramping  or  colicky  ab- 
dominal pain.  ^Veight  loss,  lexer,  anorexia, 
and  lethargy  may  be  noted  in  both  conditions. 
Fistulization  to  the  skin,  to  adjacent  loops  of 
small  or  large  bowel,  and  anal  lesions  are 


frequent  concomitants  of  the  granulomatous 
process.  Fistulae  are  uncommon  in  ulcerative 
colitis,  which  at  limes  may  show  recto-vaginal 
fistulae,  or  anal  fistulae  as  a consequeiue  of 
the  Ijreakdown  of  rectal  alrscesses. 

Anal  lesions  (anal  ulcers,  fissures,  and  fistidae) 
are  frequent  in  granulomatous  colitis  ami  in 
a number  of  cases  often  precede  the  develop- 
ment of  the  full-blown  granulomatous  colitis. 
Many  patients  are  operated  upon  for  some 
form  of  anal  lesion  only  to  have  granulo- 
matous colitis  diagnosed  years  later. 

Physical  findings  do  not  help  separate  the 
diseases  unless  a mass  is  felt  — particularly  in 
the  right  lower  quadrant  or  along  the  thick- 
ened bowel.  This  is  in  keeping  with  the  diag- 
nosis of  granulomatous  disease.  The  bowel  is 
not  palpable  in  ulcerative  colitis  unle.ss  carci- 
noma is  present. 

Complications  of  the  disease  such  as  toxic 
megacolon  and  carcinoma  of  the  colon  arc 
more  frequent  in  ulcerative  colitis.  FNtra 
colonic  manifestations  including  arthritis  anti 
iritis  are  more  common  in  ulcerative  colitis 
anti  erythema  nodosum  is  perhaps  more  com- 
mon in  granulomatous  disease.  Amyloid  dis- 
ease is  more  frequently  a,ssociatcd  xvith 
granulomatous  disease. 

How  do  we  establish  the  diagnosis  of 
granulomatous  colitis  as  distinguished 
from  ulcerative  colitis? 

In  80  to  00  per  cent  of  cases,  the  tliagnf)sis 
can  be  established  on  clinical,  radiologic,  and 
pathologic  grounds.  The  two  most  useful  non- 
surgical  measures  are  sigmoidoscopy  anti 
biopsy,  and  radiologic  evaluation.  If  intlicatetl, 
surgery  will  afford  the  final  diagnostic  proof 
and  in  perhaps  10  per  cent  of  cases  xvill  estab- 
lish an  otherwise  insecure  diagnosis. 

Sigmoidoscopy 

In  idcerative  colitis,  the  rectum  is  imolved  in 
from  95  to  100  per  cent  of  cases.  The  mucosa 
in  the  active  patient  is  granular  and  friable 
with  some  mucus  or  pus.  In  50  per  cent  t>r 
fewer  of  the  cases  of  granulomatous  colitis, 
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the  rectum  will  show  macroscopic  changes  on 
sigmoidoscopy.  These  may  vary  from  changes 
indistinguishable  from  ulcerative  proctitis  to 
changes  in  which  edema  and  cobblestone  for- 
mation predominate. 

In  all  cases  of  inflammatory  bowel  disease  a 
biopsy  should  be  taken.  If  the  biopsy  shows 
granuloma  in  the  mucosa  or  sub-mucosa  a 
definite  diagnosis  of  granulomatous  colitis  is 
made.  This  may  be  found  in  about  one  fourth 
of  the  cases. 

The  finding  of  a normal  rectal  mucosa,  macro- 
scopically  and  by  biopsy,  should  suggest  that 
the  inflammatory  bowel  disease  is  granulo- 
matous in  nature. 

The  clinician  should  also  make  certain  that 
the  i^athologist  examines  any  anal  tissue  which 
may  have  been  removed  previously.  Granulo- 
mata  are  often  discovered  in  this  tissue  taken 
from  patients  who  are  later  diagnosed  as  hav- 
ing granulomatous  colitis. 

X-ray  examination 

Perhaps  the  most  helpful  means  of  making 
the  diagnosis  is  by  radiologic  examination  of 
the  large  and  small  bowel. 

If  small  bowel  granulomatous  disease  is  diag- 
nosed by  x-ray  it  is  almost  a sine  qua  non  that 
the  associated  colonic  inflammatory  disease  is 
of  the  granulomatous  variety. 

Although  granulomatous  colitis  may  involve 
the  entire  colon  in  some  patients,  it  is  usually 
segmental  in  distribution  with  intervening 
areas  of  normal  bowel.  Right-sided  involve- 
ment of  the  colon  is  usually  indicative  of 
granulomatous  disease.  The  rectum  is  in- 
volved in  perhaps  50  per  cent  or  less.  Occa- 
sionally, only  the  sigmoid  and  rectum  are 
noted  to  be  affected  in  granulomatous  disease. 

The  significant  findings  on  barium  enema 
examination  in  granulomatous  colitis  include 
its  segmental  distribution,  the  appearance  of 
strictures  when  present,  the  presence  of 
pseudo-diverticulae,  asymmetric  involvement 
of  the  bowel  wall  in  the  involved  segments. 


the  presence  of  longitudinal  ulcerations  and 
transverse  fissures,  and  the  finding  of  fistulae 
when  present. 

What  is  the  therapy  of 
granulomatous  colitis? 

We  are  limited  in  our  therapeutic  approach. 
This  is  a chronic  and  persisting  process.  In 
some  series,  60  to  80  per  cent  of  patients  have 
required  surgery. 

Medical  treatment  should  be  supportive  in 
nature  with  a nutritious  diet,  vitamin  supple- 
mentation if  needed,  and  provision  for  rest. 
Antidiarrheal  medication  and  antispasmodics 
should  be  used  as  indicated.  Non-absorbable 
sulfas,  such  as  Azulfidine®,  may  be  tried.  This 
medication,  which  is  in  part  a salicylate, 
is  taken  up  by  the  connective  tissue  of  the  gut. 
Response  to  this  medication  is  only  spotty, 
however. 

Steroids  may  be  of  value  in  ameliorating  dis- 
turbing symptoms  and  in  helping  the  patient 
to  live  with  his  disease  during  the  more  diffi- 
cult periods.  But  steroids,  at  least  as  used 
presently,  do  not  seem  to  change  the  overall 
course  or  prognosis  of  the  disease.  If  steroids 
are  used.  Prednisolone®,  in  doses  of  30  to  60 
mgms,  is  a useful  initial  dosage  range  — the 
dose  level  then  being  tapered  consistent  tvith 
the  patient’s  progress.  ACTH  and  steroid 
enemas  have  also  been  utilized  in  this  disease 
with  some  limited  success. 

Surgery  is  reserved  for  patients  who  develop 
complications  such  as  abscess  formation,  ob- 
struction, massive  bleeding,  fistulization,  and 
for  the  patient  whose  disease  is  debilitating. 
A large  majority  of  patients  will  eventually 
require  surgical  intervention. 

At  the  moment,  the  two  most  beneficial  sur- 
gical procedures  seem  to  be  limited  resection 
of  the  colon  when  the  disease  is  localized  to 
one  or  more  segments  and  to  total  colectomy 
with  ileostomy  when  there  is  peri-anal  involve- 
ment and/or  diffuse  disease.  Ileo-proctostoiny 
has  been  tried  where  rectal  disease  is  absent, 
with  inconstant  results. 
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Recurrences,  when  they  have  occurred,  are 
noted  in  the  distal  ileum  or  distal  to  the  site 
of  colonic  anastomosis. 
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21  Plymouth  Street 


The  Healthy  School  Environment 

Few  people  are  aware  of  the  favorable  as  well 
as  unfavorable  effects  that  environment  can 
produce  on  a student’s  ability  to  absorb 
knowledge.  However,  a new  book,  entitled 
Healthful  School  Environment,  arms  the  read- 
er with  factual  information  on  the  vital  role 
played  by  environment  in  the  growth  and 
development  of  school  children.  Co-edited  by 
Elizabeth  Avery  Wilson,  Ph.D.,  and  Charles 
Wilson,  M.D.,  this  is  a completely  revised  edi- 
tion of  the  former  Healthful  School  Living, 
produced  in  1957.  Here  many  facets  of  health- 
ful school  environment  are  explored  in  de- 
tail: “School  Organization  and  Pupil  Health,’’ 
“Emotional  Setting  of  the  Classroom,’’  “Pro- 
moting Safe  Living  in  School,’’  “School  Food 
Services,’’  and  “The  School  Administrator  and 
the  Environment.” 

Healthful  School  Environment,  published 
jointly  by  the  American  Medical  Association 
and  the  National  Education  Association,  is 
available  in  both  a hardbound  and  paperback 
edition.  Inquiries  concerning  Healthful  School 
Environment  should  be  directed  to  the  AMA 
Order  Handling  Unit,  535  North  Dearborn 
Street,  Chicago,  Illinois  60610. 


Punch  Drunk:  Myth  Or  Menace 

In  1928,  Harrison  S.  Martland,  M.D.,  de- 
scribed a syndrome  in  prize  fighters  who  were 
frequently  knocked  out.  He  called  it  “punch 
drunk”  and  said  it  was  due  to  multiple  pe- 
techial hemorrhages.  However,  Dr.  Harry  A. 
Kaplan,  Professor  of  Neurosurgery  at  the  New 
Jersey  College  of  Medicine,  says  tliat  this  is  a 
myth.  Dr.  Ira  McCown,  medical  director  of 
New  York’s  Athletic  Commission,  said  that  he 
found  significant  medical  disability  in  only 
148  out  of  11,000  boxers  examined  by  the 
Commission.  Dr.  Kaplan,  who  had  been  a ring- 
side physician  for  some  years,  examined  4,800 
electroencephalograms  of  boxers  and  found 
no  changes  in  the  tracings  just  after  a boxer 
had  been  defeated  in  the  ring.  Dr.  Milton 
Helpern,  New  York  City’s  chief  medical  ex- 
aminer finds  edema  of  the  brain  as  the  most 
common  finding  after  a boxer  takes  a severe 
head  beating.  “AVhen  burr  holes  were  made  in 
the  skulls  of  fighters  who  had  been  knocked 
out,  brain  tissue  oozed  out  like  toothpaste 
from  a tube.”  All  observers  agree,  however, 
that  any  boxer  who  is  knocked  out  should  be 
out  of  the  ring  for  at  least  thirty  days. 

— Image  and  Commentary,  Roche  Laboratories,  Nut- 
ley,  New  Jersey,  August  1969  issue,  page  14. 
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In  depth  psychological  tests  can  sen>e  a therapeutic  as 
well  as  a diagnostic  function. 


Use  Of  Test  Findings 
In  Marital  Group  Therapy* 


Kenneth  K.  Berman,  M.D. 

and  Louis  Boxer,  Ph.D./East  Orange 

\\'hat  are  the  specific  personality  traits  of  a 
wife  whose  husband  is  in  a psychiatric  instal- 
lation? And  how  can  the  therapist  exploit  the 
psychologic  test  findings  in  connection  with 
conjoint  marital  group  therapy  sessions?  To 
answer  these  two  questions,  this  study  was  de- 
veloped. 

Groups  of  four  or  five  married  couples  par- 
ticipated in  twice-a-week  group  therapy  ses- 
sions under  the  leadership  of  the  senior  au- 
thor. The  se.ssions  were  of  ninety-minute  dura- 
tion. Psychotherapy  was  usually  for  a two  to 
four  month  period.  The  groups  were  com- 
posed of  psychiatrically  hospitalized  veterans 
and  their  non-hospitalized  wives.  None  of  the 
patients  or  their  wives  had  been  hospitalized 
for  a psychiatric  disorder  prior  to  marriage. 
Specific  personality  patterns  ol  the  husband 
were  compared  with  those  of  the  non-hospit- 
alized  spouse  to  determine  whether  significant 
dilferences  existed  between  the  partners. 
These  variables  ranged  from  dominance  to 
dependency,  from  narci,ssism  to  sadism  and 
masochism.  We  evaluated  ego  synthesis,  stress 
tolerance,  regression  in  the  service  of  the  ego, 
and  defense  median  isms.  Superego-variables 
showing  levels  of  moralistic  thinking  and  su- 
peiego-conflii  t were  evaluated  by  utilizing  the 


* Tliis  i.s  l)ased  on  an  cxjiansion  of  a thesis  jointly 
prepared  hy  Pr.  Berman  and  Dr.  Boxer  in  partial  ful- 
fdlinent  of  the  Bh.l).  rc(|iiirements  of  Yeshiva  Univer- 
sity in  New  York  Citv.  1 he  marital  partners  here  were 
all  males  hospitalized  in  the  A'elerans  .Administration 
Hospital  in  Kast  Orange,  New  Jersey. 

t The  test  battery  consisted  of  projective  drawings. 
Adjective  Check  l.ist,  l.Q.  test,  Sentence  Completion 
Test,  and  the  Grimes  Scale  of  Conscience. 

C)12 


Grimes  scale  of  Gonscience^. 

The  psychologic  test  battery  consisted  of 
projective-expressive  technicsf.  As  controls, 
the  same  battery  was  administered  to  two 
control  groups.  One  group  consisted  of  medi- 
cally hospitalized  patients  and  their  non-hos- 
jiitalized  wives.  No  one  in  this  medical  control 
group  had  a history  of  psychiatric  hospitaliza- 
tion. The  second  control  group  consisted  of 
“normal”  couples,  i.e.,  non-hospitalized  sub- 
jects without  any  history  of  psychiatric  hos- 
pitalization. There  were  twenty  couples  in 
each  group  (N-120).  Subjects  were  equated  as 
well  as  possible  for  education,  I.Q.,  age-range, 
and  social,  cultural,  and  educational  back- 
ground. 

The  completed  test  batteries  of  all  subjects 
were  evaluated  by  the  co-author  (Dr.  Boxer) 
and  two  other  rater-psychologists  equated  for 
training  and  experience.  We  utilized  Prelin- 
ger’s  Assessment  Scale^  which  carefully  deli- 
neated (on  a graduated  rating  scale)  the  ego 
variables  and  personality  elaborations  out- 
lined above.  The  inter-rater  correlation  of  the 
three  judges  reached  a sigificant  level  of  agree- 
ment, indicating  that  the  reliability  attained 
in  the  test  findings  Avas  in  agreement  ivith  sim- 
ilarly positive  reliability  studies  reported  by 
Prelinger  and  Zimet.^ 

Prior  to  entering  conjoint  group  therapy,  the 
test-findings  of  each  of  the  married  couples  in 
the  psychiatric  group  Avere  summarized  in  a 
report  emphasizing  the  similarities  and  dis- 
similarities of  personality  patterns  of  each. 
The  senior  author  then  .selected  siiecific  ma- 
terial elicited  from  these  reports,  and  at  ap- 
propriate times,  Avould  introduce  this  material 
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lor  group  discussion.  Tlie  malcrial  generally 
locusecl  on  areas  or  findings  that  had  not  pre- 
viously been  discussed  in  tlie  group  therapy 
sessions.  Comments  and  feeling  from  the  in- 
volved couple  regarding  these  findings  were 
encouraged.  The  other  group  members  were 
then  invited  to  share  their  thoughts  and  feel- 
ings in  regard  to  the  findings  dealing  with 
the  specific  couple. 

Results 

I.  Psychologic  test-findings: 

a.  Wdien  marital  partners  in  this  study  were 
markedly  dissimilar  and  one  of  the  partners 
was  rated  as  having  “maladaptiveness  of  ego 
functioning”**  the  partner  with  the  maladap- 
tive ego  functioning  was  usually  the  one  hos- 
pitalized; wherea.s,  the  partner  rated  as  being 
more  ego  adaptive  was  less  likely  to  need  psy- 
chiatric hospitalization.  Conversely,  when  the 
marital  partners  were  rated  as  being  signifi- 
cantly congruent  in  their  personality  patterns, 
neither  partner  required  psychiatric  hospitali- 
zation. 

b.  When  there  was  significant  disagreement 
in  one’s  self  concept  and  the  way  his  spouse 
perceived  him  and  when  one  of  the  partners 
had  maladaptive  ego  functioning,  the  mala- 
daptive partner  was  more  likely  to  be  psychia- 
trically  hospitalized.  Conversely,  when  there 
was  significant  self-spouse  congruence  of  con- 
cept, neither  partner  was  likely  to  be  hos- 
pitalized. 

c.  The  marital  partners  in  the  experimental 
(psychiatric)  group  showed  a significant  dis- 
parity between  them  on  their  scale  scores  for 
superego  development.  That  is,  the  patients 
in  the  psychiatric  group  obtained  scores  show- 
ing higher  superego  conflict  than  their  wives. 
The  partners  in  the  normal  control  group 
showed  significantly  less  superego  conflict  than 
the  couples  in  other  groups. 

d.  Test  protocols  frequently  indicated  areas 
of  conflict  between  the  marital  partners  in 
the  psychiatric  group  which  had  not  been 
introduced  or  exposed  previously  in  the 
therapy  sessions.  The  findings  then  served  as 


a catalytic  agent  in  working  thiougli  impor- 
tant areas  of  conflict  ijetwecn  partners.  I liere 
was  a springboard  lor  working  through  feel- 
ings of  ambivalence  and  disharmony.  The 
Sentence  Completion  lest  and  tlie  .\djec- 
tive  Cdieck  list  often  opened  up  critical  areas 
of  conflict  since  the  responses  often  revealed 
attitudes  and  perceptions  that  the  mates  had 
previously  suppressed  from  each  other.  When 
these  conflicts  were  fotused  upon  during  the 
therapy  se.ssions,  it  frequently  served  as  an  ef- 
fective way  of  enabling  the  partners  to  ven- 
tilate their  feelings  and  to  obtain  a better  un- 
derstanding of  their  conflicts. 

II.  Group  therapy  findings: 

a.  In  a number  of  instances,  sulijccts  showed 
ambivalence  and  conflict  in  accepting  the  test 
findings.  This  was  then  either  worked  through 
or  the  specific  discussion  was  dropped. 

b.  In  a significant  number  of  instances  mate- 
rial elicited  from  the  psychologic  battery  hail 
not  been  previously  raised  or  ventilated  in  the 
group  sessions.  These  findings  were  then  used 
in  the  group  sessions  to  facilitate  the  working 
through  of  specific  conflicts.  These  findings 
frequently  served  as  a catalyst  in  permitting 
suppressed  material  to  emerge.  It  also  encour- 
aged a lively  interaction  between  tbe  group 
members  and  permitted  them  to  identify  and 
empathize  with  each  other.  Supportive  leeling 
between  tlie  group  members  was  elicited  as 
they  experienced  the  sharing  of  similar  con- 
flicts. 

c.  Material  which  might  have  been  omitted, 
glossed  over,  or  avoided  in  the  therapy  ses- 
sions was  elicited  and  pin-pointed  from  the 
psychologic  battery.  This  was  especially  evi- 
dent in  the  Sentence  C^ompletion  Test,  as  well 
as  in  the  Adjective  Check  List,  which  sug- 
gested areas  of  conflict  between  mates  Avbich 
had  not  been  expressed  during  tbe  therapy 
sessions.  In  a significant  number  of  cases  in 
the  p.sychiatric  group,  the  partners  themselves 
were  unaware  of  the  incongruence  and  dis- 
agreement in  their  self-spouse  perceptions. 

•*  “^^ala<Iapti\ ene.ss  of  ego  functioning”  indicated 
low  scores,  i.e.,  poor  adaptation,  ego  synthesis,  stress 
tolerance,  regression  in  the  seriice  of  the  ego,  and  de- 
fense mechanisms. 
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These  incongruences  and  misperceptions  were 
then  ventilated  and  explored  during  the  ses- 
sions. 

Discussion 

I.  Psychologic  test  findings: 

Experimental  (Psychiatric)  group — The  men 
(patients)  in  this  group  were  generally  quite 
divergent  from  their  wives  in  personality  pat- 
terns and  ego  structure.  The  husbands  were 
appraised  by  all  three  judges  as  having  high 
dependency-needs  which  they  desperately 
tried  to  deny;  they  were  rated  as  having  mala- 
daptiveness  of  ego  functioning;  they  tended 
to  be  moralistic  but  showed  severe  superego 
conflict;  they  were  evaluated  as  highly  narcis- 
sistic. The  overall  picture  of  these  patients 
was  one  of  overwhelming  ambivalence.  The 
basic  conflict  generally  seemed  to  center 
around  dependency  needs  and  the  inability 
to  accept  these  needs.  Masochistic  trends  were 
also  evident  in  these  patients. 

The  personality  patterns  of  their  wives,  how- 
ever, were  significantly  different.  The  wife 
was  generally  evaluated  as  a driving,  dominat- 
ing woman  who  had  deep  nurturance  needs. 
This  marital  union  of  the  dependent  male 
who  could  not  accept  his  dependency  needs 
with  a driving,  dominating  but  ambivalent 
female  often  led  to  a sort  of  folie  a deux.  The 
wife  showed  significantly  higher  ego  adaptive- 
ness; had  a somewhat  higher  moralistic  su- 
perego, but  showed  significantly  less  superego 
conflict.  Her  moralistic  thinking  tended  to  be 
self  righteous,  and  unlike  her  husband,  she 
was  generally  successful  in  sublimating  and 
repressing  conflicting  drives.  In  regard  to  self- 
spouse congruence  of  concept,  partners  in 
this  experimental  group  showed  significantly 
more  incongruence  than  the  partners  in  the 
normal  group.  When  they  did  show  any  con- 
gruence or  agreement  it  was  frequently  on 
negative  concepts,  rather  then  positive.  The 
marital  union  appeared  to  be  characterized  by 
hostility,  conflict,  and  dissatisfaction.  The 
clinical  impression  was  that  although  these 
marriages  were  formed  because  of  powerful, 
unconscious  needs,  the  particular  dissimilari- 
ties between  them  tended  to  intensify  an  al- 
ready unstable  equilibrium. 


Normal  control  group  — The.  normal  group 
manifested  significantly  higher  adaptiveness 
of  ego  functioning  than  all  other  subjects. 
They  had  higher  self-spouse  congruence  of 
concept;  that  is,  there  was  consistently  higher 
self-spouse  agreement  on  positive  factors; 
there  was  less  negative  criticism;  there  w’as  a 
consistent  rating  of  congruency  or  similarity 
of  personality  patterns  between  partners 
which  was  frequently  absent  in  the  couples 
within  the  psychiatric  group.  Although  there 
was  generally  this  congruence  (even  where 
there  was  a divergence  of  personality  patterns) 
it  tended  to  be  complementary  rather  than 
destructive  to  the  marital  relationship,  i.e., 
the  partners  viewed  their  personality  differ- 
ences in  positive  and  satisfying  concepts. 

The  partners  on  this  normal  group  were 
rated  as  being  less  dependent,  narcissistic, 
sadistic,  or  masochistic.  Levels  of  moralistic 
conscience  were  not  significantly  different 
from  the  others,  but  superego  conflict  was  con- 
siderably less  than  the  patients  in  the  experi- 
mental group,  and  generally  at  lower  levels 
than  those  of  all  the  other  subjects.  The  over- 
all clinical  impression  was  that  the  marital 
partners  in  this  group  presented  a consistently 
higher  level  of  adequate  functioning  on  prac- 
tically all  the  variables  involved  in  this  study. 

II.  Group  therapy  findings: 

Use  of  the  test  findings  played  a significant 
role  in  conjoint  marital  therapy.  Specific  ma- 
terial elicited  from  the  protocols,  served  as  a 
natural  catalyst  in  exploring  conflicts,  hos- 
tilities, and  misconceptions  that  the  marital 
partners  had  not  brought  out  into  the  open 
in  previous  sessions.  It  brought  to  light  def- 
inite attitudes,  concepts,  and  impressions  that 
some  of  the  partners  had  about  their  spouse 
of  which  the  other  partner  had  not  previously 
been  aware.  Conflicts  which  had  been  re- 
pressed (or  had  been  deliberately  kept  sup- 
pressed) were  brought  out  into  the  open  when 
the  therapist  thought  the  time  was  opportune. 
Each  of  the  psychologic  tests  seemed  to  serve 
a unique  purpose  in  working  through  some 
of  the  marital  conflicts.  To  illustrate,  the  Ad- 
jective Check  List  completed  by  the  partners 
in  the  psychological  (experimental)  group 
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showed  significant  incongruence  in  the  self- 
spouse concept,  i.e.,  there  was  signihcant  dis- 
agreement in  the  subject’s  self  concept  and 
the  way  that  his  spouse  perceived  him.  Fre- 
quently, when  this  self-spouse  incongruence 
was  brought  to  light  in  the  therapeutic  ses- 
sion, it  was  a startling  insight  to  the  partner 
involved.  Exposure  of  these  contradictory  per- 
ceptions stimulated  intensive  working-through 
of  these  misconceptions.  Often,  the  material 
elicited  from  the  psychologic  protocols  would 
reveal  conflicts  that  had  not  been  brought  up 
in  previous  therapeutic  sessions.  Sometimes 
this  was  graphically  illustrated  in  the  Sentence 
Completion  Test.  For  example,  one  patient 
who  was  consistently  dominated  and  over- 
whelmed by  his  wife  but  who  had  never  con- 
fronted his  wife  with  his  resentment,  wrote 
on  the  Sentence  Completion  Test,  “A  man 
should  he  the  king  of  his  castle!” 

Another  illustration  was  that  of  a woman, 
who  was  outwardly  attractive,  feminine,  and 
seductive,  wrote,  “At  night  I dream  of  being 
a man!” 

Another  significant  finding  was  the  clear  con- 
trast between  attitudes  and  feelings  of  the 
subjects  toward  their  parents,  particularly, 
their  fathers.  This  conflict  between  the  sub- 
jects and  their  attitudes  toward  their  fathers 
was  obtained  primarily  from  the  Sentence 
Completion  test  which  included  a measure- 
ment of  attitude  toward  parents.  The  majority 
of  the  male  patients  in  the  psychiatric  group 
expressed  hostiliy  toward  their  fathers.  In  the 
protocols  of  the  subjects  in  the  normal  group, 
however,  there  was  very  little  evidence  of 
overt  hostility  or  dissatisfaction  toward  the 
father.  On  the  contrary,  the  Sentence  Com- 
pletion Test  generally  evoked  positive  com- 
ments in  regard  to  both  parents.  In  working 
with  the  patients  in  the  psychiatric  group, 
the  negative  and  hostile  reactions  of  the  pa- 
tients toward  the  father  served  as  an  impor- 
tant catalytic  agent  in  the  conjoint  group 
therapy  sessions.  It  enabled  the  therapist  to 


focus  on  this  crucial  area  of  conflict  between 
father  and  son.  As  a result,  the  ventilation 
and  working  through  of  their  ambivalent 
feelings  toward  the  father  was  facilitated. 

A highly  significant  finding  in  the  use  of 
the  test  protocols  in  the  psychiatric  group 
therapy  sessions  was  the  striking  corrobora- 
tion of  a persistent  clinical  impression  ol> 
served  in  the  therapy  sessions.  The  observed 
picture  was  that  the  wife  was  frequently 
evaluated  as  a dominating,  driving  woman 
who  also  had  deep  nurturance  needs;  whereas, 
the  husband  was  perceived  as  an  insecure, 
dependent  male  who  could  not  accept  his 
dependence  needs.  This  clinical  impression 
obtained  in  the  therapy  sessions  was  signifi- 
cantly supported  by  the  clinical-psychologic 
protocols.  The  projective  drawings  and  the 
Sentence  Completion  Tests  were  especially 
helpful  in  highlighting  this  particular  syn- 
drome. 

Summary 

The  psychologic  test  battery  in  this  study 
served  a dual  purpose:  to  uncover,  elicit,  and 
pinpoint  specific  conflicts  between  marital 
partners;  and  this,  subsequently  helped  the 
marital  partners  to  ventilate,  explore,  and 
work-through  these  areas  in  conjoint  group 
therapy.  Then,  too,  test  findings  played  a sig- 
nificant role  in  helping  to  validate  the  clinical 
impressions  obtained  from  the  therapeutic 
group  sessions.  Tentative  conclusions  that 
were  drawn  from  the  therapy  sessions  could 
then  be  compared  to  the  psychologic  findings 
to  obtain  a higher  degree  of  validity. 
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Most  effective  way  of  reco)istructing  hearing  mecha- 
tiisms  is  “intact  ivall  mastoidectomy This  maintains  a 
middle  ear  cavity  of  normal  deffth. 


Methods  And  Results 
Of  Tympanoplasty* 


Isadore  M.  Schnee,  M.D. /Paterson 

The  initial  enthusiasm  in  tympanoplasty  was 
dampened  by  poor  results  in  long  term  follow 
up.  Careful  preoperative  evaluation,  adequate 
preparation,  technical  improvements,  better 
grafting  material  and  ossicular  substitutes, 
and  doing  the  surgery  in  two  stages  have  con- 
tributed toward  better  results. 

Objectives  in  reconstructive  surgery  of  the 
middle  ear  are: 

1.  Eliminate  infection 

a.  In  the  mitkile  ear  (tympanotomy) 

b.  In  the  mastoid  (mastoidectomy) 

2.  Reconstruction  of  liearing  mechanism 

a.  The  ear  drum  (myringoplasty) 

b.  The  ossicles  k’ssiculoplastv) 

Mastoid  surgery  for  chronic  ear  disease  as 
practiced  for  years,  whether  radical  or  moti- 
ified,  implied  the  creation  of  a cavity  or 
“mastoid  bowl”  which  opens  into  the  external 
auditory  canal.  This  cavity  requires  lifetime 
care  and  precautions  with  respect  to  activities 
that  entail  water  entering  the  ear  and  is  sub- 
ject to  reinfection.  Furtbermore,  due  to  tbe 
removal  of  the  posterior  canal  wall,  the  ear 
drum  cannot  be  reconstructed  in  its  normal 
position  at  tbe  level  of  the  annulus.  Instead, 
the  reconstructed  drum  is  lowered  to  the 
stapes,  resulting  in  a small  cavity  with  inferior 
functional  improvement. 

In  the  system  of  tympanoplasty  employed  in 
the  cases  re|X)rted,  an  attempt  is  made  to  main- 

*  Read  before  the  Section  on  Otolaryngology’;  An- 
tiual  Meeting  of  The  Medical  .Society  of  Nerv  Jersey 
Atlatitic  C;ity,  May  19.  1969.  Dr.  Schnee  is  Chairman  of 
Otolaryngology  at  Rarnert  Memorial  Hospital  Paterson. 


tain  intact  the  canal  wall  but  not  at  the  ex- 
pense of  thorough  surgical  debridement. 

Five  types  of  tympanoplasty  are  based  on  os- 
sicular reconstruction.  They  are  as  follows: 

Type  I.  rile  ossicles  are  intact  and  mobile. 

Type  11.  The  incudostapedial  defect  is  repaired  by  re- 
positioning  of  ossicle  or  wire  prosthesis. 

Type  111.  The  malleus  is  absent  or  not  usable,  the 
drum  is  lorvered  to  the  stapes  or  a plastic  prosthesis  is 
placed  between  drum  and  stapes. 

Type  IV.  The  footplate  is  exposed  to  sound  pressure 
and  the  rest  of  the  middle  ear  is  enclosed  iti  a small 
cavity. 

Type  y.  The  lateral  semicircular  catial  is  feticstrated. 

I'yjie  IV  and  V are  rarely  done  now. 

Systematic  Technic  Used  In  The  Cases 
Reported. 

1.  Transmeatal  Tympanotomy  and  Myringo- 
plasty 

The  pathology  that  is  accessible  through  the 
tympanic  membrane  perforation  is  removed. 
The  drum  is  prepared  for  the  reception  of  a 
graft  by  stripping  tbe  deep  marginal  mucosa 
in  a small  perforation,  using  a vein  graft.  In  a 
large  perforation,  the  superficial  epthelial  lay- 
er is  stripped  and  fascia  is  used  for  grafting. 
The  middle  ear  is  then  explored  through  a 
stapes  type  of  incision  and  the  pathology  re- 
moved. When  the  ossicular  chain  is  intact  and 
mobile  and  there  is  no  evidence  of  mastoid  dis- 
ease, the  tympanomeatal  flap  is  replaced  and 
the  drum  is  grafted  yvith  vein  or  fascia  as  in- 
dicated. This  Type  I tympanoplasty  yields  the 
best  results. 
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2.  Ossiculoplasty 


The  most  coinnion  defect  is  incus  necrosis. 
The  incus  is  removed  and  repositioned  be- 
tween the  malleus  and  the  mobile  stapes. 
'When  the  stapes  is  fixed,  a stapedectomy  is 
done  at  a second  stage  using  a wire  from  mal- 
leus to  oval  window.  When  the  incus  is  not 
available  or  usable,  a wire  is  placed  between 
malleus  and  stapes.  These  are  type  II  recon- 
structions. The  results  in  this  type  are  not  as 
good  as  type  I but  superior  to  type  III. 

3.  Atticotomy 

W'hen  the  pathology  is  limited  to  the  attic,  it 
is  removed  as  well  as  the  head  of  malleus  and 
the  incus  is  repositioned  for  a tyjDe  II. 

Mastoidectomy 

When  there  is  mastoid  disease  beyond  the  at- 
tic, especially  cholesteatoma,  a mastoidectomy 
is  done  through  a postauricular  incision,  pre- 
serving the  posterior  wall  of  the  external 
auditory  canal  when  possible,  thus  avoiding 
the  formation  of  a mastoid  bowl  and  what  is 
equally  important,  rendering  possible  a type 
II  reconstruction.  In  this  technic,  the  mastoid 
aspect  of  the  bony  canal  is  drilled  extremely 
thin  and  the  facial  triangle  is  dissected  to  ob- 
tain a good  view  of  the  middle  ear  from 
behind.  A modification  of  this  procedure 
which  makes  it  possible  to  preserve  the  post- 
erior canal  wall  in  a greater  number  of  cases 
is  called  the  osteoplastic  mastoidectomy. 
(Figures  1 and  2)  It  consists  of  sectioning  the 
posterior  bony  wall  superiorly  and  inferiorly, 
moving  it  forward  to  obtain  a more  adequate 
exposure  of  the  pathology.  The  bone  remains 
attached  to  the  skin  and  is  replaced  in  normal 
position.  Finally,  if  and  when,  in  spite  of  all 
efforts  to  preserve  the  canal  w'all,  it  must  be 
taken  down,  the  mastoid  bowl  is  grafted  in 
continuity  with  the  denuded  drum  with  a 
large  split  skin  graft  taken  from  the  abdo- 
men.® When  the  bridge  is  left  intact  and  the 
malleus  is  usable,  a type  II  reconstruction  can 
be  done,  otherwise,  a type  III  is  done  by  lower- 
ing the  graft  to  the  stapes. 

We  had  232  cases  performed  with  the  system 


Figure  1— Superior  and  inferior  osteotomies  of  poste- 
rior bony  canal  wall,  in  osteoplastic  mastoidectomy 


Figure  2 — Posterior  canal  wall  mobilized  forward,  in 
osteoplastic  mastoiilectomy 

described.  These  were  done  between  1960  and 
1967.  Each  was  observed  for  at  least  two  years. 
Of  these,  62  had  type  I reconstruction.  One 
year  after  surgery,  54  of  these  (85  per  cent) 
had  a reduction  in  the  air-bone  gap  to  20 
decibels  or  less,  predominantly  10  decibels  or 
less.  AVe  had  148  in  type  II.  Of  these  112  (76 
per  cent)  showed  reduction  of  air-bone  gap  to 
20  decibels  or  less,  predominantly  above  10 
tlecibels.  In  type  III,  we  had  22.  Of  these,  10 
(46  per  cent)  resulted  in  air-bone  gap  reduc- 
tion to  20  decibels  or  less  with  none  reaching 
the  10  level. 

.At  two  years,  postoperatis  ely,  there  was  about 
a 25  per  cent  regression,  mostly  in  type  11 
tases.  .About  half  of  the  type  II  cases  were 
done  in  two  stages. 
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About  30  per  cent  of  cases  of  all  types  were 
revised  prior  to  one  year  postoperatively.  We 
did  not  include  in  these  statistics,  cases  where 
reconstruction  of  the  hearing  mechanism  was 
not  done  or  completed. 

Summary 

1.  Intact  canal  wall  mastoidectomy  is  condu- 
cive to  a more  effective  type  of  hearing  me- 
chanism reconstruction  as  it  maintains  a mid- 
dle ear  cavity  of  normal  depth. 

2.  Osteoplastic  mastoidectomy  enables  the 
preservation  of  the  posterior  canal  wall  in  a 
larger  number  of  cases. 


3.  Reported  here  are  232  cases  of  tympano- 
plasty with  results  at  one  and  two  years  post- 
operatively. 
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Family  Medicine  As  Primary  Specialty 


Family  Medicine  was  “officially”  recognized  in 
February  by  the  Advisory  Board  for  Medical 
Specialties  and  the  Council  on  Medical  Educa- 
tion of  the  American  Medical  Association. 
This  is  the  twentieth  of  our  profession’s  pri- 
mary specialty  groups.  It  brings  medicine  full- 
circle  since  the  trend  toward  specialization 
began  in  the  late  1940s.  Before  that,  most  doc- 
tors were  GPs.  With  creation  of  the  specialty 
of  “Family  Medicine”  the  GP  now  can  be- 
come a “specialist”  in  his  own  right. 

And  American  Board  of  Family  Practice  is 
now  empowered  to  conduct  examinations  and 
to  grant  specialty  certification  to  physicians 
who  meet  its  qualifications  and  pass  the  ex- 
amination. This  certification  will  be  rec- 
ognized by  the  American  Medical  Association 
and  other  regulative  bodies  in  medicine.  This, 
it  is  hoped,  will  increase  the  attractiveness  of 
primary  medical  practice  to  young  doctors.  A 
basic  problem  in  health  care  has  been  a short- 
age of  physicians  to  serve  as  first-line  doctors. 

Family  doctors  now  in  practice  will  be  eligible 
to  take  the  examination  upon  evidence  of 


having  completed  300  hours  of  accredited 
graduate  study  in  medicine.  In  most  cases,  this 
would  mean  having  been  a member  of  the 
Academy  of  General  Practice  for  six  years. 
The  AAGP  requires  its  31,000  members  to 
complete  150  hours  of  approved  graduate 
study  during  each  3-year  membership  period. 
It  is  the  only  national  medical  organization 
with  such  a requirement. 

The  bylaws  of  the  new  board  call  for  a 
termination  of  the  “practice-eligible”  category 
in  ten  years.  After  that  period,  only  graduates 
of  approved  family  practice  residencies  will 
be  eligible  for  certification.  There  is  no  provi- 
sion for  “grandfathers”  — certification  can  be 
achieved  only  by  passing  the  examination. 
And,  periodic  recertifications,  also  by  exami- 
nation, will  be  required.  No  other  specialty 
board  has  a recertification  provision. 

The  examination  was  prepared  by  the  Na- 
tional Board  of  Medical  Examiners,  which  de- 
signs most  similar  examinations  for  medical 
specialty  hoards,  state  licensing  boards,  and 
others. 
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A 50-30  emulsion  of  mineral  oil  and  milk  of  magnesia 
was  found  to  be  an  almost  ideal  laxative  for  the  elder- 
ly. It  was  non-habituating,  relieved  symptoms,  and  was 
not  complicated  by  oil  leakage. 

Treatment  Of  Constipation 
In  The  Aged 

Effectiveness  Of  Mineral  Oil  And  Milk  Of  Magnesia  Emulsion 


Michael  G.  Mulinos,  M.D. /Westfield* 
Ann  J.  Maloney,  M.D./New  York 

Most  people  in  their  advanced  years  become 
constipated,  increasingly  and  chronically.  It 
is  often  a favorite  topic  of  conversation  in 
any  group  of  older  people.  The  choice  of  a 
laxative  for  the  aged  must  take  into  considera- 
tion the  desired  physiologic  action  as  well  as 
the  patient’s  deeply  rooted  attitudes  toward 
the  importance  of  this  body  function.  One 
obvious  example  is  the  idea  that  a daily  bowel 
movement  is  a must,  coupled  with  the  grow- 
ing (and  sometimes  justifiable)  fear  that  the 
symptoms  may  be  due  to  cancer. 

Patients  admitted  to  the  study  were  free  of 
organic  disease  of  the  bowel  and  were  other- 
wise normal.  Prior  to  formalization  of  the 
project  the  50  subjects  had  been  receiving  a 
variety  of  laxatives  and  occasional  enemas  for 
the  relief  of  constipation  and  the  treatment 
of  abdominal  symptoms  and  distress  referable 
to  the  bowels.  The  study  was  devised  to  in- 
clude the  oral  administration  of  a simple 
liquid  preparation,  an  emulsion  of  equal 
parts  of  mineral  oil  and  milk  of  magnesia,  for 
five  months.  This  period  was  deemed  ade- 
quate for  the  stabilization  of  the  size  and  fre- 
quency of  the  dose,  the  adequacy  of  bowel 
response,  and  the  incidence  and  severity  of 
side  effects. 

During  the  first  month,  each  subject  was  given 
two  tablespoonfuls  of  the  emulsion  daily,  the 
dose  being  increased  or  decreased  according 
to  the  results.  These  were  recorded  as  the 


number  of  movements  per  day  from  none  to 
two,  and  whether  an  enema  was  used.  The 
consistency  of  the  stool  was  recorded  as  wa- 
tery, soft,  or  hard.  Account  was  kept  of  all 
side  effects,  including  complaints  on  the  oc- 
currence of  “gas,”  cramps,  abdominal  fullness, 
nausea,  urgency,  or  incontinence,  and  whether 
oil  leakage  occurred  between  bowel  move- 
ments. Also,  daily  results  were  recorded  and 
interpreted  on  a subjective  basis  as  good,  fair, 
or  poor. 

The  data  were  tabulated  with  the  aid  of  a 
computer,  then  analyzed  and  interpreted  by  a 
physician  who  had  not  seen  the  patients  and 
judged  the  results  solely  on  the  basis  of  the 
recorded  data.  There  were  44  women  and  6 
men  in  the  study  whose  ages  averaged  82. 
Of  the  50  subjects,  3 were  bedridden,  17 
chair-bound,  and  30  were  ambulatory. 

The  majority  of  the  subjects  reported  “good” 
results  most  often,  as  distinguished  from  “fair” 
and  “poor.”  A “good”  result  usually  signified 
patient  satisfaction,  including  a bowel  move- 
ment with  minimal  side  effects,  and  minimal 
bowel  consciousness  in  the  interim.  Using  the 
frequency  of  a “good”  subjective  report  dur- 
ing the  first  month  as  a base,  our  subjects  fell 
into  two  categories.  Group  A consisted  of  36 
subjects  who  had  a “good”  first  month  score 
for  less  than  20  days  out  of  a maximum  of  30. 

* Dr.  Mulinos  was,  until  recently.  Associate  Professor 
of  Pharmacology  at  Columbia  University’s  College  of 
Physicians  and  Surgeons.  Dr.  Maloney  is  on  the  staffs  of 
the  French  Hospital  and  the  Misericordia  Hospital  in 
New  York. 
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rhese  were  considered  to  be  constijjated  and 
in  need  of  aid  in  attaining  a desirable  fre- 
(liiency  of  regulated  bowel  movements.  The 
remaining  H subjects  who  reported  “good” 
results  for  20  days  or  more  during  the  first 
month  (Group  B)  tvere  assumed  to  be  less 
severely  constipated  because  there  was  less 
room  for  impro^•emcnt  from  the  treatment. 

For  all  36  cases  in  (iroup  A (which  included 
all  degrees  of  physical  activity),  the  “good” 
score  increased  from  an  average  of  7 days  dur- 
ing the  first  month  to  26  during  the  fifth 
month  of  treatment.  Since  all  50  subjects  had 
been  admitted  to  the  study  because  they  were 
considered  to  be  suffering  from  chronic  con- 
stipation, the  categorical  division  at  the  score 
of  20  days  of  “good”  results  during  the  first 
month  actually  separates  the  slightly  from  the 
more  severely  constipated. 

I'he  validity  of  this  assumption  is  borne  out 
by  the  dosage  data.  Whereas  Group  B with 
initial  “good”  results  for  20  days  or  more  was 
started  on  two  tablespoonfuls  of  the  emulsion 
daily,  only  two  patients  needed  an  increase  to 
three  tablespoonfuls  daily  (14  per  cent).  In 
contrast.  Group  A with  initial  “good”  results 
for  fewer  than  20  days  recpiired  a dose  in- 
crease from  two,  to  three  and  four  tablespoon- 
fuls in  14  subjects  (39  per  cent).  The  first 
month  score  of  the  14  subjects  in  Group  B 
was  attained  with  an  average  of  21  days,  while 
the  more  slow  responders  in  Group  A re- 
quired an  average  of  28  days  of  medication. 

By  the  fifth  month  the  14  subjects  in  Group 
B were  receiving  smaller  daily  doses  (one  or 
tw’o  tablespoonsfuls)  compared  to  Group  .A. 
However,  the  average  number  of  days  during 
the  fifth  month  that  each  group  received  the 
emulsion  was  approximately  the  same  and  was 
about  half  that  of  the  first  month. 

The  gradual  reduction  in  the  size  of  the  daily 
dose  and  in  the  number  of  doses  required  to 
achieve  “good”  results  over  the  five-month 
period  indicates  that  it  was  possible  to  estab- 
lish a dose-frequency  rate  for  laxation  with 
the  laxative  over  prolonged  periods.  Contrary 
to  general  opinion  concerning  the  chronic  use 

f)20 


of  laxatives  “as  needed,”  there  was  no 
evidence  of  habituation.  In  fact,  as  time 
elapsed,  both  the  size  of  the  daily  dose  and 
the  frequency  of  administration  were  reduced 
as  reflected  by  the  excellent  results. 

Side  Effects 

4\'e  noted  five  symptoms  associated  with  con- 
stipation and  the  use  of  laxatives:  gas,  cramps, 
fullness,  nausea,  and  vomiting.  Their  active 
rate  of  occurrence  declined  in  all  cases  from 
the  first  through  the  fifth  month.  The  greatest 
relief  obtained  was  in  the  sense  of  abdominal 
fidlness.  This  occurred  in  only  eight  subjects 
during  the  fifth  month  compared  to  28  dur- 
ing the  first  month.  The  incidence  of  nausea 
dropped  from  61  to  14  per  cent  of  the 
patients  in  the  fifth  month.  The  daily  in- 
cidence for  any  month  teas  low,  with  4.4  for 
the  first  month  and  1.4  for  the  fifth.  The  com- 
plaint of  gas  (borborygmus  and  flatus)  was  re- 
duced only  slightly.  It  was  present  in  from 
56  to  90  per  cent  of  the  subjects.  During  any 
month,  the  incidence  averaged  less  than  7 
days. 

Oil  leakage  is  a complication  peculiar  to  this 
medication.  It  failed  to  occur,  at  any  time,  in 
only  five  of  the  50  subjects.  The  number  of 
patients  in  Group  A who  complained  of  oil 
leakage  increa.sed  from  4 (11  per  cent)  during 
the  first  month  to  12  (33  per  cent)  during  the 
fifth  month.  However,  in  the  14  subjects  in 
Group  B the  incidence  of  oil  leakage  fell  from 
10  (or  71  per  cent)  to  2 (14  per  cent)  between 
the  first  and  fifth  months,  consistent  with  the 
smaller  daily  dose  of  the  emulsion. 

Comment 

Fantus,^  as  far  back  as  1920,  gave  a summary 
on  the  cathartic  habit  that  has  not  been  im- 
proved upon.  It  was  his  opinion  that  the  most 
common  cause  of  constipation  in  the  U.S..\. 
was  the  habit  of  resorting  to  drugs  to  induce 
a daily  bowel  movement.  Earlier,  .Adams-  had 
urged  that  we  prohibit  the  giving  of  cathartics 
to  children.  These  admonitions  were  sup- 
ported by  4Voodmancy,3  who  traced  the  laxa- 
tive habits  of  the  adult  to  emotional  factors 
actptired  during  childhood. 
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For  the  elderly,  straining  at  stool  poses  a 
dangerons  burden  on  the  cardiovascular  sys- 
tem by  way  ot  the  Valsalva  maneuver. 
Hemorrhoids,  anal  fissures,  and  rectal  jnolapse 
may  sometimes  be  traced  to  chronic  constipa- 
tion. Femoral,  inguinal,  or  ventral  hernias  oc- 
cur more  commonly  in  the  elderly  and  may 
also  be  associated  with  constipation  and 
straining  at  stool. 

There  is  no  wearing  out  of  the  propulsive 
power  o£  the  gastrointestinal  tract  with  age." 
Howe\er,  as  one  ages,  there  is  a fall  in  the 
basal  metabolic  rate,  estimated  at  about  5 
per  cent  per  decade  after  age  20,  resulting  in  a 
reduced  intake  of  food.  There  is  progressive 
weakening  of  the  abdominal  and  respiratory 
muscles  due  to  sedentary  habits.  Usually  there 
is  a poor  selection  of  foods,  dictated  by  jaded 
tastes,  anorexia  and  achlorhydria,®  dental 
disorders,  and  other  factors  which  result  in 
low  bulk  diets,  dehydration,  and  occasionally 
nutritional  deficiencies.  Important,  too,  are 
the  psychogenic  factors,  especially  the  depres- 
sive states.^  Dependency  and  feelings  of  rejec- 
tion contribute  to  the  overall  difficidty  of 
dealing  with  these  patients. 

Constipation  is  one  of  the  most  frec^uent 
symptoms  in  patients  over  60  years  of  age.”  It 
has  been  defined®  as  a chronic  condition  in 
which  there  is  accumulaton  of  fecal  matter  in 
the  lower  colon,  with  inspissation,  fermenta- 
tion, and  putrefaction,  leading  to  local  and 
generalized  symptoms  of  mechanical  and  toxic 
origin.  Mulinos®  stressed  that  the  number  or 
quantity  of  the  movements  is  of  only  in- 
cidental concern.  The  data  obtained  on  the 
50  subjects  in  this  study  certainly  bear  out 
this  concept.  In  fourteen  of  the  subjects, 
bowel  movements  during  the  month  were  in 
excess  of  20;  yet  symptoms  referable  to  the 
abdomen  and  associated  with  constipation 
dictated  their  inclusion  in  the  study. 

Zeman'®  has  estimated  that  the  geriatric  popu- 
lation by  1975  will  reach  21  million.  Con- 
stipation is  a relatively  frequent  complaint  in 
the  aged,'*  and  its  seriousness  shoidd  not  be 
underestimated.  Hottnick**  decries  the  free 
use  of  laxatives  as  well  as  the  abuse  of  tran- 


cpiilizers,  opiates,  and  antispasmodics.  .Ml  of 
these  inhibit  colonic  motility. 

.Many  of  the  factors  leading  to  an  exaggera- 
tion of  constipation  in  the  elderly  were  not 
present  in  our  50  subjects.  I'hus,  we  had  ex- 
cluded any  one  with  organic  disease  as  the 
cause  of  the  symptoms  associated  with  the 
bowels.  Special  attention  was  given  to  the 
nutritional  value  of  the  diet  with  the  use  of 
sufhcient  bulk,  and  the  administration  of 
laxative  foods  such  as  prunes  or  bran.  Every 
precaution  was  taken  to  minimize  dehydra- 
tion, especially  in  the  bedridden  sidqects,  and 
laxatives  had  been  used  sparingly.  Exercise 
was  encouraged  among  the  ambulatory  p;i- 
tients,  and  psychiatric  advice  and  treatment 
were  available.  Gastric  acid  content  was  not 
determined,  but  it  was  assumed  that  about  S5 
per  cent  of  the  subjects  were  deficient  in  this 
respect.® 

We  chose  a commercially  availablef  emulsion 
of  mineral  oil  and  milk  of  magnesia  for  study 
because  we  felt  that  it  would  be  effective  and 
relatively  free  from  the  side  elfects  of  the 
irritant  laxatives.  The  amount  of  mineral  oil 
was  not  excessive  and  therefore  the  dangers 
of  lipoid  pneumonitis  from  aspiration  during 
swallowing,*-  loss  of  oil-soluble  vitamins,  or 
absorption  of  the  oil  from  the  gut  would  be 
less  likely  from  such  an  emulsion  than  from 
the  larger  doses  needed  when  mineral  oil  is 
used  alone.  We  do  not  know  to  what  degree, 
if  any,  mineral  oil  is  absorbed  alter  chronic 
ingestion,  but  there  is  little  evidence  that  any 
harm  results  from  its  u.se  as  a laxative,*-*  al- 
though exce.ssive  use  should  be  avoided. 

Summary 

The  laxative  effects  of  a half-and-half  mix- 
ture of  milk  of  magnesia  and  mineral  oil, 
both  of  IkSF  purity,  were  assayed  on  50  eUlerly 
institutional  subjects,  4-1  of  them  women. 
Their  average  age  was  82.  Thirty  were  am- 
bulatory, 17  wheelchaired.  and  3 bedridden. 

The  study  extended  over  five  months.  Fhe 

t ^\’e  u.sed  the  l)i'aiui  (omnicrdalls  idciitilicii  as 
Halcvs  M-O. 
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initial  dose  was  two  tablespoonfuls  daily  given 
as  a single  potion.  The  frequency  and 
quantity  of  subsequent  doses  were  dependent 
upon  the  day-to-day  results. 

Our  Group  A included  36  patients  who  re- 
ported “good”  results  for  less  than  20  days 
during  the  month;  Group  B consisted  of  14 
who  had  a score  of  “good”  results  of  20  or 
over.  There  was  an  increase  in  the  number  of 
“good”  results  in  Group  A from  an  average 
score  of  7 for  the  first  month  to  26  during  the 
fifth  month  of  treatment.  Group  B changed 
only  from  24  to  25. 

In  Group  A (the  more  constipated  cases)  the 
dose  of  the  emulsion  was  increased  during  the 
first  and  second  months,  and  decreased  there- 
after. At  the  same  time,  the  frequency  of  ad- 
ministration fell  steadily  from  28  doses  during 
the  first  month  to  13  during  the  fifth  month. 

In  Group  B both  the  size  of  the  dose  and  the 
frequency  of  administration  diminished 
steadily  during  the  observation  period,  show- 
ing a distinct  lack  of  habituation  to  the  laxa- 
tive. 

The  incidence  of  gas,  cramps,  fullness,  nausea, 
and  urgency  was  found  to  decrease  with  time. 
The  complaint  of  “gas,”  which  was  present 
initially  in  most  of  the  subjects,  was  reduced 
the  least,  although  the  monthly  incidence  ivas 
low.  Relief  was  obtained  from  all  of  the  other 
symptoms,  especially  those  associated  with  a 
sense  of  abdominal  fullness. 

Our  conclusion  was  that  the  emulsion  of 
mineral  oil  and  milk  of  magnesia  is  a useful 


laxative  for  the  elderly.  It  did  not  prove  to  be 
habituating  over  the  relatively  long  period  of 
5 months  of  use.  It  relieved  a majority  of  the 
symptoms  associated  with  constipation,  due  to 
its  satisfactory  laxative  effects. 

Oil  leakage  occurred  in  less  than  one  third  of 
the  subjects,  but  was  not  sufficiently  large  to 
lead  to  discontinuance  of  medication. 
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Cardiac  arrest  following  severe  blood  loss  need  no 
longer  be  considered  hopeless.  External  cardiac  mas- 
sage may  be,  literally,  a life-saver. 


Cardiac  Massage  As  A 
Life-Saver  After  Severe 
Hemorrhage* 


Henry  A.  Connolly,  Jr.,  M.D. /Summit 

Two  cases  of  cardiac  arrest,  subsequent  to 
sudden  and  severe  hemorrhage,  were  success- 
fully treated  by  external  cardiac  massage.  The 
literature  contains  many  references  to  the 
value  of  internal  and  external  technics  of 
cardiac  massage.  Because  of  the  important 
role  of  external  cardiac  massage  this  brief  ac- 
count is  offered  in  the  hope  that  others  faced 
with  a similar  catastrophe  will  be  encouraged 
to  institute  immediate  external  massage. 

Case  I 

A 73  year  old  male  was  brought  to  the  operating  room 
for  emergency  laparotomy  with  the  diagnosis  of  “acute 
abdomen.”  He  seemed  to  be  in  shock  with  a blood 
pressure  of  90/70  and  a pulse  of  108.  Respirations  were 
28  and  shallow.  The  abdomen  was  distended,  rigid, 
and  without  peristalsis.  He  was  dehydrated.  Hemoglo- 
bin was  15  Grams:  hematocrit  52  per  cent.  He  was 
given  an  intravenous  1000  cc  (electrolyte  #158)  prior  to 
coming  to  the  operating  room.  Before  anesthesia  and 
surgery  was  begun  a second  intravenous  was  started. 
AVhen  the  abdomen  was  opened  there  was  a sudden 
gush  of  blood.  The  massive  loss  of  blood  resulted  in  a 
hypotension  and  precipitated  “cardiac  arrest.”  This 
was  immediately  called  to  the  attention  of  the  surgeon. 
Cessation  of  the  heart  beat  was  simultaneously  noted 
by  the  anesthesiologist  and  the  surgeon.  The  surgeon 
was  requested  to  institute  external  cardiac  massage 
while  the  anesthesiologist  concentrated  on  the  replace- 
ment of  the  blood  volume.  In  a matter  of  15  minutes 
after  adequate  blood  volume  (1000  cc  whole  blood)  re- 
placement (and  clamping  the  hemorrhaging  blood  ves- 
sel), the  pulse  and  blood  pressure  returned  sponta- 
neously. Vasoxyl®  10  mgms,  Solu  Cortef®  100  mgms 
along  with  500  cc  Dextran®  were  also  given.  Estimated 
blood  loss  was  1,300  cc.  There  was  no  loss  of  respira- 
tion at  any  time.  Higher  concentrations  of  oxygen 
were  introduced  into  the  anesthestic  circuit.  The  as- 
sistant surgeon  was  able  to  keep  a count  of  the  pulsa- 
tions by  direct  palpation  of  the  abdominal  aorta.  The 
immediate  post  operative  hemoglobin  was  15  Grams, 
hematocrit  47  per  cent.  Three  days  later,  hemoglobin 


was  13.5  Grams,  hematocrit  38  per  cent.  The  patient 
made  an  uneventful  and  full  recovery. 

Case  II 

A woman  in  her  late  thirties,  gravida  6,  had  a normal 
spontaneous  delivery  followed  by  severe  uterine 
hemorrhage.  There  was  no  evident  laceration  but  the 
uterus  would  not  respond  to  Pitocin®  or  like  drugs. 
She  lost  a great  deal  of  blood  from  the  atonic  uterus. 
At  this  point  an  anesthesiologist  was  summoned,  and 
he  noticed  that  the  patient  had  no  palpable  pulse  but 
that  her  respirations  were  still  spontaneous  and  regu- 
lar. Immediate  external  heart  massage  was  instituted 
by  the  anesthesiologist.  Another  physician  monitored 
the  radial  pulse  of  the  patient’s  right  arm  and  in- 
dicated when  the  massage  was  adequate  or  inadequate. 
While  replacement  of  the  blood  loss  was  being  at- 
tempted, it  was  decided  to  do  a laparotomy.  External 
cardiac  massage  was  continued  throughout  the  surgical 
procedure.  ^Iotion  caused  by  the  external  massage  did 
present  a problem  to  the  surgeon  but  this  was  over- 
come by  pausing  for  an  instant  while  a vessel  was 
clamped,  cut,  or  ligated.  It  was  noted  that  the  only 
observable  pulsation  in  the  abdominal  aorta  resulted 
from  the  external  massage.  The  uterine  vessels  supply- 
ing the  atonic  uterus  were  clamped,  ligated,  and  cut, 
and  a total  hysterectomy  was  done.  The  obvious  hy- 
povolemia was  corrected  with  3.000  cc  of  whole  blood. 
.Also  administered  were  scopolamine  grains  1/150, 
Solu  Cortef®  100  mgms,  and  10  per  cent  calcium 
gluconate.  One  thousand  cc  5 per  cent  glucose  in  water, 
with  20  mgms  neosynephrine,  was  titrated  until  the 
whole  blood  replacement  was  completed.  .Alkaline  in- 
travenous solutions  were  administered  via  bilateral  leg 
cuts  downs.  Blood  pressure  and  pulse  were  monitored 
by  radial  pulsation.  Hemoglobin,  12  Grams  prior  to 
delivery,  was  9.4  Grams  after  surgery.  By  the  time  of 
abdominal  closure,  the  blood  pressure  had  returned  to 
100/72.  Upon  admission  to  the  intensive  care  unit  the 
patient  responded  to  her  name. 

There  was  no  evidence  then  of  any  cerebral  or  myo- 
cardial damage  even  though  the  external  cardiac  mas- 
sage had  lasted  one  hour  and  twenty-five  minutes  be- 
fore the  patient’s  pulse  and  blood  pressure  returned  on 
its  own.  During  recovery  and  upon  reacting,  she 
noticed  a numbness  in  the  finger  tips  of  her  right  hand 
and  with  her  eyes  shut  was  unable  to  identifv  objects 
placed  in  her  hand.  ,A  neurologic  consultant  felt  that 

* This  work  is  from  the  Overlook  Hospital  in  Sum- 
mit, New  Jersey,  where  Dr.  Connolb  is  chief  of  the 
Department  of  Anesthesia. 
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these  disturbances  were  the  results  of  cerebral  damage 
most  probably  due  to  some  degree  of  anoxia.  1 he  onlv 
anesthesia  that  this  patietn  required  during  the  entire 
operative  procedure  was  4 L flow  nitrous  oxide  and  2 
L How  oxygen.  .\t  all  other  times  she  received  oxvgen 
only.  4\ithin  three  months  of  the  episode,  she  had 
made  a complete  and  full  recovery. 

■Uliat  caused  the  cardiac  arrest  in  these  two 
cases?  It  seems  clear  that  the  culprit  was  “hy- 
povolemia!” After  all,  the  heart  is  a pump. 
Sudden,  massive  loss  of  circulatory  volume  in- 
terleres  with  the  normal  pitmping  action  of 
the  heart  and  cardiac  arrest  may  ensue.  'When 
the  external  closetl  chest  massage  technic  is 
employed,  the  negative  pressure  within  the 
thorax  is  maintained.  I’his  increases  the  cir- 
culatory volume  to  the  heart.  At  the  same 
time,  the  heart  is  helped  to  pump  out  blood 
to  the  vital  body  organs.  As  a result  the  myo- 
cardium and  brain  are  suijplied  with  the 
necessary  oxygen— until  the  hypovolemia  is 
corrected  and  the  heart  can  once  again  func- 
tion on  its  own. 

Previously,  when  cardiac  arrest  occurred  fol- 
lowing severe  hemorrhage,  the  most  common 
attitude  was  hopelessness.  There  is  now  no 
need  for  pessimism.  I'he  two  cases  presented 
have  illustrated  the  value  of  the  external 
cardiac  massage.  Even  in  the  supposedly  hope- 
less situations  of  severe  hemorrhage  a patient 
can  he  successfully  revived. 

Only  closed  chest  external  cardiac  massage 
was  done  on  these  two  jiatients.  If  the  external 
technic  had  not  been  adequate,  without  hesi- 
tation an  internal  open  chest  cardiac  massage 
woidd  have  been  tried. 


Technics 

The  technic  of  external  closed  chest  cardiac 
massage  by  Kouwenhoven  at  John  Hopkins 
was  followed. 1 A slight  variation  in  the  tech- 
nic was  perhaps  the  stance  assumed  by  the 
person  performing  the  external  massage. 
Rather  than  standing  at  the  patient’s  side,  it 
was  found  to  be  less  fatiguing  and  out  of  the 
way  of  the  surgeon,  when  the  performer  stood 
at  the  patient’s  head,  with  the  patient  in  a 
Trendelenburg  position. 

In  addition  to  blood  and  cut  downs  to  main- 
tain patient  veins,  the  patients  received  other 
suppcjrtive  therapy  such  as  vasopressors,  oxy- 
gen with  artificial  respiration,  cortisone,  in- 
travenous Iluids,  calcium  gluconate,  and 
plasma  expanders.  Immediate  post-operative 
(as  well  as  follow  up)  electrocardiogram  re- 
ports were  normal. 

Summary 

Two  cases  of  cardiac  arrest  resulting  from  the 
hypovolemia  of  severe  hemorrhage  have  been 
presented.  The  employment  of  external, 
closed  chest  cardiac  massage  was  emphasized 
as  a valuable  method  for  the  successful  re- 
vival of  patients  in  this  suppo.sedly  hopele.ss 
situation. 

Reference 
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Qualifications  For  Nuclear  Medicine  Technologists 


.\t  its  July  1969  session,  the  AM.\  House  of 
Delegates  adopted  essential  cjualihcations  for 
nttclear  medicine  technologists  which  include 
a twelve-month  uninterrupted  jnogram  cov- 
erning  approximately  ,H()0  didactic  hours.  The 
sul)je(ts  to  be  covered  should  include  anat- 
omy, physiology,  pathology,  radiation  and 


nuclear  physics,  therapeutic  radionuclides, 
and  radiochemistry.  .Although  the  survery 
teams  may  require  several  months  before  ac- 
crediting the  schools,  applications  for  accredi- 
tation are  now  being  accepted  by  the  .AM.\ 
Department  of  .Allied  Medical  Prolessions  and 
Services. 
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Drrmalology  isn’t  just  rczciiia.  Think  of  the  rolliigen 
(iisrases.  loo. 


Clinical  Cutaneous  Lesions 
In  The  Collagen  Diseases 


Roger  H.  Brodkin,  M.D. /Irvington 

Argument  exists  as  to  the  definition  of  a col- 
lagen disease  but  lor  our  purposes  lupus 
erythematosus,  scleroderma,  dermatomyositis 
and  polyarteritis  nodosa  will  be  here  reviewed. 

Lupus  Erythematosus 

Lupus  erythematosus  may  arbitrarily  be 
divided  into  a benign  cutaneous  di,sorder  and 
a more  grave  systemic  form.  In  the  primarily 
cutaneous  form  of  this  disease,  onset  may  be 
at  any  age,  but  is  most  common  in  the  30  to 
40  year  age  group.  Females  are  more  frequent- 
ly affected  than  males.  Early  summer  is  the 
peak  season  of  onset.  The  patient  may  lie 
nonsymptomatic  or  the  eruption  may  be  ac- 
companied by  fatiguability,  malaise,  and 
vague  muscle  and  joint  pain. 

The  dermatologic  lesions  may  be  acute,  wide- 
spread, and  explosive  in  onset  or  chronic  in- 
dolent, and  localized.  They  are  nonsympto- 
matic although  tenderness  may  be  a feature. 
Sites  of  predilection  are  the  face  and  particu- 
larly the  bridge  of  the  nose  and  malar  areas. 
The  forehead,  scalp,  and  ears  are  also  com- 
monly involved.  Less  frequently  the  extremi- 
ties, particularly  the  dorsal  hands  and  inter- 
phalangeal  areas  are  affected.  The  palms, 
torso,  chest,  lips,  and  buccal  mucosa  are  also 
sites  of  involvement.  Often  the  acute  erup- 
tion conforms  to  photosensitivity  pattern 
sparing  the  orbits  and  shaded  areas  around 
the  mouth  and  neck  and  the  covered  areas  of 
the  body.  The  distribution  may  be  unilateral 
or  bilateral  and  may  or  may  not  be  sym- 
metrical. 


I'he  primary  lesion  is  an  erythematous 
macule  or  papule  often  with  distinct  telangi- 
ectasia. By  extension  and  coalesceme  of  these 
lesions,  plaques  of  varying  size  and  shape  may 
be  formed.  The  primary  lesions  are  sur- 
mounted by  an  adherent  scale  which  may 
vary  from  a thin  translucent  flake  to  a thick 
verrucous  excrescence.  Typically  the  follicu- 
lar orifices  lieneath  the  scale  are  dilateil  and 
filled  with  keratinous  projections  of  the  scale 
so  that  when  the  .scale  is  lifted  these  exten- 
sions provide  a “carpet  tack”  appearance  oti 
the  undersurface.  Pigmentary  alteratiotis  tic- 
company  or  follow  these  lesions  especially 
when  they  are  chronic.  The  central  portion  of 
the  plaque  is  usually  depigmented  while  the 
border  is  hyperpigmented.  If  the  inflammti- 
tory  process  is  sufhciently  prolonged  and 
severe,  scarring  of  varying  degree  may  result 
with  atrophy  of  the  skin  and  loss  of  adnextie. 

Unusual  variants  of  these  lesions  are  seen  ;md 
include  lupus  erythematosus  profundus  which 
usually  occurs  on  the  face.  The  primary 
lesions  are  subcutaneous  nodules  of  varying 
size  which  are  firm,  rtibbery,  sharply  tlefined, 
and  persistant.  The  overlying  skin  may  ap- 
pear normal  or  like  typical  chronic  lupus. 
Bullous  lesions  are  uncommon.  They  resemble 
erythema  multiforme  and  may  be  acute  or 
chronic  and  recurrent.  Chilblain-like  lesions 
imolving  the  fingers,  toes,  nose,  and  ears  and 
titrophy  with  hyperextension  of  the  termimil 
phalanges  as  well  as  dystrophy  of  the  nails 
have  also  been  described. 

Non  specific  cutaneous  lesions  include  a 

* Read  before  the  .Sections  on  Pennatologv  and  Med- 
icine, .-\nniial  >teeting.  t he  Medical  Society  ot  New 
Jersey,  Atlantic  Citv,  May  20.  19()0. 
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variety  of  vascular  reactions  such  as  macular 
erythemas,  urticaria,  purpura,  and  livedo.  As- 
sociated lesions  include  bilateral  parotid  en- 
largement, Raynaud’s  phenomenon,  and  por- 
phyria. 

In  systemic  lupus  erythematosus  these  lesions 
as  well  as  the  characteristic  telangietatic  ery- 
thema of  the  face  are  seen.  Reticulate  telan- 
giectatic erythema  of  the  palms,  finger  tips, 
and  dorsal  interphalangal  areas  of  the  fingers, 
necrotic  ulcerations  of  the  digits  and  legs, 
hemorrhagic  bullae,  cutaneous  sclerosis,  alo- 
pecia, rheumatoid-like  nodules,  and  splinter 
hemorrhages  of  the  nail  beds  are  also  seen 
in  systemic  lupus  erythematosus. 

Scleroderma 

Scleroderma  includes  morphea,  a cutaneous 
type  which  involves  only  the  skin  and  sub- 
jacent structures,  and  acrosclerosis  and  progres- 
sive systemic  sclerosis  which  are  associated  with 
disease  of  internal  organs.  Morphea  is  more 
often  found  in  females  and  affects  all  ages  be- 
ing most  common  in  the  20  to  40  year  age 
group.  It  is  rare  in  Negroes.  The  lesions 
usually  appear  spontaneously  but  have  been 
reported  following  trauma,  infection,  preg- 
nancy or  the  menopause.  In  morphea,  three 
types  of  eruptions  are  seen:  guttate,  plaque 
type  and  linear.  The  guttate  and  plaque  type 
eruptions  are  similar  except  that  guttate 
lesions  are  smaller  and  more  numerous.  The 
onset  is  acute  or  insidious.  Sites  of  involve- 
ment are  the  limbs,  face,  genitalia,  or  torso 
with  a tendency  to  spare  the  crural  areas. 
They  vary  in  size  from  one  centimeter  in  the 
guttate  type  to  two  to  fifteen  centimeters  in 
the  placpie  type.  They  are  nonsymptomatic 
and  are  frequently  multiple,  often  bilateral 
but  usually  not  symmetrical.  Early  lesions  may 
be  erythematous,  edematous,  hypcrpigmented, 
faititly  purplish,  or  mauve  colored.  Later 
they  become  pale,  waxen,  and  ivory  in  the 
center  with  a lilac  hue  at  the  border.  The  sur- 
face is  smooth  and  shiny,  hair  is  absent  and 
sweating  is  diminished.  The  surface  rarely 
presents  nodides,  vesicles,  patchy  hyperkera- 
tosis, bullae,  purpura,  and  telangiectasia.  The 
pL'uiues  feel  fixed  to  the  deeper  tissues  and 


may  be  hypesthetic.  Deeper  atrophy  of  under- 
lying structures  may  occur  accompanied  by 
obscure  pains  in  the  underlying  area. 

Linear  lesions  also  present  the  same  essential 
features  as  the  plaque  type  though  the  lilac 
border  is  thinner.  They  are  usually  single  and 
unilateral,  but  bilateral  lesions  occasionally 
occur.  The  extremities,  particularly  the  legs, 
are  more  frequently  involved  than  the 
trunk.  Linear  lesions  may  be  accompanied  by 
involvement  of  underlying  muscle  and  bone 
resulting  in  disturbances  in  growth.  Fronto- 
parietal lesions  may  occur  with  or  without 
facial  hemiatrophy  which  are  called  coup  de 
sabre.  Such  lesions  when  they  extend  into  the 
scalp  produce  a linear  atrophic  area  of  alo- 
pecia. The  mouth  and  gums  may  be  involved 
altering  the  direction  and  spacing  of  the  teeth 
but  sparing  the  periodontal  membrane.  The 
tongue  may  also  be  involved  and  exhibit 
atrophy.  Atrophy  of  the  facial  bones  may  in- 
volve the  orbit  producing  exophthalmos  and 
disturbed  oculomotor  function  and  also  affect 
the  iris  and  fundus. 

Associated  lesions  include  localized  arthralgia, 
Raynauds  phenomenon,  migraine,  colicky  ab- 
dominal pain,  spina  bifida,  sacralization  of 
lumbar  vertebrae,  kyphosis,  scoliosis,  sciatic 
neuralgia,  cervical  ribs,  torticollis  and  atro- 
phic clavicle.  Associated  cutaneous  abnormali- 
ties include  verrucous,  vascular  or  pigmented 
nevi,  cafe  au  lait  spots,  alopecia  areata,  viti- 
ligo, generalized  ichthyosis,  hyperpigmenta- 
tion, dystrophy  of  the  nails  and  hirsutism. 
These  types  of  lesions  tend  to  improve  grad- 
ually after  a long  time  but  residual  hyperpig- 
mentation, calcinosis,  contractures,  and 
atrophy  may  persist. 

Acrosclerosis  or  progressive  systemic  sclerosis 
has  about  the  same  sex  and  age  prevalence. 
Early  features  include  Raynaud’s  phenom- 
enon, swelling  of  the  hands  and  joints,  ulcera- 
tions, whitlows  or  gangrene  of  digits.  Leg 
ulcers  and  calcinosis  have  also  been  described 
as  early  features.  Early  systemic  symptoms  in- 
clude weight  loss,  dyspnea,  gastroesophageal 
reflex,  dysphagia,  constipation,  diarrhea  and 
abdominal  pain.  The  hands  and  face  are  in- 
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volved  earliest  with  changes  extending  proxi- 
mally  to  the  forearms.  The  feet  are  less  severe- 
ly and  less  frequently  involved.  The  facial 
apearance  is  characteristic.  The  forehead  is 
smooth  and  shiny.  The  lines  of  facial  expres- 
sion are  smoothed.  The  nose  is  pinched  and 
beaked  and  the  mouth  is  constricted,  with 
slight  parting  of  the  lips  and  radial  furrow- 
ing of  the  lips.  The  hands,  too,  gradually  as- 
sume a characteristic  appearance  beginning 
with  swelling  and  later  atrophy  which  starts 
at  the  finger  tips  and  may  even  result  in  ab- 
sorption of  terminal  phalanges.  The  fingers 
become  tapered  and  fusiform.  The  skin  is 
thin,  shiny  and  feels  rough,  hard,  and  hide- 
bound. Erythema  and  telangiectasia  are  seen 
on  the  palms,  nose,  and  malar  areas.  Calcium 
deposits  appear  as  painful  ulcerations  of  the 
knuckles  from  which  a chalky  material  is  ex- 
truded. The  sclerotic  skin  may  show  pig- 
mentary alterations  of  varying  degree  and 
dilated  nailfold  capillaries  are  sometimes  ap- 
parent. Less  common  findings  include  a helio- 
trope color  of  the  eyelids  and  nodules  which 
resemble  erythema  nodosum.  Calcification  is 
observed  around  the  iliac  crests,  knees,  feet 
and  elbow's,  less  commonly  than  the  hands. 

Dermatomyositis 

Dermatomyositis  is  a rare  disease  involving 
skin,  muscle,  and  blood  vessels.  It  is  charac- 
terized on  the  skin  by  erythema,  edema,  and 
calcinosis.  Calcinosis  is  more  severe  in  child- 
hood, the  prognosis  is  better  for  living  and  it 
is  not  associated  with  an  internal  malignant 
tumor.  Association  with  an  internal  ma- 
lignancy is  common  in  adult  life  w’here  cal- 
cinosis is  often  less  marked  and  the  process  is 
more  frequently  fatal.  In  childhood  the  peak 
incidence  is  before  age  of  ten.  Among  adults, 
it  is  usually  between  the  ages  of  40  and  60. 
Females  are  affected  twice  as  frequently  as 
males. 

The  clinical  features  are  variable  depending 
upon  the  severity  of  involvement  of  skin  and 
muscle.  Typically  one  finds  muscle  pain,  ten- 
derness, and  weakness  accompanied  by  fever, 
malaise,  and  joint  swelling.  Raynauds  phe- 
nomenon occurs  in  10  per  cent  of  adults  but 


is  rare  in  children.  The  typical  picture  in- 
cludes a purplish-red  heliotrope  erythema  and 
edema  of  the  eyelids,  peri  orbital  areas  and 
cheeks.  Erythema  and  edema  may  also  in- 
volve the  hands,  arms  and  torso,  particularly 
the  upper  back.  Scaling,  bluish-red  ijlacpies  of 
erythema  commonly  occur  around  the  base  of 
the  fingernails  and  dorsal  fingers  over  the 
knuckles.  Nailfold  capillaries  may  be  dilated, 
irregular,  and  toriuous.  .\s  tbe  acute  changes 
subside,  a reticulate  telangiectatic  erythema 
with  areas  of  atrophy,  scarring  hyperpigment- 
ation and  hypopigmentation  may  be  seen  re- 
sembling chronic  radiodermatitis. 

Associated  with  these  typical  changes,  a wide 
variety  of  lesions  have  been  reported  includ- 
ing dermographism,  bullae,  urticaria,  photo- 
sensitivity, erythema  nodosum,  erythema  mul- 
tiforme, follicular  hyperkeratosis,  hypertri- 
chosis, hyperhidrosis,  and  pitting  of  the  finger- 
nails. Rarely  erythroderma,  diffuse  alopecia, 
livedo  reticularis,  and  ulceration  of  skin  oc- 
curs. Muscle  weakness  typically  involves  prox- 
imal muscle  groups  of  the  limbs  but  muscles 
of  speech,  sw’allowing,  and  eye  movements 
may  also  be  affected.  Calcification  of  muscles 
occurs  in  more  than  half  the  cases  in  child- 
hood and  15  per  cent  of  adults  and  involves 
mainly  the  shoulder  and  pelvic  girdles  and  the 
elbows  and  hands.  Calcification  is  also  com- 
mon in  subcutaneous  tissues  resulting  in  ul- 
ceration and  cellulitis.  It  is  said  to  be  a good 
sign  for  survival  but  frequently  results  in 
crippling. 

Associated  diseases  include  not  only  occult 
carcinoma  but  also  lymphoma,  Hashimoto’s 
disease,  thymoma,  hemoalytic  anemia,  and  sys- 
temic amyloidosis. 

Polyarteritis  Nodosa 

A discussion  of  polyarteritis  nodosa  plunges 
one  immediately  into  a maelstrom  of 
“angiitides  and  granulomatoses”  of  such  great 
diversity  and  “auto  immune  diseases”  of  such 
variety  that  some  mention  must  be  made  of 
classification.  In  a chart  developed  by  Alar- 
con-Segovia  and  Brown,  the  position  of  poly- 
arteritis nodosa  as  described  by  Kussmaul  and 
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Meyer  is  defined  as  a pure  vasculitis  and  the 
overlapping  of  some  of  the  variants  and  re- 
lated diseases  is  illustrated. 

Polyarteritis  nodosa  occurs  four  times  more 
fretptently  in  males  than  females  and  may  ap- 
pear at  any  age.  It  generally  follows  an  inter- 
mittent acute  or  chronic  course  ending  fatally 
within  several  months  or  years.  The  present- 
ing symptoms  are  protean  with  fever,  weight 
loss,  myalgia,  arthralgia,  pulmonary  or  ab- 
dominal complaints. 

Considering  the  dermatologic  findings,  the 
disease  may  follow  a more  benign  course  with 
predominantly  cutanecms  findings,  or  a more 
lethal  course  with  signs  and  symptoms  pre- 
dominantly resulting  from  its  affects  on  inter- 
nal organs. 

In  the  more  benign  cutaneous  forms,  the 
problems  of  classification  become  important 
and  such  names  as  allergic  grannlotnatous 
arteritis  of  Zeek,  giant  cell  arteritis,  Wegeners 


granulomatosis,  nodular  dermal  allergide  of 
Gougerot,  Henoch-Schcenlein  purpura  and 
others  might  be  included  as  variants.  In  the 
forms  with  predominantly  systemic  involve- 
ment, 25  per  cent  are  said  to  show  cutaneous 
lesions.  Erythematous  macides,  papides,  and 
nodides  as  well  as  vesicles,  pustules,  and  bullae 
are  seen  as  primary  lesions.  The  picture  may 
resemble  a toxic  erythema,  urticaria,  erythema 
multiforme,  erthema  nodosum,  or  purpura  de- 
pending upon  how  severely  the  structure  and 
function  of  the  involved  vessel  has  been  af- 
fected. Secondary  lesions  include  the  stigmata 
of  resolving  inffammation  such  as  hyperpig- 
mentation, scaling  and  crusting.  If  total  oc- 
clusion of  a vessel  occurs,  necrosis  results,  and 
one  sees  gangrene  of  the  skin.  This  is  repre- 
sented by  crusting,  erosions,  ulcerations,  and 
scarring.  If  the  process  is  deeper,  involving 
subcutaneous  arteries,  nodules  may  be  seen  or 
palpated  which  may  be  nonsymptomatic  but 
usually  are  painful  or  tender.  The  overlying 
skin  may  vary  from  normal  to  red  or  ptirple 
or  may  even  be  necrotic. 


-to  Union  Slreel 


Scholarship  for  OT  Students 


The  Anne  Ash  Moss  Scholarship  Fund  has 
been  funded  through  contributions  from 
friends  and  personal  funds  of  Gertrude  O. 
.■\sh,  M.D.  in  memory  of  Dr.  Ash’s  daughter, 
.Vnne  Ash  Moss. 

.\nne  Ash  Moss  was  a graduate  of  Weequahic 
High  School,  New  Jersey,  and  held  a B.S.  De- 
gree in  Occupational  Therapy  from  San  Jose 
State  Gollege,  Galifornia.  She  had  looked  for- 
ward to  a frintful  career  in  this  profession  of 
much  needed  service  to  Inimanity.  She  passed 
away  at  age  22  on  December  1,  1968. 


The  intent  of  this  scholarship  award  is  to 
make  possible  a career  in  Occupational 
Therapy  for  an  eligible  female  candidate,  so 
that  the  same  high  standards  envisioned  by 
Anne  Ash  Moss  may  be  carried  fortvartl.  The 
Fund  offers  an  award  of  SI 500  ])er  year  for 
training  in  Occupational  Therapy,  to  be 
granted  annually  for  the  period  of  training 
on  the  basis  of  maintaining  a satisfactory  rec- 
ord. For  further  information  and  for  an  ap- 
jjlication  form  write  to  Gertrude  O.  Ash, 

M. D.,  561  South  Orange  Ave.,  South  Orange, 

N. J.  07079. 
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Trustees'  Minutes 

September  21,  1969 

A regular  meeting  of  the  Board  of  Trustees 
was  held  on  July  20,  1969  at  the  Executive 
Offices  in  Trenton.  Detailed  minutes  are  on 
file  with  the  secretary  of  your  county  medical 
society.  A summary  of  the  significant  actions 
follotvs: 

Semi  liar  on  (ionorrhea  . . . Concurred  in  the 
action  of  the  President  authorizing  MSN  [ 
cosponsorship,  with  the  State  Department  of 
Health,  the  National  Communicable  Disease 
Center,  and  the  New  Jersey  Public  Health 
Officers  Association,  of  a seminar  on  gonorrhea 
to  be  held  on  November  5,  1969  in  New 
Brunswick. 

Regional  Medical  Program  . . . Reappointed 
Dr.  Joseph  R.  Jehl  as  MSNJ  representative  on 
the  Regional  Advisory  Group  of  the  New  Jer- 
sey Regional  iVfedical  Program. 

Symposium  on  Hu?na}i  Sexual  Inadecjuacy 
. . . Agreed  to  be  listed  as  a cosponsor  of  the 
Carrier  Clinic’s  November  5 symposium  on 
“The  Rapid  Treatment  of  Human  Sexual 
Inadequacy.” 

N^eiv  Jersey  Orthoptic  Commission  . . . .Vp- 
proved  the  request  of  the  Netv  Jersey  Academy 
of  Ophthalmology'  and  Otolaryngology  to  sub- 
mit the  following  nominees  to  the  Governor 
for  his  consideration  in  appointing  one  to  the 
New  Jersey  Orthoptic  Commission: 

Samuel  Diskan,  M.D.,  Atlantic  City 
Anthony  M.  Sellitto,  M.D.,  South  Orange 
John  Sullivan,  M.D.,  Arlington 

White  House  Conference  on  Food,  Nutri- 
tion, and  Health  . . . Directed  that  the  follow- 
ing names  of  physicians  willing  to  participate 
in  the  'White  House  Conference  on  Food,  Nu- 
trition, and  Health,  November  30  through 
December  4,  be  submitted  to  the  AMA: 

Harvey  P.  Einhorn,  M.D.,  South  Orange 
S.  William  Kalb,  M.D.,  Newark 


“Dr.  Nicholas  A.  Bertha  Day”  . . . Ciongratu- 
lated  Dr.  Bertha  on  the  recent  ])roclamation, 
by  the  Mayor  of  Wharton,  New  Jersey,  of  a 
day  in  his  honor  which  officially  recognized 
Dr.  Bertha’s  years  of  ,ser\  ice  to  that  area. 

JEMP.iC  Dues — Billing  and  Collection  . . . 
Directetl  that  the  following  opinion  of  our 
legal  coun.sel,  E.  Powers  Mincher,  concerning 
the  inclusion  of  JEMP.\C  contrilttttions  in 
billing  for  membership  dues  be  forwarded  to 
the  County  Societies,  with  a statement  point- 
ing out  that  the  opinion  is  not  a three  tive,  and 
that  the  decision  for  such  billing  remains  the 
prerogative  of  each  component  society.  I'his  is 
dated  .\ugust  6,  1969. 

The  determination  of  whether  a County  Medical 
Societv  may,  with  impunity,  add  JEMP.\C  contribu- 
tions to  its  billing  for  membership  dues  is  dependent 
upon  proper  interpretation  and  application  of  the  Fed- 
eral Corrupt  Practices  .Act  (18  I'SC  597  et  set].)  and 
Section  501  of  the  Internal  Revenue  Code  (26  I'.S.C.. 
501)  . 

Section  GIO  of  the  F'ederal  C.orrupt  Practices  .Act 
provides: 

“It  is  unlawful  for  any  national  bank,  or  any  corpo- 
ration, organized  bv  authoritv  of  any  law  of  Congress, 
to  make  a contribution  or  expenditure  in  connection 
with  any  election  to  any  political  oflice,  or  for  any 
corporation  w/iatei’er,  or  any  labor  organization  to 
make  a contribution  or  expenditure  in  connection  leith 
any  election  at  which  Presidential  and  A'ice  Presi- 
dential electors  or  a Senator  or  Representative  in,  or 
a Delegate  or  Resident  CMnuni-ssioner  to  Congress  are 
to  be  voted  for,  or  in  connection  with  any  primary 
election  or  political  convention  or  caucus  held  to 
select  candidates  for  any  of  the  foregoing  offices,  or 
for  any  candidate,  political  committee,  or  other  person 
to  accept  or  receive  any  contribution  prohibited  by 
this  section  , . (italics  by  Mr.  Mincher) 

In  the  case  of  U.S.  v Painters  Local  I nion  No.  -181 
(172  F 2nd  854)  it  was  held  that  the  I nion’s  expendi- 
ture of  SI  1 1.14  for  the  cost  of  jrolitical  advertisement 
in  a dailv  newspaper  of  general  circulation  and  S.S2.50 
to  pav  the  cost  of  a political  radio  broadcast  over  a 
commercial  radio  station,  advocating  rejection  of  a 
candidate  for  Republican  nomination  for  President  and 
his  defeat  in  the  Presidential  election  if  nominated 
and  rejection  of  six  incumbent  Congressmen  as  can- 
didates for  re-election  and  their  defeat  in  Cotigressional 
elections  if  nominated,  did  not  violate  Sectiott  610! 

In  a so-called  landmark  case  of  1948,  L'..S.  v Congress  of 
Industrial  Organizations  (.835  I'.S.  106)  the  .Supreme 
Court  held  that  publication  of  a labor  union  periodical 
distributed  to  members  and  other  regular  subscribers 
urging  the  election  of  a certaiti  candidate  for  Con- 
gress was  not  violative  of  Section  610. 
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In  reaching  this  conclusion  the  Court  said  the  term 
"expenditure”  was  not  a word  of  art,  had  no  definitely 
defined  meaning  and  the  applicability  of  that  term  to 
prohibition  of  particular  acts  must  be  determined 
from  circumstances  surrounding  its  employment.  The 
Court  further  pointed  out  that  if  the  language  of 
Section  610  was  construed  strictly,  its  prohibition 
against  contributions  and  expenditures  in  connection 
with  a national  election  would  conflict  with  the  right 
of  freedom  of  speech  and  of  the  press  guaranteed  under 
the  first  amendment  to  the  Constitution.  The  Supreme 
Court  and  all  lesser  federal  courts  consistently  there- 
after interpreted  and  applied  the  provisions  of  Section 
610  in  such  fashion  as  to  avoid  that  conflict.’ 


In  addition  to  proving  a contribution  or  expenditure 
was  made,  it  must  be  established  that  the  same  was 
made  “in  connection  with”  an  election  to  a federal 
office  before  Section  610  is  violated.  All  section  610 
cases  reviewed  involved  “contributions  or  expenditures” 
closely  related  to  such  elections.  Additionally,  in  all 
such  cases,  the  activity  of  the  person  charged  with 
violation  of  the  law  directly  related  to  a campaign 
for  a federal  office  or  offices. 


It  is  my  understanding  County  Societies  generally  bill 
their  members  late  in  November  or  early  December, 
in  any  event  subsequent  to  the  general  elections  in 
November.  Such  fact  makes  it  most  unlikely  that  such 
a billing,  so  remote  in  time,  could  be  construed  as 
having  a casual  “connection  with”  an  election  to 
federal  office. 


In  view  of  the  issues  as  considered  above,  namely, 
that  Section  610  is  constitutionally  suspect,  our  courts 
have  concluded  inconsequential  contributions  or  ex- 
penditures are  so  remote  or  indirect  as  not  to  be  viola- 
tive of  Section  610  and  the  billing  procedure  proposed 
would  not  be  directly  related  to  a campaign  for 
federal  office,  it  does  not  appear  that  the  proposed 
billing  would  be  violative  of  the  Federal  Corrupt 
Practices  Act. 


Before  one  may  properly  conclude  whether  the  pro- 
posed billing  would  be  a threat  to  a component  so- 
ciety’s best  interests,  as  well  as  those  of  The  Medical 
Society  of  New  Jersey,  consideration  must  be  given  to 
Section  501  of  the  Internal  Revenue  Code.  I expect 
the  tax  exempt  status  of  most  of  our  component  so- 
cieties, like  that  of  the  Medical  Society  of  New  Jersey, 
is  based  upon  Section  501  (C)  (6)  of  that  Code, 

which  provides  as  follows: 

“Section  501  Exemption  from  tax  on  corporations, 
certain  trusts,  etc. 

(a)  Exemption  from  taxation— An  organization  de- 
scribed in  subsection  (c)  or  (d)  or  . . . shall  be 
exempt  from  taxation  . . . 

(c)  List  of  exempt  organizations— The  following  or- 
ganizations are  referred  to  in  subsection  (a) 

. . . (6)  Business  leagues,  chambers  of  commerce,  real 
estate  boards,  boards  of  trade,  or  professional  football 
leagues  (whether  or  not  administering  a pension  fund 
for  football  players),  not  organized  for  profit  and  not 


‘ U.S.  V Construction  & General  Laborers  Local  Union 
’51  101  E.  Supp  869 

U.S.  V International  Union  United  Auto  ’57  77  S.  Ct. 
529 

U.S.  V Anchorage  Central  Labor  Council  ’61  193  E. 
Supp  504 

U.S.  V Lewis  Food  Co.  ’64  236  F.  Supp  849 


part  of  the  net  earnings  of  which  inures  to  the  benefit 
of  any  private  shareholder  or  individual.”  . . . 

It  is  apparent  there  are  no  proscriptions  against  po- 
litical contributions  or  expenditures  under  the  pro- 
visions of  the  above  language.  However,  a component 
society  may  have  been  granted  an  exemption  under  the 
provisions  of  Section  501  (c)  (3)  which  provides  as 

follows: 

(3)  Corporations,  and  any  community  chest,  fund  or 
foundations,  organized  and  operated  exclusively  for 
religious,  charitable,  scientific,  testing  for  public  safety, 
literary,  or  educational  purposes,  or  for  the  preven- 
tion of  cruelty  to  children  or  animals,  no  part  of  the 
net  earnings  of  which  inures  to  the  benefit  of  any 
private  shareholder  or  individual,  no  substantial  part 
of  the  activities  of  which  is  carrying  on  propaganda, 
or  otherwise  attempting  to  influence  legislation  and 
which  does  not  participate  in,  or  intervene  in  (includ- 
ing the  publishing  or  distributing  of  statements),  any 
political  campaign  on  behalf  of  any  candidate  for 
public  office,  (italics  by  Mr.  Mincher) 

The  position  taken  by  our  federal  courts  in  the  Federal 
Corrupt  Practices  Act  cases,  plus  the  fact  that  billing 
activities  are  but  a miniscule  part  of  a component 
society’s  activities,  warrant  a conclusion  that  subsection 
(3),  quoted  above,  would  not  be  violated  by  the  pro- 
posed billing  considered  herein.  I found  no  case  de- 
cision under  the  Internal  Revenue  Code  concluding 
what  is  or  what  is  not  a “substantial  part”  of  an 
organization’s  activities.  I am  of  the  opinion  that  the 
proposed  billing  would  not  be  held  to  be  a violation 
of  Section  501  (c)  (3)  or  (6) . 

Although  I conclude  that  the  proposed  billing  would 
not  be  violative  of  the  law,  in  the  last  analysis  it  is 
for  the  component  societies  to  determine  what  action 
they  shall  take.  Represented  as  they  all  are  by 
competent  counsel,  I have  no  qualms  concerning  the 
propriety  of  the  action  they  ultimately  may  take. 

Assuming  the  election  may  be  to  bill  as  proposed, 
there  are  a few  more  matters  worthy  of  mention. 
As  a practical  matter  and  to  provide  circumstantial 
guarantees  protecting  the  legality  of  its  action,  the 
component  society  should  consider  the  following: 

1 . Receipt  of  component  and  MSNJ  dues  plus 
JEMPAC  contributions  in  one  check  from  a physician 
results  in  co-mingling  of  funds.  When  JEMPAC  con- 
tributions are  forwarded  under  a County  Society  check, 
it  could  be  argued  that  that  Society,  not  the  physi- 
cian, was  making  a contribution.  This  may  be  avoided 
by  establishing  a trust  account  in  an  appropriate  title 
indicating  funds  therein  are  in  trust  for  distribution 
to  designated  beneficiaries— JEMPAC— component  so- 
ciety—The  Medical  Society  of  New  Jersey— etc. 

A simpler  solution  would  be  to  require  the  physician 
to  write  two  checks,  one  to  cover  his  membership 
assessments  to  The  Medical  Society  of  New  Jersey, 
his  component  society,  and  the  AM.\  and  the  other 
drawn  to  JEMPAC  for  his  voluntary  contribution. 

2.  The  issue  of  “contribution  or  expenditure”  could 
best  be  avoided  by  charging  a fee  sufficient  to  cover 
cost  of  billing  and  distribution  or  a fee  reflecting  a 
nominal  profit  on  such  activities. 

3.  The  bill  should  be  made  in  such  form  and 
manner  as  to  make  crystal  clear  to  the  physician 
member  that  the  JEMPAC  item  is  purely  voluntary 
and  such  contribution  as  may  be  made  is  not  de- 
ductible for  income  tax  purposes. 
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Annual  Meeting  . . . Approved  the  report  of 
the  September  14  meeting  of  the  Annual 
Meeting  Committee,  including  the  following 
recommendations: 

1.  That  the  Exhibitors’  Reception-Buffet  in  1970  be 
letitled,  “Members  and  Exhibitors  Reception-Buffet”; 
and  that  members  and  their  wives  be  invited  to  at- 
tend at  their  own  expense. 

2.  That  the  cocktail  hour  for  this  Reception-Buffet  be 
limited  to  one  hour;  thereafter  the  bar  would  be 
open  on  a 'dutchtreat'’  basis. 

3.  That  in  support  of  the  educational  efforts  to  pro- 
cure more  outstanding  speakers  at  the  scientific  ses- 
sions (thus  incurring  increased  travel  expenses  and 
honoraria)  invitations  be  extended  to  pharmaceutical 
houses,  book  publishers,  instrument  and  supply  houses, 
and  other  approved  agencies  offering  services  or  prod- 
ucts to  the  medical  profession  to  be  included  in  an 
annual  list  of  “Official  Patrons  of  the  Educational 
Programs  of  The  Medical  Society  of  New  Jersey.”  Place 
on  such  a list  would  be  given  to  contributors  of  .SI 00 
or  more. 

4.  That  a letter  go  to  the  two  New  Jersey  medical 
schools,  with  copies  to  each  class  president,  inviting 
students  to  visit  the  1970  annual  meeting  and  offer- 
ing transportation  if  a sufficient  number  is  interested 
in  attending. 

5.  That,  following  the  close  of  the  first  .session  of  the 
House  of  Delegates,  there  be  an  ‘‘Open  Discussion  on 
Medicare/Medicaid,”  with  a panel  composed  of  rep- 
resentatives of  the  Department  of  Institutions  and 
Agencies,  Prudential  Insurance  Companv  (fiscal  inter- 
mediary) , the  Social  Security  Administration,  and  per- 
haps someone  from  the  Federal  Government. 

Committee  on  Project  Hope  and  Vietnam 
. . . Approved  a recommendation  that  a $1,000 
fellowship  be  given  to  Richard  D.  Snyder, 
M.D.  of  Bergen  County  who  has  been  cleared 
for  a Project  Hope  tour  of  duty  to  Tunisia 
November  15,  1969  to  January  15,  1970. 

Air  Quality  Standards  . . . Apjrroved  the 
recommendation  of  the  Committee  on  En- 
vironmental Health  that  The  Medical  Society 
of  New  Jersey  go  on  record  as  endorsing  the 
proposed  Air  Quality  Standards  dealing  with 
the  sulphur  content  in  fuel  oil  (to  be  known 
as  chapter  13)  and  urge  their  prompt  incorpo- 
ration into  the  New  Jersey  Air  Pollution  Con- 
trol Code. 

AMA  Clinical  Converition  . . . Authorized 
attendance  (with  expenses  paid)  at  the  AMA 
Clinical  Convention  in  Denver,  November  30 
through  December  3,  1969,  of  Dr.  Louis  F. 
Albright  of  Spring  Lake  to  serve  for  Dr.  Jer- 


ome G.  Kaufman  (regular  delegate  who  can- 
not attend),  and  Dr.  Joseph  R.  Jehl  of  Clifton 
as  alternate-delegate. 

Transfer  of  Journal  Printer  . . . Approved  a 
recommendation  that,  effective  with  the  No- 
vember 1969  issue,  the  MSNJ  contract  for 
printing  The  Journal  be  amended  only  to  the 
extent  that  The  Journal  will  be  printed  at 
another  subsidiary  of  Printing  Corj^oration  of 
America,  namely,  the  Hughes  Printing  Com- 
pany at  East  Stroudsburg,  Pennsylvania.  .411 
other  provisions  of  the  contract  will  remain. 

Immigration  Aspects  of  Mutual  Education 
— H.RA45  . . . Directed  that  MSNJ  officially 
record  its  support  of  H.R.  445  which  requires 
a foreign  student  from  an  underdeveloped 
country  to  return  to  his  homeland  at  the  com- 
pletion of  his  education  rather  than  have  his 
status  changed  so  as  to  enable  him  to  take 
up  permanent  residence  here;  and  that  this 
position  be  transmitted  to  the  projier  con- 
gressional authorities. 

Conference  of  Presidents  . . . Authorized 
scheduling  the  fall  conference  of  presidents 
and  presidents-elect  of  county  societies  at  the 
Executive  Offices  on  October  19,  1969. 

New  Jersey  College  of  Medicine  . . . Granted 
permission  for  a representative  of  the  New 
Jersey  College  of  Medicine  and  Dentistry  to 
attend  local  meetings  of  county  societies — • 
provided  the  societies  so  agree — in  an  effort  to 
explain  the  studies,  functions,  and  aspiration 
of  the  school. 


MSNJ  Scientific  Exhibits 

Members  of  The  Medical  Society  of  New 
Jersey  are  invited  to  j:>artici]iate  in  the 
Scientific  Exhibits  at  the  204th  x-Minual 
Meeting,  May  17  to  19,  1970. 

For  information  and  ajjplication  form, 
see  pages  635-638  of  this  issue,  or  con- 
Meeting,  May  17  to  19,  1970. 
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Communicable  Diseases 
In  New  Jersey 


The  following  communicable  diseases  were 
reported  to  the  Division  of  Preventable  Dis- 
ease during  September: 


1969 

1968 

September 

September 

.Aseptic  Meniiigiti.s  

59 

94 

Primarv  Encephalitis 

6 

6 

Post-Infectious  Encephalitis 

0 

2 

Hepatitis.  Total  

203 

136 

Infections 

169 

119 

Serinn 

.34 

17 

Malaria 

16 

14 

Militarv  

11 

10 

Civilian 

5 

4 

Meningococcal  Meningitis  . . . . 

3 

5 

Civilian  

.3 

Minnps  

99 

27 

German  Measles  

11 

2 

Measles  

11 

8 

Salmonella  

66 

60 

Shigella  

...  27 

8 

Influenza  Vaccine 

Following  the  widespread  epidemic  of  A2 
Hong  Kong  influenza  that  occurred  last  year, 
very  little  influenza  activity  is  anticipated  in 
the  coming  winter  months.  The  New  Jersey 
State  Health  Department  endorses  the  recom- 
mendations of  the  USPHS  Advisory  Commit- 
tee on  Immunization  Practices  for  the  use  of 
vaccine  for  the  1969-1970  influenza  season.  In- 
fluenza vaccine  is  recommended  only  for  those 
groups  at  high  risk,  such  as  the  elderly  and 
the  chronically  ill.  Large  immunization  pro- 
grams are  othertvise  not  encouraged.  A biva- 
lent vaccine  is  available  containing  both  Hong 
Kong  ,\2  antigen  (A2/Aichi/2/68)  and  type  B 
antigen  (B/Mass/3/66).  The  primary  vac- 
cination series  consists  of  two  doses  separated 
by  a 6 to  8 tveek  interval.  High  risk  indi- 
viduals who  regularly  receive  influenza  vac- 
cines (and  tvho  had  one  or  more  doses  of 
the  monovalent  Hong  Kong  antigen  vaccine 
during  the  1968-1969  season)  require  only  a 
single  full  dose  booster  of  the  bivalent  vaccine. 
Immunizations  should  be  completed  by  early 
December  1969. 

Toxoplasmosis 

Recently  the  New  Jersey  State  Serolog\'  Labo- 
ratory has  received  many  specimens  for  indi- 
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rect  fluorescent  antibody  titers  obtained  from 
patients  in  whom  acquired  toxoplasmosis  has 
been  suspected.  A plea  for  caution  in  the  in- 
terpretation of  the  results  is  in  order.  A 
definitive  diagnosis  of  toxoplasmosis  is  made 
either  by  isolation  of  the  organism  from  mice 
after  injection  of  infected  material  or  by  rec- 
ognition on  histologic  sections  of  biopsy  speci- 
mens. positive  antibody  titer  means  that 
an  individual  has  been  infected  at  .some  time. 
A rising  titer  on  serial  specimens  is  compatible 
with  a recently  acquired  infection.  A stable 
titer  indicates  that  the  patient  has  had  an 
infection  in  the  past.  Thus,  both  acute  and 
convalescent  phase  sera  are  necessarv'  for  mean- 
ingful information  about  recently  acquired 
infections. 

Toxoplasma  gondii  is  an  obligate  intracellular 
protozoon  that  is  able  to  parasitize  any  cell  of 
its  vertebrate  hosts  except  non-nucleated  red 
blood  cells.  It  is  widely  distributed  through- 
out nature,  being  found  in  man,  birds,  and 
animals  in  almost  all  parts  of  the  world.  Con- 
genital infections  result  from  intrauterine 
transfer  of  the  parasite  from  mother  to  fetus. 
The  exact  mode  of  transmission  in  acquired 
infections  is  unknown;  there  is  evidence  sug- 
gesting that  toxoplasma  can  be  transmitted  to 
man  by  undercooked  meat. 

Most  acejuired  infections  are  either  inajjparent 
or  unrecognized.  In  a seriologic  sur\ey  Feld- 
man has  demonstrated  antibodies  in  20  per 
cent  of  militarv  recruits  from  the  East  Coast, 
8 per  cent  of  recruits  from  the  AVest  Coast  and 
3 per  cent  from  the  Mountain  States.  Further- 
more, the  prevalence  of  antibodies  in  the 
population  increases  with  advancing  age.  A 
wide  range  of  manifestations  has  been  re- 
ported in  clinically  recognized  disease.  These 
include  maculapapidar  skin  rash,  lympha- 
denopathy  (which  has  been  confused  Avith 
lymphomatous  disorders  and  Avith  infectious 
mononucleosis),  meningitis  and  encephalitis, 
UA'eitis,  pneumonitis,  myocarditis,  and  peri- 
carditis. Di,sseminated  infection  has  been  er- 
roneously tliagnosed  as  collagen-vascular  di.s- 
ease.  The  treatment,  Avhich  is  not  innocuous, 
consists  of  a combined  course  of  sulfanamides 
and  pyrimethamine,  a folic  acid  antagonist. 
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FDA  Drug  Ruling  Challenged* 

The  Food  and  Drug  Administration’s  au- 
thority over  the  drugs  physicians  prescribe  is 
facing  a crucial  test. 

The  immediate  issue  is  antibiotic  combina- 
tions and  whether  FDA  is  justified  in  order- 
ing them  off  the  market  without  an  admini- 
strative hearing. 

Before  1962,  FDA’s  powders  over  clearing 
drugs  for  the  market  were  limited  to  a deter- 
mination of  the  safety  of  the  product,  whether 
it  posed  an  imminent  hazard  to  public  health 
that  outweighed  its  benefits.  The  agency  could 
rule  that  efficacy  labelling  claims  were  un- 
justified, but  if  a drug  company  balked,  the 
government  needed  to  go  to  court  to  press  its 
suit. 

The  1962  Kefauver  drug  amendments,  al- 
lowed FDA  to  check  new  drugs  before  public 
sale  for  efficacy  as  well  as  safety.  The  law  also 
apparently  stretched  FDA’s  jurisdiction  in 
this  area  to  all  drugs  channeled  through  it 
from  1938  to  1962,  a period  which  saw  the 
development  of  most  of  the  drugs  in  the 
modern  armamentarium. 

The  pharmaceutical  industry  at  that  time  ex- 
pressed concern  that  this  added  delegation  of 
power  could  lead  FDA  to  make  possible  arbi- 
trary decisions  on  drugs,  decide  that  brand  X 
is  somewhat  better  and  safer  than  brand  Y, 
and  therefore  brand  Y should  be  eliminated. 
The  industry  and  the  American  Medical  Asso- 
ciation said  that  in  cases  where  there  is  a legiti- 
mate difference  of  opinion  the  decision  should 
be  left  to  the  individual  judgment  of  the  prac- 
ticing physician. 

FDA  Commissioner  James  Goddard,  Af.D., 
realized  a few  vears  after  enactment  of  the 
Kefauver  bill  that  the  massive  chore  of  going 
back  over  all  drugs  then  in  use  would  be  not 
only  impossible  for  the  manpower-short  FDA, 
but  that  any  rulings  based  solely  on  an  FDA 
investigation  could  be  challenged  on  grounds 
of  bias.  Impressive  and  objective  scientific 
authority  was  needed  to  back  up  future  FDA 


decisions,  “^\’ith  those  needs  in  mind,  it 
.seemed  plain  enough  that  one  organization 
was  uniquely  etjuipped  to  carry  out  that  re- 
view—the  National  .Academy  of  Sciences— Na- 
tional Research  Council,”  Dr.  Cioddard  said. 

N.A.S-NRC  is  a prestigious,  Washington-based 
organization  that  in  the  main  carries  on  re- 
search work  under  contract  with  the  govern- 
ment. 

Some  3,000  drugs  .sold  in  as  many  as  18,000 
combinations  were  waiting  review.  Different 
makes  of  the  same  drug  were  not  studied  sepa- 
rately to  determine  if  any  differences  existed 
between  generic  or  brand  name  products. 

N.AS-NRC  signed  the  .fl  million  contract  with 
FDA  in  1966.  The  Academv  appointed  an 
advisory  committee  of  outstanding  physicians 
and  pharmacologists  to  select  the  study  panels 
and  review  their  findings. 

It  was  agreed  that  panel  members,  but  not 
their  chairmen,  would  remain  anonymous. 
The  panels  met  from  time  to  time  in  Wash- 
ington on  call  from  their  chairmen.  In  be- 
tween, members  pored  over  available  scientific 
reports,  including  FDA  files,  and  evidence  sub- 
mitted by  drug  companies.  No  independent, 
new  research  was  performed  by  the  Academy. 
The  eminent  panel  experts  were  drawn,  large- 
ly, from  the  academic  community. 

A particidar  trouble  spot  apparent  at  the  start 
would  be  the  fixed  combination  antibiotic 
field.  Scientific  articles  for  some  years  had 
criticized  use  of  fixed  combinations  as  irra- 
tional therapy,  but  many  physicians  had 
found  the  products  handy  and  useful.  Most 
drugs  represented  a considerable  financial  in- 
vestment and  return  for  drug  companies.  Ad- 
vertisements for  them,  cleared  by  the  FDA, 
sprinkle  medical  journals. 

.According  to  the  panelists,  combinations  de- 
prive physicians  of  their  freedom  of  choice  on 
dosage.  ‘‘The  use  of  both  drugs  simultaneously 


•Abstracted  from  the  .'\ugust  4,  1969  issue  of  Ameri- 
can Medical  News 
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therefore  increases  tlie  risk  to  the  patient,  and 
tlie  combination  is  to  be  avoided  for  this 
reason.” 

The  conflict  was  swiftly  pointed  up  by  the 
thousands  of  letters  received  by  FDA  from 
physicians  protesting  the  move  against  the 
combinations,  compared  with  a handful  prais- 
ing the  actions.  An  industry  spokesman  said, 
that  the  astronauts  on  their  moon  trip  carried 
combination  antibiotics  that  are  on  the  FDA 
list. 

FDA  served  notice  it  intended  to  stop  market- 
ing 12  antil)iotic  combinations,  and  followed 
up  with  a list  of  78  more  in  April.  The  agency 
precipitated  the  immediate  legal  battle  by 
ordering  all  sales  of  Panalba  (Upjohn  Co.), 
one  of  the  original  12,  halted  and  all  existing 
stocks  Avithdrawn.  Upjohn  filed  suit  in  Fed- 
eral District  Court,  Kalamazoo,  Michigan,  and 
won  a temporary  restraining  order. 

There  are  many  legal  issues  involved  in  the 
case,  the  primary  one  being  FDA’s  refusal  to 
give  the  company  a hearing  on  the  withdrarval 
order  and  a chance  to  appeal  it.  The  broader 
issues,  which  must  also  figure,  will  test  FDA’s 
over  all  authoritv. 


OWNERSHIP 

STATEMENT 

STATEMENT  OF  OWNERSHIP,  MANAGEMENT 
AND  CIRCULATION 

(Act  of  October  23,  1962;  Section  4369,  Title  39, 
United  States  Code) 

1,  Date  of  Filing:  September  16,  1969. 

2.  Title  of  Publication:  THE  JOURNAL  OF  THE 

MEDICAL  SOCIETY  OF  NEW  JERSEY. 


3.  Frequency  of  issue:  Monthly. 

4.  Location  of  known  office  of  publication:  315  West 
State  Street,  Trenton,  New  Jersey  08618. 

5.  Location  of  the  headquarters  or  general  business 
offices  of  the  publishers  (Not  printers):  315  West  State 
Street,  Trenton,  New  Jersey  08618. 

6.  Names  and  addresses  of  publisher,  editor,  and 
managing  editor:  Publisher,  The  Medical  Society  of  New 
Jersey,  315  West  State  Street,  Trenton,  New  Jersey; 
Editor,  Henry  A.  Davidson,  M.D.,  315  West  State  Street, 
Trenton,  New  Jersey;  Assistant  Editor,  Mrs.  Marjorie 
Treptow,  315  West  State  Street,  Trenton,  New  Jersey. 

7.  Owner  (If  owned  by  a corporation,  its  name  and 
oddress  must  be  stated  and  also  immediately  thereunder 
the  names  and  oddresses  of  stockholders  owning  or 
holding  1 percent  or  more  of  total  amount  of  stock.  If 
not  owned  by  a corporation,  the  names  and  addresses 
of  the  individual  owners  must  be  given.  If  owned  by  a 
partnership  or  other  unincorporated  firm,  its  name  and 
address,  as  well  as  that  of  each  individual  must  be 
given.):  The  Medical  Society  of  New  Jersey,  315  West 
State  Street,  Trenton,  New  Jersey  (a  non-profit  corpora- 
tion of  New  Jersey). 

8.  Known  bondholders,  mortgagees,  and  other  security 
holders  owning  or  holding  1 percent  or  more  of  total 
amount  of  bonds,  mortgages  or  other  securities  (if  there 
are  none,  so  state):  None. 


Dr.  l.ey,  like  his  predecessors,  is  thus  caught 
I)etweeii  industry  and  a segment  of  the  medical 
jjrofession  that  believes  the  FDA  has  over- 
stepped its  bounds,  and  lawmakers  who  imply 
he  works  in  cahoots  wdth  the  drug  industry. 

Joseph  Stetler,  President  of  the  Pharmaceuti- 
cal Manufacturer’s  Association,  has  said  that, 
‘‘Some  of  FDA’s  decisions  are  disquieting  be- 
cause they  appear  to  be  panic-button  type 
verdicts  in  response  to  outside  pressure,  ver- 
dicts offered  in  lieu  of  the  orderly  administra- 
tive procedure  designed  for  no  purpose  other 
than  to  prevent  such  needlessly  precipitate 
action.  'Fhere  can  l)e  no  doubt  that  the  dutv 
of  PDA  is  to  challenge  any  prescription  prod- 
uct for  which  no  adequate  evidence  of  safety 
and  effectiveness  is  present.  But  that  duty  does 
not  permit  FDA  to  elevate  anonymous  opinion 
to  dogma,  or  to  require  the  practitioner  to 
subordinate  his  own  judgment  to  the  ‘official’ 
w'ord.” 


9.  For  completion  by  nonprofit  organizations  author- 
ized to  mail  at  special  rates  (Section  132,122,  Postal 
Manual).  The  purpose,  function,  and  nonprofit  status  of 
this  organization  and  the  exempt  status  for  Federal 
income  tax  purposes  have  not  changed  during  preceding 
12  months. 


10.  Extent  and  nature  of  circulation: 


Actual 
number  of 
copies  of 
Average  single 
No.  copies  issue 
each  issue  published 
during  nearest 
preceding  to  filing 
12  months  date 


A.  Total  No.  copies  printed 
(Net  Press  Run) 

B.  Paid  Circulation 

1.  Sales  through  dealers  and  car- 
riers, street  venders  and  counter 
sales 

2.  Mail  Subscriptions 

C.  Total  Paid  Circulation 

D.  Free  Distribution  (including  sam- 
ples) by  mail,  carrier  or  other 
means 

E.  Total  Distribution  (Sum  of  C and  D) 

F.  Office  use,  left-over,  unaccounted, 
spoiled  after  printing 

G.  Total  (sum  of  E & F should  equal 
net  press  run  shown  in  A) 


8,298 

8,349 

7,922 

7,951 

7,922 

7,951 

338 

368 

8,260 

8,319 

38 

30 

8,298 

8,349 

I certify  that  the  statements  made  by  me  above  are 
correct  ond  complete. 


Robert  H.  Lambert 
Business  Manager 
The  Medical  Society  of  New  Jersey 
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204th  Annual  Meeting 
The  Medical  Society  of  New  Jersey 
May  16-19,  1970 
Haddon  Hall,  Atlantic  City 

Program 

Friday,  May  15,  1970 

4:00  p.m.  — Board  of  Trustees 
7:00  p.m.  — Buffet  Dinner 


Saturday,  May  16,  1970 

10:00  a.m.  — Registration  Opens 
1:00  p.m.  — Golden  Merit  Award  Ceremony  followed 
by  Reception  for  GM.\  Recipients  and 
their  families 

2:30  p.m.  — House  of  Delegates  followed  by  open 
discussion  on  Medicare/Medicaid 
4:30  p.m.  — Nominating  Committee 
7:00  p.m.  — Officers’  Dinner 


Sunday,  May  17,  1970 

9:00  a.m.  — Registration  Opens 
9:30  a.m.  — Scientific  Sessions 
10:00  a.m.  — Exhibits  open 
10:00  a.m.  — Coffee-meeting  with  Reference 
Committee  Chairmen 
10:00  a.m.  — Motion  Picture  Theatre 
10:45  a.m.  — Reference  Committees 
1:00  p.m.  — Scientific  Sessions 
2:00  p.m.  — Motion  Picture  Treatre 
3:30  p.m.  — House  of  Delegates  (election)  followed 
by  addresses  of  outgoing  and  incoming 
Presidents  (General  Session) 

6:00  p.m.  — Inaugural  Reception 

8:00  p.m.  — Members-Exhibitors  Reception-Buffet 

8:30  p.m.  — Inaugural  Dinner 


Monday,  May  18,  1970 

9:00  a.m.  — Registration  and  Exhibits  open 
10:00  a.m.  — Motion  Picture  Theatre 
9:30  a.m.  — Scientific  Sessions 
2:00  p.m. — Motion  Picture  Theatre 
2:00  p.m.  — Scientific  Sessions 
7:00  p.m. — Annual  Dinner-Dance 


Tuesday,  May  19,  1970 

9:00  a.m.  — Registration  and  Exhibits  open 
9:00  a.m.  — House  of  Delegates 
10:00  a.m.  — Motion  Picture  Theatre 
3:00  p.m.  — Exhibits  and  Registration  Close 


Wednesday,  May  20,  1970 

8:30  a.m.  — Board  of  Trustees 


The  Scientific  Exhibits 

204th  Annual  Meeting 

The  following  information  is  pertinent  to  the 
scientific  exhibit  displays  at  the  204th  Annual 
Meeting  of  this  Society,  May  17  to  19,  1970. 
Those  interested  in  participating  may  use  the 
application  form  on  page  637.  (Please  com- 
plete both  sides.)  Remove  the  page  from  The 
Journal  and  mail  directly  to  Sidney  Girsh, 
M.D.,  Chairman,  Scientific  Exhibits , The 
Medical  Society  of  New  Jersey,  P.O.  Box  904, 
Trenton,  New  Jersey  08605. 

Policy — It  is  the  policy  of  the  Committee  on 
Scientific  Exhibits  of  The  Medical  Society  of 
New  Jersey — in  instances  where  a pharma- 
ceutical company  has  aided  in  the  production 
of  an  exhibit  either  through  financing  or  sup- 
plying products — that  the  name  of  the  product 
or  company  is  not  to  appear  on  any  placards 
pertaining  to  the  exhibit  or  on  booth  signs 
shown  within  the  area  of  the  exhibit,  nor  is 
it  to  appear  in  the  description  of  the  exhibit 
published  in  the  program.  However,  the  com- 
mittee does  not  object  to  reprints  or  articles 
pertaining  to  the  exhibit  being  distributed 
from  the  scientific  exhibit  booth.  Scientific 
exhibitors  are  free  to  discuss  with  visitors  to 
their  booths  products  used  in  their  presenta- 
tions. 

Space  assigned  will  be  a drapery  booth  con- 
sisting of  a backwall  and  two  sidewalls.  Each 
booth  is  6 feet  deep.  The  backwall  will  vary 
according  to  the  requirements  of  the  exhibi- 
tor, and  the  measurement  must  be  noted  on 
the  application.  A shelf  one  foot  wide  is  pro- 
vided with  each  booth.  The  height  of  the 
wall  above  the  shelf  is  5 feet,  6 inches.  How- 
ever, the  shelf  will  be  removed  if  advance 
request  is  made.  By  eliminating  the  shelf, 
the  booth  will  measure  8 feet  in  height. 

Please  indicate  on  the  application  if  the  ex- 
hibit is  free-standing.  Such  an  exhibit  wll 
not  require  a drapery  booth. 

Please  indicate  on  the  application  if  a sign  is 
incorporated  with  your  exhibit.  If  so,  one  will 
not  be  ordered. 
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If  at  all  possible,  a photograph  of  the  ex- 
hibit should  accompany  the  application.  If  a 
photograph  is  not  available,  a drawing  will 
suffice. 

Application  for  space  in  the  Scientific  Exhibit 
must  be  submitted  no  later  than  January  15, 
1970,  for  consideration  by  the  committee. 
Applications  will  be  acted  upon  by  the  com- 
mittee as  soon  after  that  date  as  possible  and 
notification  sent  to  all  exhibitors.  Send  com- 
pleted application,  together  with  photograph 
or  drawing  of  exhibit,  to  Sidney  Girsh,  M.D., 
Chairman,  Committee  on  Scientific  Exhibits, 
The  Medical  Society  of  New  Jersey,  P.O.  Box 
904,  Trenton,  N.J.  08605. 

1.  Time:  The  exhibits  will  open  officially  at 
10  a.m.,  Sunday,  May  17,  and  close  at  3 p.m., 
Tuesday,  May  19.  On  the  intervening  day  the 
hours  are  9 a.m.  to  5 p.m. 

2.  Installation  and  Dismantling:  Installation 
of  exhibits  may  begin  at  11:00  a.m.,  Saturday, 
May  16,  and  all  exhibits  must  be  in  place  by 
9:00  a.m.,  Sunday,  May  17.  Exhibits  must 
remain  intact  until  3 p.m.,  Tuesday,  May  19, 
and  should  be  removed  from  the  exhibit  hall 
not  later  than  12  noon,  Wednesday,  May  20. 

3.  Cost:  The  Society  provides  free  of  charge 
such  space  exhibitor  may  require,  including 
booth  with  shelf,  printed  sign  (if  requested), 
and  lights  for  illumination.  The  exhibitor 
must  pay  the  cost  of  installing  the  exhibit,  of 
renting  tables  and  chairs,  and  for  alterations 
and  special  construction,  including  electrical 
connections. 

4.  Sponsorship:  All  exhibits  must  be  shown  in 
the  name  of  individual  persons.  The  name 
of  the  institution  may  appear  as  part  of  the 
address.  Medical  schools,  hospitals,  clinics, 
and  other  institutions  and  organizations 
should  not  present  exhibits  in  their  own 
names,  but  rather  in  the  names  of  the  in- 
dividuals who  worked  up  the  exhibit. 

5.  Use  of  Space:  No  exhibit  shall  interfere 
w'ith  another  exhibit.  No  part  of  the  exhibit 
wall  be  allowed  to  extend  above  the  top  of 
the  booth. 


6.  Aisles:  Aisles  must  be  kept  clear;  to  this 
end  exhibits  must  be  so  arranged  that  they 
will  be  inside  the  booth  space. 

7.  Advertising:  No  advertising  matter  of  any 
description  may  be  distributed,  nor  any  ma- 
terial shown  which  in  any  way  serves  for  com- 
mercial propaganda. 

8.  Demonstrations:  All  exhibits  must  be  in 
charge  of  competent,  well-informed  demon- 
strators. The  worker  who  did  the  actual  work 
shown,  or  someone  who  is  familiar  with  all 
details,  must  be  present  at  all  times  during 
exhibit  hours. 

9.  Motion  Pictures:  Motion  pictures  may  be 
shown  in  booths.  Films  are  subject  to  pre- 
view at  the  discretion  of  the  committee.  They 
shall  be  non-inflammable,  and  silent.  The  ex- 
hibitor must  supply  his  owm  screen,  projector, 
and  operator. 

10.  Liability:  It  is  agreed  that  exhibitors  shall 
indemnify  and  hold  blameless  The  Medical 
.Society  of  New  Jersey  and  Haddon  Hall  from 
all  liability  which  may  ensue  from  any  cause 
whatsoever  relating  to  the  use  of  a booth  by 
an  exhibitor.  Watchmen  will  be  supplied, 
but  MSNJ  cannot  guarantee  exhibitors  against 
loss.  All  valuable  property  should  be  insured 
by  the  exhibitor.  MSNJ  and  the  Committee 
on  Scientific  Exhibits,  while  permitting  an 
exhibit,  neither  endorses  nor  assumes  any  re- 
sponsibility for  the  contents  of  such  exhibit. 

11.  Awards:  Exhibits  will  be  judged  on  the 
basis  of  originality,  excellence  of  correlating 
facts,  and  excellence  of  presentation. 

12.  Admission:  Admission  to  the  Scientific 
Exhibits  is  by  badge  only.  The  general  public 
is  not  admitted. 

These  regulations  have  become  a part  of  the 
agreement  betw’een  the  exhibitor  and  The 
Medical  Society  of  New  Jersey.  They  have 
been  formulated  for  the  best  interests  of  all 
concerned,  and  the  cooperation  of  all  exhibi- 
tors vnU  be  deeply  appreciated. 
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THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 

204th  Annual  Meeting 

HADDON  HALL  ATLANTIC  CITY,  NEW  JERSEY 

APPLICATION  FOR  SPACE  IN  THE  SCIENTIFIC  EXHIBITS 
MAY  17-19,  1970 

The  Committee  on  Scientific  Exhibits  will  furnish  uniform,  painted  signs  for  each  exhibit— if  re- 
quested by  exhibitor.  Please  fill  in  the  following  form  carefully,  (use  fypewrUer,  or  prinf,  please) 

1.  TITLE  (Generic  names  only):  


Full  Name  and  Degree  of  Exhibitor(s) 


City  State  

Institution  (if  desired)  City  

Aided  by  commercial  or  pharmaceutical  company  

Exhibit  constructed  by:  

2.  DESCRIPTION  OF  EXHIBIT:  Please  give  a brief  statement  telling  the  purpose  of  the  exhibit,  what 
it  shows,  and  the  conclusions  reached— use  generic  names  only.  (This  is  for  publication  in  the 
printed  program.) 


3.  Is  the  exhibit  free-standing  or  self-contained? 

4.  SIGN  required:  SIGN  not  required:  

5.  Will  backwall  and  dividers  be  required?  (see  sketch  on  reverse  side): 

6.  SIZE  OF  BOOTH  REQUESTED  (See  sketch  on  back)  ABSOLUTE  MAXIMUM:  length  15',  depth  6'. 

Desired  inside  clear  backwall  (8  to  15  feet)  Minimum  inside  clear  blackwall  

7.  PHOTOGRAPH  OR  SKETCH  of  exhibit  should  accompany  this  application 

8.  Has  this  exhibit  been  shown  in  whole  or  part  at  any  other  scientific  meeting?  

If  so,  when?  and  where?  

The  undersigned  agrees  to  abide  by  the  regulations  listed. 

Name  

Address  

Date:  

Return  application  to  Sidney  Girsh,  M.D.,  Chairman,  Scientific  Exhibits,  The  htedical  Society  of  New  Jersey, 

P.O.  Box  904,  Trenton,  New  Jersey  08605 

COMPLETE  ALL  ITEMS  ON  BOTH  SIDES  OF  FORM 
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STANDARD  EQUIPMENT  REQUISITION  FORM 


Use  this  form  only  in  connection  with  equipment  to  be  supplied  by  the  Committee  on  Scientific 
Exhibits.  Equipment  listed  below  will  be  provided  at  no  charge  to  exhibitors.  However,  it  is 
important  that  you  anticipate  your  exact  requirements  in  advance,  as  last  minute  changes  are 
costly  to  the  Society. 


All  scientific  booths  will  be  erected  with  backwall  and  dividers  as  illustrated  below.  Shelving 
and  overhead  lights  are  optional. 


ILLUSTRATION  OF  TYPICAL  BOOTH 


(Booth  construction:  composition  board  covered  with  burlap) 


Check  appropriate  boxes:  left  divider 

Shelving  Q yes  Q no 

Overhead  lights  Q yes  Q no 


backwall 

□ yes  □ no 

□ yes  □ no 


right  divider 

□ yes  □ no 

□ yes  □ no 


If  your  exhibit  will  not  require  backwall,  or  left  or  right  dividers,  please  advise. 

If  a sign  is  incorporated  within  your  exhibit,  please  advise,  and  one  will  not  be  ordered  for  you. 


COMPLETE  ALL  ITEMS  ON  BOTH  SIDES  OF  FORM 
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ANNOUNCEMENTS 


Cancer  Diagnosis  and  the  Computer  Van 

A novel  approach  to  cancer  diagnosis  is  avail- 
able, without  charge,  through  the  ‘‘Com- 
puter Van.”  Sponsored  by  the  New  Jersey 
Academy  of  Medicine  and  the  American  Can- 
cer Society,  this  is  a trailer  containing  several 
teletype  machines  hooked  up  with  a data 
processing  center.  Programmed  into  this  are 
several  challenging  cancer  cases.  You  call  for 
diagnostic  procedures,  and  you  also  suggest 
therapeutic  modalities  and  see  the  result.  Each 
visit  will  take  15  to  20  minutes,  but  it  is  a 
swift  and  painless  dose  of  graduate  medical 
education  that  will  last  a long  time.  The 
vans  will  be  parked  at  the  hospitals  listed 
below: 

Atlantic  City— Atlantic  City  Hospital,  May  4-15 

Camden— Cooper  Hospital,  March  23-April  3 

Cape  May  Court  House— Tomlin  Memorial  Hospital 
April  27-30 

Elizabeth— Elizabeth  General  Hospital,  January  5-16 

Flemington— Hunterdon  Medical  Center,  December 
8-19* 

Lakewood— Paul  Kimball  Hospital,  May  21-27 

Long  Branch— Monmouth  Medical  Center,  February 
2-13 

Mount  Holly— Burlington  County  Memorial  Hospital, 
March  16-20 

Morristown— Morristown  Memorial  Hospital,  November 
17-28* 

Neptune— Jersey  Shore  Medical  Center,  May  28-June  5 

New  Brunswick— Middlesex  General  Hospital,  January 
19-30 

Phillipsburg— Warren  Hospital,  December  1-5* 
Princeton— Princeton  Hospital,  February  16-25 
Salem— Salem  Memorial  Hospital,  April  13-17 
Somerville— Somerset  Hospital,  December  22-31* 
Trenton— Mercer  Hospital,  February  26-March  13 
Vineland— Newcomb  Hospital,  April  20-24 
Woodbury— Underwood  Hospital,  April  2-10 

* These  dates  are  in  1969.  All  others  are  in  1970. 


ACP  Meeting  In  New  Jersey 

Reserve  all  day,  Wednesday,  November  19, 
for  the  New  Jersey  Regional  Meeting  of  the 
American  College  of  Physicians  at  the  Robert 
Treat  Hotel  in  Newark.  A varied  scientific 
menu  has  been  provided,  which  includes  such 
items  as  drug  abuse,  family  planning,  cardio- 
myopathy, organ  transplantation,  and  alco- 
holism. For  details,  write  to  Mortimer  L. 
Schwartz,  M.D.,  51  Sommer  Avenue,  Maple- 
wood. 

Clinical  Application  Of  Basic  Sciences 

The  series  on  basic  sciences  and  clinical  ap- 
plication offered  by  the  Burlington  County 
Memorial  Hospital  will  present  the  following 
program  for  December: 

December  4:  Parkinsonisum 
December  11:  Allergy  Emergencies 
December  18:  Crisis  Counseling 

All  meetings  are  held  at  3:30  p.m.  in  the  T.  J. 
Summey  Building  at  the  hospital.  Credit  of 
H/9  points  per  session  is  given  by  the 
For  registration,  please  contact  J.  R.  'Wol- 
gamot,  M.D.,  Director  of  Medical  Education, 
Burlington  County  Memorial  Hospital,  175 
Madison  Avenue,  Mount  Holly  08060. 

Anesthesiology  Program 

A one-day  anesthesiology'  program  is  sched- 
uled for  Saturday,  December  11,  1969,  at  630 
West  168th  Street,  New  York  City.  The  cur- 
rent practices  at  Columbia-Presbyterian  Afedi- 
cal  Center  and  affiliated  hospitals  will  be  de- 
scribed, emphasizing  sound  principles  of  clin- 
ical management.  Course  material  will  in- 
clude description  of  anesthetic  technics  and 
procedures  in  such  sjiecialized  areas  as  pedi- 
atric surgery,  obstetrics,  and  brain  surgen'. 
Also  reviewed  will  be  cardiopulmonary  prob- 
lems and  other  complications  during  and  after 
operation,  and  development  and  use  of  moni- 
toring devices  and  special  apparatus.  You  will 
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have  ample  opportunity  for  questions  and  dis- 
cussion. Luncheon  is  included  in  the  $50 
fee.  For  application  write  to  Melvin  D.  Yahr, 
.M.D.,  College  of  Physicians  and  Surgeons,  630 
West  168th  Street,  New  York  10032. 


Again  The  Slide  Seminar 

The  New  Jersey  Society  of  Pathologists  will 
hold  its  19th  Annual  Slide  Seminar  on  De- 
cember 11,  1969  at  the  Nassau  Inn  in  Prince- 
ton, beginning  at  2 p.m.  Moderators  will  be 
J.  Churg,  M.D.,  Clinical  Professor  of  Pathol- 
ogy at  Mount  Sinai  Medical  School,  and  Shel- 
don Sommers,  M.D.,  Professor  of  Pathology  at 
Columbia  University.  This  year’s  subject  will 
be  “Granulomatous  Diseases.”  You  are  in- 
vited to  attend. 

Special  Ophthalmology  Workshop 

The  Tw^enty-Second  Annual  Clinical  Confer- 
ence of  the  Wills  Eye  Hospital  will  be  held 


on  February  5 to  7,  1970  at  the  Bellevue- 
Stratford  Hotel,  Broad  and  Walnut  Streets, 
Philadelphia.  The  program  includes  symposia 
on  “Congenital  Motor  Anomalies,”  on  “Ocu- 
lar and  Orbital  Trauma”  and  on  “Macular 
Disorders.” 

Inquiries  should  be  addressed  to  Dr.  Robert 
1).  Mulberger,  Wills  Eye  Hospital,  1601 
Spring  Garden  Street,  Philadelphia,  Pennsyl- 
vania 19130. 


American  Board  of  Family  Practice 

The  American  Board  of  Family  Practice  an- 
nounces an  examination  for  certification  in 
various  centers  throughout  the  United  States. 
The  examination  will  be  over  a two-day 
period  on  February  28  to  March  1,  1970.  In- 
formation regarding  the  examination  and 
eligibility  may  be  obtained  by  writing  to 
Nicholas  J.  Pisacano,  M.D.,  American  Board 
of  Family  Practice,  University  of  Kentucky 
Medical  Center,  Lexington,  Kentucky  40506. 


OBITUARIES 

Dr.  Harry  L.  Glass 

Harry  L.  Glass,  M.D.,  one  of  our  state’s 
prominent  anesthesiologists  died  on  Septem- 
ber 19,  1969.  Dr.  Glass  won  his  M.D.  degree 
at  the  Medical  School  of  the  University  of 
Virginia  in  1934.  After  four  years  of  general 
practice,  he  completed  a residency  in  his 
chosen  specialty  and  entered  the  Army.  He 
was  on  active  duty  from  1943  until  the  end  of 
the  w'ar  in  1946.  Dr.  Glass  was  only  59  years 
old  at  the  time  of  his  death.  He  had  practiced 
in  Plainfield  during  most  of  his  professional 
career. 

Dr.  Wolf  W.  Lurie 

Born  in  1906,  Wolf  William  Lurie,  M.D., 
mo 


died  on  August  24,  1969.  He  w'as  in  the  class 
of  1933  at  the  School  of  Medicine  of  the  Uni- 
versity of  St.  Andrews  in  Scotland.  Dr.  Lurie 
was  a cardiologist  and  angiologist,  and  was 
chief  of  cardiology  at  the  West  Hudson  Hos- 
pital in  Kearny.  He  was  active  in  the  Academy 
of  Medicine  of  New^  Jersey,  and  a founding 
Fellow  of  the  Phlebology  Society  of  America. 

Dr.  Harrison  B.  Wilson 

At  the  grand  age  of  78,  Harrison  B.  Wilson, 
M.D.,  died  in  his  retirement  in  Florida  on 
September  23,  1969.  Dr.  Wilson  was  one  of 
the  busiest  obstetricians  in  Bergen  County. 
He  stopped  counting  after  he  had  delivered 
the  3,000th  baby.  He  was  chief  of  obstetrics 
for  many  years  at  the  Hackensack  Hospital, 
and  was  a Fellow  of  the  American  College  of 
Surgeons.  He  was  an  emeritus  member  of 
our  Bergen  County  Medical  Society. 


"1  HI.  JOl’RX.AL  Ol-  I HE  MEDICAL  SOCIEEV  OF  NEW  JERSEY 


MEETINGS  OF  MEDICAL  INTEREST 


This  listing  has  been  compiled  by  the  Academy  of  Medicine  of  New  Jersey.  For  additional 
information,  including  exact  time  of  meetings,  uTite  to  the  society  or  hospital  listed. 


1969 

November 

12  New  Jersey  Academy  of  Ophthalmol- 
ogy and  Otolaryngology 

Robert  Treat  Hotel 
Newark 

Seminar  on  Otolaryngology 

13  Academy  of  Medicine  of  New  Jersey 
and  American  Cancer  Society,  New 
Jersey  Division 

Morristown  Memorial  Hospital 
Symposium:  Neuroblastoma  in  Children 

13  Burlington  County  Memorial  Hospital 
Mount  Holly 

Hematologic  Problems  in  Pregnane)’ 

14  Academy  of  Medicine  of  New  Jersey 
Warren  Hospital 

Phillipsburg 

Organization  of  Coronary  Care  Units 

15  St.  Barnabas  Medical  Center 
Livingston 

Clinical  Applications  of  the  Neural  Sciences 

15  to  Muhlenberg  Hospital 
Jan.  28  Plainfield 

Graduate  Course  in  Medicine 
Part  I— Cardiology 

18  Academy  of  Medicine  of  New  Jersey 
Section  on  Dentistry 

Robin  Hood  Inn,  Clifton 

The  Dentist  and  Total  Health  Care  in  the 

Hospital 

19  St.  Michael’s  Medical  Center 
Newark 

Hematology  Advances 

19  Academy  of  Medicine  of  New  Jersey 
Section  on  Radiology,  and  New  Jersey 
Radiological  Society 

Academy  of  Medicine,  Bloomfield 
Interesting  X-rays  of  the  Month 


19  New  Jersey  Chapter,  American 
Academy  of  Pediatrics 
Holiday  Inn,  Kennilworth 
Seminar  on  Pediatric  Allergy 

19  New  Jersey  State  Dental  Society 

Semiannual  Session 

20  Academy  of  Medicine  of  New  Jersey 
Englewood  Hospital 

Englewood 
Hypnosis  in  Medicine 

20  Burlington  County  Memorial  Hospital 

Mount  Holly 

Microsurgery  of  the  Ear 

25  Hunterdon  County  Medical  Society 

December 

3 Academy  of  Medicine  of  New  Jersey 
St.  Barnabas  Hospital 
Livingston 

Symposium:  Shock 

3 Academy  of  Medicine  of  New  Jersey 
St.  Elizabeth  Hospital 
Elizabeth 

Organization  of  Emergency  Room  Care 

3 Newark  Eye  and  Ear  Infirmary 

The  Manor,  West  Orange 
Medical  Staff  Dinner 

3 St.  Michael’s  Medical  Center 
Newark 

Volume  and  Concentration  of  Body  Fluids 

4 St.  Joseph’s  Hospital 
Paterson 

Program  on  Stroke 

4 Burlington  County  Memorial  Hospital 

Mount  Holly 

Parkinsonism:  Assessment  of  New  Therapeu- 
tic Modalities 
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8 Academy  of  Medicine  of  New  Jersey 
and  American  Cancer  Society 

Paul  Kimball  Hospital 
Lakewood 

Chemotherapy  of  Cancer 

9 Academy  of  Medicine  of  New  Jersey 
North  Hudson  Hospital 
\Veehawken 

Workshop  on  Resuscitation 

11  Burlington  County  Memorial  Hospital 

Mount  Holly 

Common  Allergic  Emergencies 

16  Academy  of  Medicine  of  New  Jersey 
Newcomb  Hospital 

Vineland 
Pulmonary  Problems 

17  St.  Michael’s  Medical  Center 
Newark 

Pathogenesis  of  Fever 

18  Burlington  County  Memorial  Hospital 
Mount  Holly 

Crisis  Counseling 


1970 

January 

7 Academy  of  Medicine  of  New  Jersey 

Symposium:  Immunology  and  Radiation 
Protection 

7 St.  Michael’s  Medical  Center 
Newark 

Recent  advances  in  Thyroid  Problems 

8 Burlington  County  Memorial  Hospital 

Mount  Holly 

Newer  Anesthetic  Agents 

14  St.  Michael’s  Medical  Center 
Newark 

Portal  Hypertension  Surgery 

15  Burlington  County  Memorial  Hospital 

Mount  Holly 

Diagnosis  and  Medical  Management  of  Gas- 
trointestinal Hemorrhage 

21  St.  Michael’s  Medical  Center 

Newark 

New  Concepts  in  Rheumatology 


22  Burlington  County  Memorial  Hospital 

Mount  Holly 

Surgical  Management  of  Gastrointestinal 
Hemorrhage 

27  Hunterdon  County  Medical  Society 

29  Burlington  County  Memorial  Hospital 

Mount  Holly 

Indications  and  Technics  for  Urinary 
Diversionary  Procedures 

February 

4 Academy  of  Medicine  of  New  Jersey 

Symposium  on  Immunolog>' 

4 to  Muhlenberg  Hospital 

Apr.  29  Plainfield 

Graduate  Course  in  Medicine 
Part  II— Respiratory  Diseases 

4 St.  Michael’s  Medical  Center 
Newark 

Uric  Acid  Metabolism  and  Gout 

5 St.  Joseph’s  Hospital 
Paterson 

Program  on  Stroke 

5 Burlington  County  Memorial  Hospital 

Mount  Holly 

Angiographic  and  Echographic  Diagnosis  of 
Genito-Urinary  Lesions 

11  St.  Michael’s  Medical  Center 

Newark 

11  Academy  of  Medicine  of  New  Jersey 

Symposium:  “Isotopes  and  Recent  Advances 
in  Radiologic  Diagnosis” 

12  Burlington  County  Memorial  Hospital 

Mount  Holly 

Management  of  Ghronic  Renal  Insufficiency 

19  Burlington  County  Memorial  Hospital 

Mount  Holly 

Renal  Transplantation:  Indications  and 
Technics 

26  Burlington  County  Memorial  Hospital 

Mount  Holly 
Computers  in  Medicine 

March 

5 Burlington  County  Memorial  Hospital 

Mount  Holly 

Diagnosis  and  Treatment  of  Lymphomatous 
Disease 


I HE  JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NE\V  JERSEY 


10  Academy  of  Medicine  of  New  Jersey 
Section  on  Dermatology  and 

New  Jersey  Dermatological  Society 
Paterson  General  Hospital 
Paterson 

11  St,  Michael’s  Medical  Center 
Newark 

12  Academy  of  Medicine  of  New  Jersey 

Symposium:  Pulmonary  Embolism 

12  Burlington  County  Memorial  Hospital 

Mount  Holly 

Recent  Advances  in  the  Treatment  of 
Leukemia 

19  Burlington  County  Memorial  Hospital 

Mount  Holly 

Chemotlierapy  of  Disseminated  Solid  Tumors 

24  Hunterdon  County  Medical  Society 

26  Burlington  County  Memorial  Hospital 

Mount  Holly 

Differential  Diagnosis  of  the  Polycythemic- 
States 

April 

2 Burlington  County  Memorial  Hospital 

Mount  Holly 

Management  of  Painful  Syndromes  of  the 
Head  and  Neck 

2 St.  Joseph’s  Hospital 

Paterson 
Program  on  Stroke 

8 Academy  of  Medicine  of  New  Jersey 

Hoffman-LaRoche 

Nutley 

Symposium:  “Surgical  Management  of  the 
Mind” 

9 Burlington  County  Memorial  Hospital 
Mount  Holly 

Rheumatoid  Arthritis:  Current  Concepts  of 
Differential  Diagnosis  and  Management 


15  Academy  of  Medicine  of  New  Jersey 

Section  on  Dentistry 

V'eterans  Administration  Hospital 
East  Orange 

Symposium:  “Preventive  Dcntistr>” 

16  Burlington  County  Memorial  Hospital 

Mount  Holly 

Fits,  Faints,  and  Funn>-  Turns 

23  Burlington  County  Memorial  Hospital 

Mount  Holly 

The  Significance  of  Hypoglycemia 

30  Burlington  County  Memorial  Hospital 

Mount  Holly 

Definition,  Etiology,  and  Classification  of  Con- 
gestive Heart  Failure;  Tire  Pathology  and 
Dynamics  of  the  Failing  Heart 

May 

6 New  Jersey  Heart  Association 
Rutgers 

New  Brunswick 

Myocardial  Infarction  and  Drug  Therap\- 

7 Burlington  County  Memorial  Hospital 
Mount  Holly 

Evaluation  and  Medical  Management  of 
Acute  and  Chronic  Heart  Failure 

14  Burlington  County  Memorial  Hospital 

Mount  Holly 

Surgical  Management  of  Heart  Disease  and 
Selection  of  Patients  for  Heart  Transplant 

16-19  The  Medical  Society  of  New  Jersey 
Chalfonte-Haddon  Hall 
Atlantic  City 

Annual  Meeting 

21  Burlington  County  Memorial  Hospital 

Mount  Holly 

Diagnosis  and  Management  of  Pulmonaiy 
Embolic  Disease 

27  Academy  of  Medicine  of  New  Jersey 

Annual  Awards  Dinner 


Patronize  Our  Advertisers 
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BOOK 

REVIEWS 

Surgery  of  the  Chest,  John  H.  Gibbon,  Jr.,  M.D. ; 
David  C.  Sabiston,  Jr.,  M.D.;  and  Frank  C.  Spencer, 
M.D.  Philadelphia,  1969,  Saunders.  Pp.  954.  Illu- 
strations 62 1 . ($32.50) 

Thi.s  second  edition  is  an  expanded  version  of  its 
classic  predecessor  which  was  so  well-received  six  years 
ago.  The  list  of  contributors  has  been  enriched  by  the 
addition  of  several  excellent  authors,  equally  recognized 
authorities  in  their  fields.  The  section  devoted  to  cardio- 
respiratory dvnamics  was  found  by  tbis  reviewer  most 
interesting.  There  is  an  excellent  discussion  on  acid-ba,e 
balance,  anil  ventilation  with  oxygen  and  its  relation- 
ship to  oxygen  toxicity,  which  should  be  most  interest- 
ing for  those  handling  intensive  cardiopulmonary 
tinits.  Among  the  new  chapters  in  this  edition  are 
those  of  assisted  circulation,  greatlv  expanded  surgical 
treatment  of  congenital  and  acquired  heart  disease,  and 
a cha|)ter  on  pulmonary  emholectomy,  as  well  as  on 
heart  transplants  and  lung  transplants. 

A\’hen  this  reviewer  compared  the  new  knowledge  in 
surgery  of  the  chest  accumulated  in  the  short  period 
of  six  and  a half  years  between  the  first  and  the  sec- 
ond edition  of  this  publication,  he  could  not  help  but 
admire  the  authors  for  being  able  to  present  to  us 
this  excellent  review  of  chest  surgery  as  it  is  practiced 
today.  I highly  recommend  it  to  all  who  are  engaged 
in  the  pactice  of  thoracic  surgery  as  well  as  to  all  med- 
ical libraries.  It  is,  indeed,  a classic  book  which  should 
be  on  the  bookshelf  along  such  classics  as  Grant’s 
Anatomy.  Adrian  M.  Sabetv,  M.D. 

Confact-  Lens  Practice.  Jack  Hartstein,  M.D.  St.  Louis, 
1968,  Mosby.  Pp.  199.  With  90  illustrations 
($10.75) 

Contact  lenses  are  being  worn  by  more  and  more 
people  for  both  cosmetic  and  visual  reasons.  In  recent 
years,  a larger  proportion  have  been  prescribed  and 
fitted  by  medical  doctors.  This  book  tries  to  cover  the 
entire  subject  of  contact  lenses,  both  scleral  and  cor- 
neal, from  history,  manufacturing,  indications,  fitting 
technics,  and  handling  of  related  complications. 

Much  of  the  background  material  is  unnecessary  and 
could  have  been  omitted.  The  book  includes  sections 
on  basic  corneal  anatomy,  pathology,  physiologv',  and 
ftindamental  biomicroscopic  examination  tecbnics,  as 
well  as  advanced  fitting  methods  for  keratocomus  and 
bifocal  contact  lenses.  It  is  hard  to  know  whether  to 
recommend  this  book  for  ophhalmologists,  optome- 
trists, or  opticians  fitting  lenses  independently  or  under 
direction  of  ophthalmologists. 

Throughout  the  entire  book  a novel  question  and 
answer  format  is  employed  to  organize  the  material.  In 
some  chapters  this  is  very  successful  in  holding  the 
reailer’s  attention,  but  in  others,  the  form  is  tortured 
and  constricting. 

'The  sections  most  helpful  for  contact  lens  fitting  are 
those  on  signs  and  symptoms  in  detecting  need  for 
lens  adjustment  and  on  correcting  unsatisfactory  fit. 

.Arthur  S.  Kern,  M.D. 


Drugs  in  Current  Use  and  New  Drugs.  Edited  by  Wal- 
ter Modell,  M.D.  New  York,  1969,  Springer  Pub- 
lishing Company.  Pp.  201  ($3.25) 

Sometimes  the  practitioner  must  feel  that  he  is  in  a 
jungle  of  drugs  and  pharmaceuticals,  and  that  there  is 
no  way  to  hack  through  this  jungle.  One  has  come  to 
expect  the  tranquilizer  of  the  month,  or  the  steroid  of 
the  month  and  so  on.  There  are,  of  course,  several 
compendia  that  offer  to  come  to  his  rescue.  Marion 
Howard's  Modern  Drug  Encyclopedia,  for  instance,  or 
the  ever  popular  Medical  Economics  publication,  Phy- 
sicians Desk  Reference.  These  are  useful,  hard-backed 
lomes.  'The  text  under  review  is  a short,  modestly- 
priced,  pocket-sized  paper  back.  It  covers  most  of  the 
medications  now  in  current  use,  arranged  by  generic 
name  (with  cross  references  to  the  commoner  trade 
names)  with  listing  by  the  primary  drug  (or  “drug 
principle’’)  and  with  no  duplicate  inclusion  of  different 
salts  or  other  variants  of  the  basic  drug.  Tor  most  of 
the  listings,  there  is  a brief  description,  a statement  of 
(though  not  a critique  of)  actions  and  uses,  plus  warn- 
ings about  side  effects  and  a note  as  to  administration 
and  available  preparations. 

The  monographs,  for  some  of  the  drugs,  seem  a bit 
too  laconic,  but  the  editors  do  not  want  to  usurp  the 
practitioner’s  judgement.  .At  any  rate,  this  is  an  ex- 
ceedingly useful  compilation,  inexpensively  priced,  and 
readily  portable.  It  can  fit  into  your  doctor’s  bag  (if 
any  of  you  still  make  calls)  or  into  your  side-pocket.  It 
is  a good  companion  to  have  readily  available. 

Henry  .A.  Davidson,  M.D. 

Modern  Treatment  (Vol.  6,  ^2);  Treatment  of 

Obstructive  Pulmonary  Insufficiency,  Edwin  R. 
Levine,  M.D.,  Editor;  Treatment  of  Lymphedema, 
Alexander  Sdiriger,  M.D.,  Editor.  New  York,  1969, 
Hoeber  Medicine  Division,  Harper  and  Row.  Pp. 
428  ($16  per  year  by  subscription) 

With  its  companion  volume  on  restrictive  pulmonary 
insufficiency,  this  is  one  of  the  most  complete  and 
comjjrehensive  texts  dealing  not  only  with  treatment 
but  with  the  pathophysiology  of  respiratory  insuffi- 
ciency. Each  author,  from  the  initial  chapter  by  Motley 
(discussing  the  basis  derangements  in  obstructive  di- 
sease with  a concise  presentation)  through  Dr.  Gray’s 
excellent  chapter  on  cor  pulmonale  (with  the  differen- 
tiation of  cardiac  and  pulmonary  dyspnea),  'Toma- 
sheski’s  report  on  acid  base  derangements  with  excel- 
lent tables,  .SeigaTs  discussion  on  asthma,  Levine’s 
detailed  review  of  emphysema,  Dine’s  discussion  of 
drugs  (particularly  with  an  account  of  detailed  side 
effects  plus  a discerning  chapter  on  dispelling  the 
m\  ths  regariling  the  use  of  certain  ineffective  drugs)  , 
and  ending  with  Levine’s  complete  and  detailed  dis- 
ciEssion  of  aerixsol  therapy,  makes  this  volume  par- 
ticularly valuable  to  all  students  of  pulmonary  dis- 
ease. Of  all  the  books  in  this  field,  these  two  mono- 
graphs come  closest  to  being  the  complete  respiratory 
clinical  guide. 

'The  second  pari  of  the  monograph  is  a symposium 
from  the  Mayo  Clinic  on  Ivmphedema.  The  contribu- 
tors bave  had  great  experience  with  the  medical  and 
surgical  aspects  of  the  disease  as  well  as  the  important 
social-economic  and  rehabilatati\e  aspects  not  usually 
discussed.  It  begins  with  an  excellent  introduction, 
proceeds  to  describe  tbe  details  of  lymphography  with 
an  excellent  differential  diagnosis  of  primary  and 
secondary  hmphedenia  with  emphasis  on  the  role 
of  infection  including  fungus  disease.  This  symposium 
is  a welcome  edition  to  previous  work  in  this  field. 

Ei.eis  P.  .Singer.  M.D. 
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Let’s  be  specific  about  Campbell’s  Soups... 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1 ,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,400  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.  J.  08101 


Each  tablet  contains  ethynodiol  diacetate  1 mg.,  mestranol  0.1  mg. 


The  new  mother  needs  time . . . 
to  adjust  to  motherhood, 
to  give  her  new  baby  all  the  love 
and  attention  he  requires. 

She  needs  time  for  her  husband . . . 

and  for  herself  as  well . . . 
so  that  she  can  come  to  terms 
with  the  increased  cares 
and  responsibilities  now  facing  her. 
She  needs  time  to  decide 
when  she  will  have  additional  children 
and  how  many  she  will  have. 


Your  prescription  for  Ovulen-21  gives  the  new  mother  time  to 
meet  her  family's  present  needs . . . to  plan  for  her  family's  future. 

She  can  take  Ovulen-21  confidently  and  comfortably  month 
after  month.  Its  dependability  is  enhanced  by  its  simplicity  of 
use.  A woman  needs  little  or  no  time  to  learn  the  simple  Ovulen- 
21  regimen;  three  weeks  on— one  week  off.  And  the  automatic 
record-keeping  of  the  petite,  virtually  "patient-proof"  Ovulen- 
21  Compack®  helps  to  maintain  her  schedule. ..helps  put  time 
on  her  side. 

Immediately  post  partum  is  the  time 

It  is  the  time  when  motivation  is  highest— when  a new  mother 
needs  expert  advice  for  the  future,  so  she  can  space  her  chil- 
dren and  limit  her  family. 

It  is  also  the  most  opportune  time,  since  she  is  conveniently 
present  in  the  hospital,  for  her  to  be  given  both  instructions 
and  a prescription. 

Non-nursing  mothers  may  begin  Ovulen-21  immediately  after 
delivery,  on  the  day  of  departure  from  the  hospital  or  at  the 
first  postpartum  visit,  as  desired.  It  is  recommended  that  nurs- 
ing mothers  begin  Ovulen-21  four  weeks  after  delivery. 

A small  fraction  of  the  hormonal  agents  in  oral  contracep- 
tive pills  has  been  identified  in  the  milk  of  mothers  receiving 
these  drugs.  The  long-range  effect  on  the  nursing  infant  cannot 
be  determined  at  this  time. 

Indicafion-Oral  contraception. 

Confraindications-Thrombophlebitis,  thromboembolic  disorders, 
cerebral  apoplexy  or  a post  history  of  these  conditions,  markedly 
impaired  liver  function,  known  or  suspected  carcinoma  of  the  breast, 
known  or  suspected  estrogen-dependent  neoplasia,  undiagnosed  ab- 
normal genital  bleeding. 

Warnings-Watch  for  the  earliest  manifestations  of  thrombotic  dis- 
orders (thrombophlebitis,  cerebrovascular  disorders,  pulmonary  em- 
bolism, retinal  thrombosis);  if  present  or  suspected  discontinue  the 
drug  immediately. 

British  studies  reported  in  April  1968''^  estimate  there  is  a seven- to 
tenfold  increase  in  mortality  and  morbidity  due  to  thromboembolic 
diseases  in  women  taking  oral  contraceptives.  In  these  controlled 
retrospective  studies,  involving  36  reported  deaths  and  58  hospitali- 
zations due  to  "idiopathic"  thromboembolism,  statistical  evaluation 
indicated  that  the  differences  observed  between  users  and  non-users 
were  highly  significant.  The  conclusions  reached  in  the  studies  are 
summarized  in  the  table  below: 

Comparison  of  Mortality  and  Hospitalization  Rates  Due  to  Thromboem- 
bolic  Disease  in  Users  and  Non-Users  of  Oral  Contraceptives  in  Britain. 


Category 

Mortality  Rates 

Hospitalizatiof)  Rates 
(Morbidity} 

Age  20-34 

Age  35-44 

Age  20-44 

Users  of  Oral  Contraceptives 

1.5/100,000  3.9/100,000 

47/100,000 

Non-Users 

0.2/100,000 

0.5/100,000 

5/100,000 

(. 


No  comparable  studies  are  yet  available  in  the 
United  States.  The  British  data,  especially  as  they 
indicate  the  magnitude  of  the  increased  risk  to  the 
individual  patient,  connot  be  applied  directly  to 
women  in  other  countries  in  which  the  incidences 
of  spontaneously  occurring  thromboembolic  dis- 
eose  may  differ. 

Discontinue  medication  pending  examination  if 
there  is  sudden  partial  or  complete  loss  of  vision, 
or  sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. Withdraw  medication  if  papilledema  or 
retinal  vascular  lesions  are  found. 

Since  the  safety  of  Ovulen  in  pregnancy  has 
not  been  demonstrated,  it  is  recommended  that 
pregnancy  be  ruled  out  for  any  patient  who  has 
missed  two  consecutive  periods  before  continuing  the 
contraceptive  regimen.  If  the  patient  has  not  ad- 
hered to  the  prescribed  schedule  the  possibility  of 
pregnancy  should  be  considered  at  the  first  missed  period. 

A small  fraction  of  the  hormone  agents  in  oral  contra 


ceptives  has  been  identified  in  the  milk  of  mothers  receiving  these 
drugs.  The  long-range  effect  on  the  nursing  infant  cannot  be  deter- 
mined at  this  time. 

Precaufions-Pretreatment  physical  examination  should  include  spe- 
cial reference  to  the  breasts  and  pelvic  organs,  and  a Papanicolaou 
smear. 

Endocrine  and  possibly  liver  function  tests  may  be  affected  by 
Ovulen.  Therefore,  it  is  recommended  that  such  tests  if  abnormal  be 
repeated  after  the  drug  has  been  withdrawn  for  two  months. 

Pre-existing  uterine  fbromyomas  may  increase  in  size  under  the 
influence  of  progestogen-estrogen  preparations. 

Because  these  agents  may  cause  some  degree  of  fluid  retention, 
conditions  which  might  be  influenced  by  this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac  or  renal  dysfunction,  require  careful  ob- 
servation. 

In  breakthrough  bleeding,  and  all  Irregular  vaginal  bleeding,  con- 
sider nonfunctional  causes.  Adequate  diagnostic  measures  are  indi- 
cated in  undiagnosed  vaginal  bleeding. 

Carefully  observe  patients  with  a history  of  psychic  depression  and 
discontinue  the  drug  if  severe  depression  recurs. 

Any  possible  influence  of  prolonged  Ovulen  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function  awaits  further  study. 

A decrease  in  glucose  tolerance  has  occurred  in  a significant  per- 
centage of  patients  on  oral  contraceptives.  The  mechanism  of  this 
decrease  is  obscure.  For  this  reason,  diabetic  patients  should  be  ob- 
served carefully  while  receiving  Ovulen. 

Because  of  the  effects  of  estrogens  on  epiphyseal  closure  Ovulen 
should  be  used  judiciously  in  young  patients  in  whom  bone  growth 
Is  not  complete. 

The  age  of  the  patient  constitutes  no  obsolute  limiting  factor, 
although  Ovulen  theropy  may  mask  the  onset  of  the  climacteric. 

The  pathologist  should  be  informed  of  Ovulen  therapy  when  rel- 
evant specimens  are  submitted. 

Adverse  Reactions— A statistically  significant  association  has  been 
shown  between  use  of  oral  contraceptives  and  the  following  serious 
adverse  reactions;  thrombophlebitis,  pulmonary  embolism. 

Although  avoiloble  evidence  is  suggestive  of  an  association,  such 
o relationship  has  been  neither  confirmed  nor  refuted  for  the  follow- 
ing serious  odverse  reactions:  cerebrovascular  accidents,  neuro-ocu- 
lar lesions,  e.g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  re- 
ceiving oral  contraceptives:  nausea,  vomiting,  gastrointestinal  symp- 
toms (such  as  abdominal  cramps  and  bloating),  breakthrough  bleeding, 
spotting,  change  in  menstrual  flow,  amenorrhea  during  and  after 
treatment,  edema,  chloasma  or  melasma,  breast  changes  (tenderness, 
enlargement,  secretion),  change  in  weight,  changes  in  cervical  ero- 
sion and  cervical  secretions,  suppression  of  lactation  when  given  im- 
mediately post  partum,  cholestatic  jaundice,  migraine,  allergic  rash, 
rise  in  blood  pressure  in  susceptible  individuals,  mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in 
users  of  oral  contraceptives,  an  association  has  been  neither  con- 
firmed nor  refuted:  anovulation  post  treatment,  pre- 
menstrual-like syndrome,  changes  in  libido,  changes 
^ in  appetite,  cystitis-like  syndrome,  headache,  ner- 
t vousness,  dizziness,  fatigue,  backache,  hirsutism,  loss 
of  scalp  hair,  erythema  multiforme  and  nodosum, 
hemorrhagic  eruption,  itching.  The  following  laboratory 
results  may  be  altered  by  oral  contraceptives;  hepatic 
function;  increased  sulfobromophthalein  and  other 
tests;  coagulation  tests:  increase  in  prothrombin. 
Factors  VII,  VIII,  IX  and  X;  thyroid  function:  increase 
in  FBI  and  butanol  extractable  protein  bound  iodine, 
and  decrease  in  T^  uptake  values,-  metyrapone  test; 
pregnanediol  determination. 

References:  1.  Inman,  W.  H.  W.,  and  Vessev,  M.  P.: 
Brit.  Med.  J.  2:193-199  (April  27)  1968.  2.  Vessey,  M.  P., 
and  Doll,  R.;  Brit.  Med.  J.  2:199-205  (April  27)  1968. 

Before  prescribing  see  complete  prescribing  information. 


Where  “The  Pill”  Began 
G.  D.  SEARLE  & CO.,  P.O.  Box  5110,  Chicago,  III.  60680 


SEARLE 
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What's 

Palycilliii(t9at%ot  to  do  wit 
the  price  of  bananas? 


Just  this:  According  to  the  U.S.  Bureau  of  Labor 
Statistics,  bananas  are  one  of  the  few  things  that 
actually  cost  less  today  than  five  years  ago.  The 
same  is  true  of  Polycillin.  In  fact,  the  price  of  Poly- 
cillin  has  been  reduced  about  30%  since  its  intro- 
duction in  1963. ..making  it,  according  to  national 
surveys  of  patient  costs,  as  economical  as  lead- 
ing brands  of  tetracycline  and  erythromycin. 


And  Polycillin  is  available  in  a variety  of  dosage 
forms  for  your  patients— more  than  any  other  am- 
picillin.  It  comes  in  250  mg.  and  500  mg.  capsules; 
in  convenient,  chewable  tablets  of  125  mg;  oral 
suspension,  125  mg.  and  250  mg.  per  5 ml.;  and 
in  pediatric  drops,  100  mg.  per  ml.  Also  available 
parenterally  as  Polycillin-N  (sodium  ampicillin). 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 

Syracuse.  New  York  13201 


BRISTOL 


once-popular  treatment  for  back  pains 
to  have  the  seventh  son  of  a seventh  son 
or  walk  on  the  patient's  back. 


or  headache,  a sovereign  remedy  was 
) wear  a snakeskin  round  one's  head. 


The  pain  of  earache  was  allegedly  relieved 
by  holding  a hot  roasted  onion  to  the  ear. 


A realistic 
approach 
to  pain 
relief 


Empirin’* 

Compound  with  Codeine 
Phosphate  gr.  1/2  No.  3 

!ach  tablet  contains: 
lodeine  Phosphate  gr.  1/2  (Warning— 

'lay  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 
i.spirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

ceeps  the  promise 
>f  pain  relief 


.W.  & Co.'  narcotic  products  are 

lass  "B",  and  as  such  are  available  on  oral 

rescription,  where  State  law  permits. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tiickahoe,  N.Y. 


-- 
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T>Roniacol 
Timespan 

(nicotinyl  alcohol  tartrate) 


\ 


! 


Because  peripheral  vasodilat 

is  needed  now... 

and  must  often  be  continue 


Roniacol  Timespan  (nicotinyl  alcohol  tartrate) 
can  make  a significant  contribution  to  effective 
treatment  of  peripheral  vascular  disorders.  It  is 
directed  specifically  toward  improvement  of 
peripheral  blood  flow,  relief  of  ischemic  symp- 
toms, and  the  long-term  management  of  these 
conditions. 

Specific  pharmacologic  action— Roniacol  (nico- 
tinyl alcohol)  acts  selectively  by  relaxing 
smooth  muscle  of  peripheral  blood  vessels. 
Onset  of  action  is  smooth  and  gradual,  rarely 
causing  severeflushing. 

Relative  freedom  from  side  effects— Side  effects 


that  may  occur  occasionally  with  Roniac 
seldom  require  discontinuation  of  thera 


Prolonged,  continuous  drug  release— Pr 

longed  peripheral  vasodilation  is  provid 
sustained-release  Roniacol  Timespan  (n 
alcohol  tartrate)  Tablets.  Part  of  the  dru| 
comes  available  immediately,  the  remai 
continuously  over  a period  of  up  to  12  h 
and  dilation  of  constricted  peripheral  ve 
usually  maintained.  Thus,  with  a single  c 
medication,  patients  can  enjoy  the  bent 
increased  peripheral  blood  flow  in  isch( 
extremities  for  up  to’12  hours. 


\ 


U 


nooth  peripheral  vasodilation  from  initial 

)sage... extended  with 

Tiple^  well-tolerated^  b.i.d.  dosage 

prolonged  action  of  Roniacol  Timespan 
atinyl  alcohol  tartrate)  together  with  its 
;r  benefits  offer  a therapeutically  practical 
sure  in  the  long-term  management  of 
aheral  vascular  disease-advantages 
icially  important  for  older  patients. 

•re  prescribing,  please  consult  complete 
luct  information,  a summary  of  which 
>ws: 

cations:  Conditions  associated  with 
dent  circulation;  e.g.,  peripheral  vascular 
ase,  vascular  spasm,  varicose  ulcers, 
ibital  ulcers,  chilblains,  Meniere's  syn- 
ne  and  vertigo. 


Caution:  Roche  Laboratories  endorses  caution 
in  the  administration  of  any  therapeuticagent 
to  pregnant  patients. 

Side  Effects:  Transient  flushing,  gastric 
disturbances,  minor  skin  rashes  and  allergies 
may  occur  in  some  patients,  seldom  requiring 
discontinuation  of  the  drug. 

Dosage:  1 or  2 Timespan  Tablets— 150  mg 
nicotinyl  alcohol  in  the  form  of  the  tartrate 
salt— bottles  of  50  and  500. 

Roche 

LABORATORIES 
Division  of  Hoffmann  - La  Roche  Inc. 

Nutley,  New  Jersey  07110 


Art  is  a conception  of  peripheral  vasodilation. 


’reludin*phenmetrazine  hydrochloride 
'reludin  is  indicated  only  as  an  anorexigenic 

agent  in  the  treatment  of  obesity.  It  may  be 
used  in  simple  obesity  and  in  obesity  com- 
plicated by  diabetes,  moderate  hyperten- 
sion (see  Precautions),  or  pregnancy  (see 
Warning). 

Contraindications:  Severe  coronary  artery  dis- 
ease, hyperthyroidism,  severe  hyperten- 
sion, nervous  instability,  and  agitated 
prepsychotic  states.  Do  not  use  with  other 
CNS  stimulants,  including  MAO  inhibitors. 
Vaming:  Do  not  use  during  the  first  trimester  of 
pregnancy  unless  potential  benefits  out- 
weigh possible  risks.  There  have  been 
clinical  reports  of  congenital  malformation, 
but  causal  relationship  has  not  been 
proved.  Animal  teratogenic  studies  have 
been  inconclusive. 


Precautions:  Use  with  caution  in  moderate  hyper- 
tension and  cardiac  decompensation. 
Cases  involving  abuse  of  or  dependence 
on  phenmetrazine  hydrochloride  have 
been  reported.  In  general,  these  cases 
were  characterized  by  excessive  consump- 
tion of  the  drug  for  its  central  stimulant 
effect,  and  have  resulted  in  a psychotic 
illness  manifested  by  restlessness,  mood 
or  behavior  changes,  hallucinations  or 
delusions.  Do  not  exceed  recommended 
dosage. 

Adverse  Reactions:  Dryness  or  unpleasant  taste  in 
the  mouth,  urticaria,  overstimulation,  in- 
somnia, urinary  frequency  or  nocturia, 
dizziness,  nausea,  or  headache. 

Dosage.  One  25  mg.  tablet  b.i.d.  or  t.i.d.  Or  one 
75  mg.  Endurets  tablet  a day,  taken  by 
midmorning. 


Availability:  Pink,  square,  scored  tablets  of  25  mg.  i 
for  b.i.d.  or  t.i.d.  administration,  in  bottles  | 
of  100  and  1000. 

Pink,  round  Endurets*  prolonged-action 
tablets  of  75  mg.  for  once-a-day  adminis-  I 
tration,  in  bottles  of  100  and  1000.  ' 

(B)R3-46-560-B 

Under  license  from  Boehringer  Ingelheim  G.m.b.H. 

For  complete  details,  please  see  full  prescribing 
information. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502 


For  some,  obesity  can  be 

a serious  complication 
of  moderate  hypertension,  > 
diabetes,  or  pregnancy. 

Preludin  may  be  used  to  curb  appetite  in  obesity  associated 
with  such  conditions. 

For  use  during  pregnancy,  please  consult  Warning  para- 
graph. The  use  of  Preludin  in  moderate  hypertension 
should  be  accompanied  by  caution.  In  diabetes,  the 
drug  does  not  increase  insulin  requirements  (require- 
ments may  be  reduced  as  weight  is  lost). 

One  75-mg.  Endurets  tablet  taken  between  breakfast  and 
midmorning  will  usually  provide  daylong  and  early- 
evening  suppression  of  appetite. 


6611 


DpaIi  phenmetrazine  Endurets 

nrCIUQIn  hydrochloride  prolonged-action  tablets 


] 
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Full  speed  ahead, 
Fred.  These  solid 
Cough  Calmers 
can  control  that 
cough  for  6 to 
8 hours. 


Cotta  maJIre  a 
pit  stop  to  take 
my  cough  syrup. 


CoushCalmeB 


Each  Cough  Calmer^'^  contains  the  same  active  ingredients 
as  a half-teaspoonful  oi  Robitussin-DM*;  Glyceryl  guaiaco- 
late,  50  mg  ; Dextromethorphan  hydrobromide,  7.5  mg. 
A.  H.  Robins  Company,  Richmond,  Virginia  23220 


AH'I^OBINS 


] 


The  Medical  Society  of  New  Jersey 

Loss  Control  Program 
ENDORSED  LIABILITY  POLICIES 

Professional  Liability  for  physicians,  partnerships,  hospital  emergency-room  groups,  and 
employed  nurses,  technicians,  or  aides. 

Professional  Premises  Liability  which,  when  placed  with  the  same  company  insuring  pro- 
fessional liability,  eliminates  the  possibility  of  controversy  when  a patient  is  in- 
jured on  the  premises. 

Personal  Catastrophe,  commonly  known  as  Excess  Liability  or  Umbrella  coverage,  with 
protection  of  an  additional  $1,000.00  over  other  insurance  such  as  automobile, 
home,  sports,  personal,  professional  acts,  and  professional  premises  liabilities.  It 
also  covers  uninsured  liabilities,  with  a minimum  deductible  of  $250.00  applying 
only  to  uninsured  liabilities. 

Libel,  Slander,  Defamation  of  Character  coverage  for  officers,  employees,  and  committee 
members  of  medical  societies. 

BROAD  PROTECTION— SECURITY— CONTINUITY  OF  COVERAGE 

Employers  Insurance  of  Wausau  Joseph  A.  Britton 

Underwriter  M.S.N.J.  Official  Broker 

JOSEPH  A.  BRITTON  AGENCY 

15  South  Munn  Avenue,  East  Orange,  New  Jersey  07018  (201)  • 673-3060 
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Yes!  Medi  Card  guarantees  you  94%  payment  within  10  days  — without  recourse. 

This  unique  professional  credit  card  exclusively  for  health  services  helps  you  get  out 
of  the  credit  and  collection  business  . . . frees  your  capital  for  investment.  You  merely 
mail  your  draft  to  Medi  Card  on  simple,  easy-to-use  forms  supplied  at  no  cost.  Medi 
Card  pays  you  promptly,  less  only  a 6%  service  fee.  There  is  no  commitment  on  your 
part,  nothing  to  join,  no  directory  or  listing  of  any  kind.  Your  patients  benefit,  in  other 
ways,  too!  Medi  Card  makes  from  $1 00  to  $5000  available  to  patient-members  exclu- 
sively for  professional  health  services  . . . lets  them  take  up  to  24  months  to  pay.  As  an 
additional  benefit,  Medi  Card  offers  a round-the-clock  computerized  emergency 
medical  information  service  for  cardholders. 


94  % IS  NORMAL  with  Medi  Card 

Medi  Card  guarantees  you  payment  within  10  days  . . . without  recourse. 


EXCLUSIVELY  FOR  THE  POST-PAYMENT  OF 
THESE  UNIVERSAL  HEALTH  SERVICES: 

□ MEDICAL  □ DENTAL  □ HOSPITAL 

□ NURSING  HOME  □ PHARMACY 
AND  OTHER  BONA  FIDE  HEALTH 
SERVICE  CHARGES 


n 


Gentlemen 
possible  to 


I have  not  received  my  Medi  Card  kit  Please  send  one  as  soon  as 


ATTENTION 


MEOI  CAnO,  INC. 

PO  Box  650 

Bala  Cynwyd.  Pa  19004 


ADDRESS 

CITY STATE. 


ZIP 


in  the  treatment  of 


Android 


_ (thyroid-androgen)  tablets 

Effectiveness  confirmed  by  another  double  blind  study* 


1. SUMMARY 
ANDROID 

GOOD  TO  EXCELLENT  75% 

PLACEBO 

20% 

- 

**‘Sexual  impotence  treatment  with  methyl  testosterone  - thyroid  (ANDROID)  a 
double  blind  study”  - Montesano,  Evangelista:  Clinical  Medicine,  April  1966. 

CONTRAINDICATIONS  — Methyl  testosterone  is  not  to  be  used  in  malignancy 
male,  coronary  heart  disease.  Thyroid  is  not  to  be  used  in  heart  disease, 
metabolic  rate  is  low. 


2.  Forty  cases  reported. 

3.  Cites  synergism  between  androgen  and  thyroid. 

4.  No  side  effects  in  patients  treated. 

5.  Alleviation  of  fatigue  noted 

6.  Case  histories  on  4 patients. 

7.  Although  psychotherapy  still  needed,  role  of 
chemotherapy 


cannot  be  disputed. 

of  reproductive  organs  in 
hypertension  unless  the 


Choice  of  4 strengths 

Android  Android-HP 


Android-X  Android-Plus 


Each  yellow  tablet  contains: 

Methyl  Testosterone  ..2.5  mg. 

Thyroid  Ext.  (1/6  gr.)  ..10  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 

Available: 

Bottles  of  100,  500.  1000. 

Write  for  literature  and  samples: 

THE  BROWN  PHARMACEUTICAL  CO. 

' 2500  W.  6th  St.,  Los  Angeles,  Calif.  90057 


HIGH  POTENCY 

Each  red  tablet  contains: 
Methyl  Testosterone  ..5.0  mg. 
Thyroid  Ext.  (V2  gr.)  ...30  mg. 

Glutamic  Acid 50  mg. 

Thiamine  HCL 10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100.  500,  1000. 


EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 
Thyroid  Ext.  (1  gr.)  ...  .64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL 10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60,  500. 

REFER  TO 


PDR 


WITH  NIGH  POTENCY 
B COMPLEX  AND  VITAMIN  C 
Each  white  tablet  contains: 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  Ext.  (V4  gr.)  ...15  mg. 
Ascorbic  Acid  (Vit.  C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridoxine  HCL 5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  . 10  mg. 

Vitamin  B-12  2.5  meg. 

Riboflavin 5 mg. 

Dose:  2 tablet  twice  daily. 
Available:  Bottles  of  60,  500. 


also  available  with  ESTROGEN 

Android-E 

Each  Tablet  Contains: 

Methyl  Testosterone  2.5  mg. 

Ethinyl  Estradm!  0.02  mg. 

Thyroid  Ext.  (1/6  gr.)  10  mg. 

Thiamine  Hydrochloride  ....  10  mg. 

Glutamic  Acid  50  mg. 

INDICATIONS;  Advantage  is  taken  of  the 
anabolic  action  of  ANDROID  without  its 
virilizing  effect  Estrogen  balances  the 
androgen  — only  steroid  effect  remains. 
Geriatrics,  post  operative  and  debilitat- 
ing disease,  osteoporosis  DOSE:  One 
tablet  t.i.d.  Female  patients  should  have 
a rest  period  5 to  7 days  after  21  days 
of  medication.  SIDE  EFFECTS:  In  the 
female,  excessive  dosage  may  produce 
virilizing  effects  of  most  androgens: 
hoarseness,  hirsutism,  enlarged  clitoris. 
Symptoms  can  be  avoided  by  keeping  the 
dosage  below  300  mg  of  testosterone 
per  month  CONTRA-INDICATIONS;  See 
Android.  Ethinyl  estradiol  is  not  to  be 
used  in  latent  malignancy  of  reproduc- 
tive organs  or  mammary  glands. 


For  the  treatment  of  the  aging  patient 

Cerebro-Nicin 

capsules/elixir 


A Gentle  Cerebral  Stimulant  and  Vasodilator 


CEREBRO-NICIN'^  New  double-blind  study*  shows  how 
effectively  senility  can  be  forestalled.  Four  times  as  many 
aging  patients  showed  striking  improvement. 


*A  Double-Blind  Study  of  Cerebro-Nicin.  Therapy  for  the  Geriatric  Patient,  R.  Goldberg  JrnI,.  of 
the  Amer.  Ger.  Soc.  June.  1964 


Available  in  a tasty  wine  base  elixir  and  capsules 

Each  Cerebro-Nicin  capsule  contains: 


Pentyienetetrazole. 100  mg. 

Nicotinic  Acid . Kx)mg. 

Ascorbic  Acid JOO  mg. 

Thiamine  HCI 25  mg! 

1-Glutamic  Acid * 50  mg. 

Niacinamide 5 mg. 

Riboflavin ...  2 mg. 

Pyridoxine . 3 mg! 


DOSAGE:  One  capsule  t.i.d.  or  as  prescribed  by  physician. 
AVAILABLE:  Bottles  of  100,  500,  1000  capsules. 

Also  elixirSoz.  bottles. 


CONTRAINDICATIONS:  There  are  no  known  contraindications 
to  Pentyienetetrazole  although  caution  should  be  exercised  when 
treating  patients  with  a low  convulsive  threshold. 


Most  persons  experience  a flushing  or  tingling  sensation  after 
taking  a higher  potency  niacin-containing  compound.  As  a sec- 
ondary reaction  some  will  complain  of  nausea  and  other  sensa- 
tions of  discomfort.  This  reaction  Is  transient  and  is 
rarely  a cause  of  discontinuance  of  the  drug  if  the 
patient  is  forewarned  to  expect  the  reaction. 


Write  for  literature  and  samples... 


REFER  TO 

PDR 


BROWN  PHARMACEUTICAL  CO. 

2500  W.  6th  St., Los  Angeles.Calif.  90057 
Write  for  Product  Catalog 
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Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Pbospbate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightiessmess  causes  loss  of  bone  calcium.  As 
tbe  bones  are  required  to  bear  less  and  less  of  tbe 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine,  300  mg.;  sodium  acid  phosphate,  500  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  tbe  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine  which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 


WILLIAM  P.  POYTHRESS 


COMPANY,  INC.,  RICHMOND,  VIRGINIA  2321  7 


Appearances  may  be  deceiving 


It  may  be  tetracycline 
but  it’s  not  ACHROMYCIN  V 

Tetracycline  HCI 

unless  it  bears  this  signature. 


250  mg.  and  100  mg.  capsules 


ontraindications:  Hypersensitivity  to  tetracyclines. 

'arming:  In  renal  impairment,  since  liver  toxicity  is  possible, 
wer  doses  are  indicated;  during  prolonged  therapy 
insider  serum  level  determinations.  Photodynamic 
laction  to  sunlight  may  occur  in  hypersensitive  persons, 
hotosensitive  individuals  should  avoid  exposure; 
scontinue  treatment  if  skin  discomfort  occurs. 
recautions:  Nonsusceptible  organisms  may  overgrow;  treat 
jperinfection  appropriately.  Tetracycline  may  form  a 
able  calcium  complex  in  bone-forming  tissue  and  may 
iuse  dental  staining  during  tooth  development  (last  half  of 
■egnancy,  neonatal  period,  infancy,  early  childhood). 


Side  Effects:  Gasfro/nfesf/na/— anorexia,  nausea, 
vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  S/c/n— maculopapular  and  erythematous  rashes; 
exfoliative  dermatitis;  photosensitivity;  onycholysis,  nail 
discoloration.  K'/dney— dose-related  rise  in  BUN. 
Hypersensitivity  reactions— urticaria,  angioneurotic  edema, 
anaphylaxis,  /nfracran/a/— bulging  fontanels  in  young 
infants.  Teef/i— yellow-brown  staining;  enamel  hypoplasia. 
6/ood— anemia,  thrombocytopenic  purpura,  neutropenia, 
eosinophilia.  /./ver— cholestasis  at  high  dosage. 

Upon  adverse  reaction,  stop  medication  and  treat 
appropriately. 


LEDERLE  LABORATORIES 
A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York  10965 


530-9 


serves  n< 
purpose 


if  works 

(usually 
for  10  to  12 
Houfo*) 


TUssipNEJc suspension/tablets:  Each teaspoonful  (5  cc.)  or 


exchange  resin  complexes  of  snlfonated  polystyrene. 

Cl^s  B parcotic  oral  Rx  where  state  laws  permit. 
iNPiCATi^iNs:  Coughs  associated  with  respiratory  infections 


resulting  from  measles,  pulmonary  tuberculosis,  bronchiectasis, 
and  bronchogenk  carcinoma.  ^ ^ 

♦dosage:  Adults:  1 teaspoohful  (5  cc.)'  or  tablet  every  8-12  hours 
ChiUremVndQT  1 year:  1/4  teaspoonful  every  12  hours. 

From  1-5  years:  1/2  teaspoonful  every  12  hours.  Over  5 years: 

1 teaspoonful  every  12  hours. 

SIDE  EFFEfef  s May:i^iude  mild  constipation,  nausea,  facial 
pruiitus,  Of  drowsm^s.^/ 


oiicial  brbch^d 


SrasenMrgh  Lalmatories  Division 
WaIIace'AT4erB®^c:i  Rochester,  N.^Jp 


coughing 
is  not  a harmless 
privilege” 


■Current  Therapy  1967,  ed.  by  Conn,  H.  F.,  P.  88* 


0 


Painful 
night  leg 
cramps 


unwelcome  bedfellow  tor  any  patient-  ■ 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information  — Composition:  Eoch  white,  beveled,  com- 
pressed tablet  contains,-  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  ond  treotment  of  nocturnal  ond 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  voricose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  intestinal  cramps  in 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visuol  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 


Quinamm 

(quinine  sulfate  260  mg.,  aminophyiline  195  mg.) 


Specific  therapy  for  night  leg  cramps 


Tnchomonads...Monina...  Bacteria 

You  can  depend  on  AVC  — the  comprehensive  therapy  that  acts  against  all  three 
major  vaginal  pathogens. 

Monilia  emerging  as  a major  therapeutic  problem- 
recent  studies  report  increased  incidence,  attributed  in  part  to  the  use  of  oral 
contraceptives, broad-spectrum  antibiotics^'^  and  prolonged  use  of  corticosteroids.^ 
recent  evidence  establishes  high  rate  of  microbiological  and  clinical  cure  with  AVC.’'" 


Treating  vaginitis 
is  as  easy  as  AVC 


Comprehensive  — Effective 

The  published  record  and  more  than  two  decades  of  clinical  experience  clearly 
establish  the  therapeutic  value  of  AVC  in  vaginitis/cervicitis  and  vaginal  surgery. 


Easy  as  AVC 

Contraindications:  Known  sensitivity  to  sulfon- 
omides. 

Precautions/Adverse  Reactions:  The  usual  precou- 
tions  for  topical  and  systemic  sulfonamides 
should  be  observed  because  of  the  possibility  of 
absorption.  Burning,  increased  local  discomfort, 
skin  rash,  urticaria  or  other  manifestations  of 
sulfonamide  toxicity  ore  reasons  to  discontinue 
treatment. 

Dosage:  One  applicatorful  or  one  suppository  in- 
travaginally  once  or  twice  daily. 

Supplied:  Cream  — Four-ounce  tube  with  or  with- 
out applicator.  Suppositories  — Box  of  12  with 
applicator. 

References:  1.  Gardner,  H.  L.:  J.  Miss.  M.A.  8:529, 
1967.  2.  Porter,  P.  S.,  and  Lyle,  J.  S.:  Arch. 
Dermat.  93:402,  1966.  3.  Walsh,  H.;  Hildebrandt, 
R.  J.,  and  Prystowsky,  H.:  Am.  J.  Obst.  & Gynec. 


93:904,  1965.  4.  Vaginitis  ond  the  Pill:  J.A.M.A. 
196:731,  1966.  5.  Guerriero,  W.  F.:  South.  M.J. 
56:390,  1963.  6.  Seelig,  M.  S.:  Am.  J.  Med. 
40:887,  1966.  7.  To-day's  Drugs,  New  York,  Grune 
& Stratton,  Inc.,  1965,  p.  316.  8.  Gray,  L.  A.,  and 
Barnes,  M.  L.:  Am.  J.  Obst.  & Gynec.  92:125, 
1965.  9.  Salerno,  L.  J.;  Ortiz,  G.,  and  Turkel,  V.: 
Vaginitis:  A Diagnostic  and  Therapeutic  Ap- 
proach, Scientific  Exhibit,  presented  at  the  115th 
Annual  A. M.A.  Convention,  Chicago,  Illinois, 
June  1966.  10.  Walsh,  J.  C.;  Sheffery,  J.  B.,  and 
Wilson,  T.  A.:  Med.  Ann.  D.C.  37:358,  1968. 
11.  Nugent,  F.  B.,  and  Myers,  J.  E.:  Pennsylvania 
Med.  69:44,  1966. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERREl . INC 
PHILADELPHIA.  PENNSYLVANIA  19144 


AVC 


/-*ncAA4  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
L.*Kt/\/V\  15.0%,  allantoin  2.0%) 


SUPPOSITORIES 


(aminacrine  hydrochloride  0.014 
1.05  Gm.,  allantoin  0.014  Gm.) 


Gm.,  sulfanilamide 


TRADEMARK;  AVC  AV-9I9A  7/69 
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FACT  & LEGEND 


WAS  A MILITARY  OFFENSE! 

OVERWEIGHT  ROMAN  HORSEMEN  WERE  MADE  TO 
FORFEIT  THEIR  MOUNTS  AND  BECOME  FOOT  SOLDIERS! 


VI 
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WAS  AWARE  OF  THE 
DANGERS  OF  OBESITY 
HE  WROTE. 
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U^eCORDED  ON  AN  ENGLISHMAN'S 


TOMBSTONE 


SHouLoeR''J|My*^^''VVMOLE 
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THE 

COST  OF 

AM  BAR 
EXTENTABS 

IS  APPROXIMATELY  ONE 
HALF  THAT  OF  OTHER  LEAD- 
ING APPETITE  SUPPRESSANTS 

AN  IMPORTANT  FACTOR 
JN LONGTERM  THERAPY 


>NTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


ne  Ambar  Extentab  before  breakfast  can 


AMBAR'2 


BRIEF  SUMMARY/Indications:  Ambar 


Ip  control  most  patients’  appetite  for  up  EXTENTABS  suppresses  appetite  and  helps  offset  emo- 


12  hours.  Methamphetamine,  the  appe- 
|e  suppressant,  gently  elevates  mood  and 
lips  overcome  dieting  frustrations.  Pheno- 
[rbital,  the  sedative  in  Ambar,  controls  irritability  and 
[xiety. ..  helps  maintain  a state  of  mental  calm  and  equa- 
lity. Both  work  together  to  ease  the  tensions  that  erode 
willpower  during  periods  of  dieting. 

Iso  available:  Ambar  #1  Extentabs®— methamphetamine 
[drochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Wam- 
may  be  habit  forming). 


methamphetamine  HCl  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 


tional  reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a.  H.  robins  company,  >1.U-nnRINQ 

RICHMOND,  VA.  23220  ^ *•  J 


rr- 


heavenly  relief 
for  unearthly  cough 

Benyliri 

EXPECTORAIVT 


^4 


ABTRO 


Each  fluidounce  contains:  80  mg. 
Benadryl^  ( diphenhydramine 
hydrochloride,  Parke-Davis); 
12  grains  ammonium  chloride; 

5 grains  sodium  citrate; 
2 grains  chloroform;  1/10  grain 
menthol;  and  5%  alcohol. 
An  antitussive  and  expectorant  for 
control  of  coughs  due  to  colds  or 
of  allergic  origin,  BENY LIN 
EXPECTORANT  is  the  leading 
cough  preparation  of  its  kind. 
BENY  LIN  EXPECTORANT 
tends  to  inhibit  cough  reflex... 
soothes  irritated  throat  membranes. 

And  its  not-too-sweet,  pleasant 
raspberry  flavor  makes  BENY  LIN 
EXPECTORANT  easy  to  take. 
PRECAUTIONS:  Persons  who 
have  become  drowsy  on  this  or 
other  antihistamine-containing 
drugs,  or  whose  tolerance  is  not 
known,  should  not  drive  vehicles 
or  engage  in  other  activities  re- 
quiring keen  response  while  using 
this  preparation.  Hypnotics,  seda- 
tives, or  tranquilizers  if  used  with 
BENYLIN  EXPECTORANT 
should  be  prescribed  with  caution 
because  of  possible  additive  effect. 
Diphenhydramine  has  an  atro- 
pine-like action  which  should  be 
considered  when  prescribing 
BENYLIN  EXPECTORANT. 
ADVERSE  REACTIONS:  Side 
reactions  may  affect  the  nervous, 
gastrointestinal,  and  cardiovascu- 
lar systems.  Drowsiness,  dizziness, 
dryness  of  the  mouth,  nausea,  ner- 
vousness, palpitation,  and  blurring 
of  vision  have  been  reported.  Al- 
lergic reactions  may  occur. 
PACKAGING:  Bottles  of  4 oz., 
16  oz.,  and  1 gal. 
Parke,  Davis  & Company 
Detroit,  Michigan  48232 


PARKE-DAVIS 


I 
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THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 

Endorsed  Insurance  Plans 

ACCIDENT  AND  HEALTH  INSURANCE 

$1,200  a month  maximum  BASIC  total  disability  benefit. 

Accident:  from  1st  day,  up  to  5 years  (Partial  Accident 
Disability,  half  benefit  up  to  six  months) 

PLUS  Sickness:  from  8th  day,  up  to  2 years 

Accident:  may  be  EXTENDED  to  Lifetime 
^ Sickness:  may  be  EXTENDED  to  7 years 

$1,000  a month  maximum  NEW  LONG-TERM  PLAN. 

Payable  up  to  Lifetime  for  accident  — Age  65  for  sickness 
Choice  of  waiting  periods: 

Benefits  may  begin  on  1st,  15th,  31st,  61st  or  91st  day. 

★ ★ ★ 

LIFE  INSURANCE 

$10,000  to  $100,000  of  Convertible  Term  Life  Insurance. 

(Guaranteed  exchangeable  at  any  time  into  Permanent  Cash 
Value  life  insurance  without  medical  examination) 

★ ★ ★ 

MAJOR  EXPENSE  INSURANCE 

$15,000  maximum  for  Covered  Expenses  as  stated  in  the  policy  for  each 
accident  or  sickness,  covering  member,  spouse,  and  eligible 
children.  $500  deductible,  20%  co-insurance.  (Physicians’  and 
surgeons’  fees  are  not  a Covered  Expense.) 

★ ★ ★ 

SIX  POINT,  HIGH-LIMIT  ACCIDENT  INSURANCE 

$200,000  maximum  for  member,  covering  accidental  death,  dismember- 
ment, loss  of  sight,  total  and  permanent  disability,  exposure 
and  disappearance. 

$100,000  maximum  for  spouse  (without  disability  benefit). 


APPLICATIONS  CONSIDERED  AT  ANY  TIME 

Applications  are  subject  to  age  limits  and  other  company  rules  and  regulations  for 
acceptance  of  risks.  New  members  have  special  privileges  during  the  first  few 
months  of  membership;  ask  for  specific  details  if  you  were  recently  elected  or  have 
applied  for  membership. 


Information  and  claim  service  are  as  close  as  your  telephone. 

E.  & W.  BLANKSTEEN 
E.  & W.  Blanksteen  Agency,  Inc. 

75  MONTGOMERY  STREET  JERSEY  CITY,  NEW  JERSEY  07302 

(201)  DEIaware  3-4340 
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EMERGENCY 

ROOM 

PHYSICIANS 

Excellent  opportunity;  must  be  licensed  in 
State  of  New  Jersey,  to  join  in  physicians’ 
group  panel  to  staff  Emergency  Dept.,  400- 
bed  general  hospital  with  new  and  enlarged 
area  and  facilities  under  construction. 
Physicians  shall  bill  for  services  rendered 
with  the  hospital  doing  the  paper  work. 
Minimum  guaranteed  income  of  $35,000 
per  year.  All  income  from  physician’s  fees 
over  and  above  $35,000  shall  be  divided 
equally  among  panel  physicians.  Fast 
growing  community,  over  30,000  cases 
per  year  and  constantly  growing.  Excellent 
opportunity  awaits  for  qualified  physicians. 
Apply  DOVER  GENERAL  HOSPITAL,  Jardine 
St.,  Dover,  N.J.  07801,  attention  John 
Tyler,  M.D.,  Chief  of  Panel  Physicians, 
and/or  C.  T.  Barker,  Hospital  Director. 


Needed 

Physician  tor  Student  Health  Service. 
Easy  hours,  pleasant  work,  excellent 
fringe  benefits.  Equal  opportunity 
employer. 

Write:  Box  No.  151 

c/o  THE  JOURNAL 


PHYSICIAN  WANTED 

by  a Clinic  serving  industries  in  the 
North  Jersey  area.  Surgical  experience 
desired  but  not  essential.  Excellent 
benefits  and  working  conditions.  Clinic 
is  open  during  normal  work  hours  only. 
Send  resume.  Box  No.  152,  c/o  THE 
. JOURNAL. 


FAIR  OAKS  HOSPITAL 

and 

ADOLESCENT  UNIT 

Summit,  N.  J.  07901  (201)  277-0143 

An  intensive  treatment  mental  health  center  with  State  and  Joint  Commission  Accredita- 
tion for  ages  commencing  with  adolescence  and  continuing  through  the  Medicare  years. 

Oscar  Rozett,  M.D.,  Medical  Director  Felix  A.  Ucko,  M.D.,  Director,  Adolescent  Unit 

Granville  L.  Jones,  M.D.,  Clinical  Director  Miss  M.  M.  Kennedy,  R.N.,  B.S.,  Director,  Nursing  Service 

Electro  and  Indoklon  shock  therapies.  Insulin  coma  therapy.  Pharmaco  therapy.  Individual  and  Group 
psychotherapy.  Complete  Occupational,  Recreational,  and  Social  Service  Departments. 

For  descriptive  literature  write  Thomas  P.  Prout,  Jr.,  Administrator 
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CLASSIFIED  ADVERTISEMENTS 


FOR  SALE-X-ray  unit  100  M-A,  100  K.  V.,  Good  con- 
dition. Tilt  tabic  all  accessories  included.  I’lioue  (6091 
461-0040. 


DESIRES  ASSOCIATION— with  physician  or  group. 
General  practitioner  with  eight  (8)  years  of  practical 
experience.  Opportunity  must  be  in  New  Jersey.  Write 
Box  No.  153,  c/o  THE  JOURNAL. 

PSYCHIATRIST— Seeks  part  or  full  time  position  in 
New  Jersey.  Board  certified,  experienced  in  hospital 
administration  and  various  therapeutic  modalities. 
TVrite  Box  No.  151,  c/o  THE  JOURNAL. 

PEDIATRICIAN— to  join  well  established  pediatrician  in 
Paterson,  New  Jersey,  12  miles  from  center  of  New 
York  City.  Teaching  appointment  encouraged.  Rare 
opportunity  in  local  hospital.  No  investment.  Partner- 
ship in  6 months.  Contact:  Maurice  A.  Shinefield, 
M.D.  675  Broadway,  Paterson,  New  Jersey  07514,  or 
LAmbert  3-1213. 


PEDIATRICIAN— Board  certified  or  eligible  to  join 
pediatric  group.  Large  hospital  and  office  practice. 
Intern  teaching  responsibilities.  Wonderful  area  in 
which  to  live.  South  Jersey  coast  close  to  metropolitan 
cities.  Ample  time  for  vacation  .ind  postgraduate 
studies.  Starting  salary  $22,500.  Early  partnership.  Full 
partnership  earnings  far  above  average.  Write  Box 
No.  150,  c/o  THE  JOURNAL. 

PRACTICE  AND  OFFICE  AVAILABLE-5  room  office 
fidly  equipped,  location  excellent.  Excellent  oppor- 
tunity for  family  physician  or  specialist.  May  accommo- 
date two.  Five  hospitals  serving  area.  Arrangements 
negotiable.  Mrs.  Helen  Kolbay,  181  Amboy  Avenue, 
Metuchen,  New  Jersey  08840.  Call  201-549-2172  after 
4 P.M. 


SALE  OR  RENT— Fen  room,  modern,  recently  redeco- 
latcd  doctor's  office  building.  Suited  for  radiologist. 
Fully  eejuipped  with  x-ray  etiuipment.  Mrs.  Elaine  L. 
Ciohen,  4 East  Kings  Iligiiway,  Iladdon  Heights,  New 
Jersey.  (609)  546-9114. 

RENT— Fair  Lawn,  New  Jersey.  Choice  remaining  suite 
in  attractive  new  Medical  Arts  Building.  Furnished  to 
your  specifications.  Generous  on-site  policy.  Centrally 
located  with  open  staff  hospital  nearby.  Fifteen  miiuKcs 
from  George  Washington  Bridge.  Perfect  for  obste- 
trician, dermatoloigst,  F.NF,  psychiatrist.  Joachim 
Oppenheimer,  M.U.  11-26  Saddle  River  Road,  Fair 
l.awn.  New  Jersey  07410.  (201)  796-9200. 

OPPORTUNITY  IN  DOVER— General  practitioner  or  spe- 
(ialist  needed  in  fast  growing  Morris  County  com- 
munity. New  professional  liuilding,  prime  location. 
One  level  occupied  by  oral  surgery  office.  Will  build 
to  suit.  Amjde  parking.  Dr.  .Maurice  E.  Stevens,  63 
Bassett  Highway,  Dover,  New  Jersey  07801  or  phone 
FOxcroft  6-8050. 


HAS  DRINKING  BECOME  A PROBLEM?-!!  alcohol  in 
any  way  interferes  with  your  work,  health,  or  family 
relations,  you  may  need  our  help.  The  Medical  Pro- 
fessional Group  of  .‘Mcoholics  .Anonymous  meets  every 
Friday  in  North  Central  New  Jersey.  Out  aim  is  t:> 
help  the  alcoholic  physician  or  dentist  achieve  and 
maintain  sobriety.  Anonymity  preserved.  Call  201-242- 
1515. 


PHYSICIAN— For  acute  medical  surgical  office  practice 
in  association  with  growing  private  incorporated  full- 
service  group  in  suburban  North  Jersey.  40-hour  week 
Monday  to  Friday,  overtime  if  desired.  Starting  salary 
of  $25,000  leading  to  group  partnership.  Housing  avail- 
able. Write  Box  No.  146,  c/o  THE  JOURN.AI.. 


New  Medical  Professional  Building 

Will  soon  be  erected  at  Intersection 
Clifton  and  Van  Hounton  Avenues  in 
Clifton,  New  Jersey.  Offices  will  be 
built  to  suit. 

Telephone  201-788-0700. 


Offices  in  New  Professional  Building,  Cen- 
trally located  near  three  hospitals,  immediate 

occupany,  for  Medical  Profession  

1,000  square  feet,  three  individual  suites, 
wall  to  wall  carpet  with  walnut  paneling, 
central  heat  and  air-conditioning, 

Andover  Borough,  Sussex  County,  New  Jersey. 

For  Inspection — call  201-786-5700 

Fiarold  V.  Puffer 

Real  Estate 


4%%  on  Regular  or  5%  1 
on  Investment  Bonus 


Savings  Accounts 


Call  or  visit  us  for  details 


MAIN  OFFICE  - Main  and  Day  St.  ESSEX  DRIVE-IN  OFFICE  - So.  Essex  Ave.  at  Henry  St. 

Member  F.D.I.C. 
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TB 
is  still 
around. 


In  1967  almost  45,000  new  active  cases  were 
reported.  Isn’t  that  a good  reason  to  make  tubercu- 
lin testing  with  the  white  LEDERTINE’"  Applicator 
a routine  part  of  your  physical  examinations? 

TUBERCULIN 
TINE  TEST 

(Rosenthal)  with  Old  Tuberculirt 

Precautions:  With  a positive  reaction,  consider  further 
diagnostic  procedures.  Use  with  caution  in  persons  with 
active  tuberculosis  or  known  allergy  to  acacia.  Vesicula- 
tion,  ulceration,  or  necrosis  may  occur  at  the  test  site  in 
highly  sensitive  persons. 

LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River,  N.Y. 

472-9 


Dicarbosil 

ANTACID 

Your  ulcer  patients  and 
others  will  appreciate  it. 
Specify  DICARBOSIL  144  s- 
144  tablets  in  12  rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street,  St.  Louis,  Missouri  63102 


FOR  A TRUE  EXTENSION  OF  HOSPITAL  CARE 

FULL-TIME  MEDICAL  STAFF: 

Henry  A.  Cromwell,  M.D.,  Medical  Director 
Diplomate,  Board  of  Internal  Medicine 
F.  Robert  Downey,  M.D. 

David  Eckstein,  M.D. 

24-HOUR  NURSING  SERVICE  90  BED  CENTER 

Department  of  Rehabilitation  staffed  by  3 Registered  Physical  Therapists,  with  each 
case  personally  supervised  by  consultant  in  physical  medicine.  Patients  may  remain 
under  care  of  their  private  physician. 

Near  all  area  hospitals.  Less  than  V2  mile  from  Exit  8,  N.  J.  Turnpike,  in  Hightstown. 

Certified  by  Medicare  for  in-patient  extended  care  and  out-patient  physical  therapy. 
Accredited  by  the  Joint  Commission  on  Accreditation.  Member  of  American  and  N.  J. 
Hospital  Associations. 

MEADOW  LAKES  EXTENDED  CARE  FACILITY 

P.O.  Box  702  — Etra  Road  — Hightstown,  N.  J.  08520 
Phone  (609)  448-4100 
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Hoechst  is  proud  to  be  able  to  offer 

nearly  100  years  of  patient-centered  research 

to  “bridge”  the  sometimes  awesome  chasms  of  medicine. 


“Li/e  is  short  and  art  is  long; 
the  crisis  is  fleeting, 
experiment  risky, 
decision  difficult." 


HOECHST  PHARMACEUTICAL  COMPANY,  Cincinnati,  Ohio  45229 

Division  of  American  Hoechst  Corp. 


Major  discoveries  of  Hoechst  world-wide  research  include 
procaine,  arsphenamine,  mersalyl,  tolbutamide,  and  furosemide. 
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from  the  discord  of  anxiety. . . 


to  emotional  harmony 


with  the  aid  of  antianxiety 

Ubrium® 

(chlordiazepoxide 

HCI) 

5-mg,  10-mg 
and  25-mg  capsules 

In  an  age  of  swift  change  and 
challenge,  susceptible  individuals 
may  experience  varying  degrees 
of  excessive  anxiety.  The  resulting 
emotional  stress  may  precipitate 
significant  functional  disorders  or 
complicate  existing  organic  dis- 
ease. In  properly  individualized 
maintenance  dosage.  Librium 
(chlordiazepoxide  HCI)  quickly 
helps  relieve  anxiety  and  appre- 
hension, provides  useful  adjunc- 
tive therapy  in  psychophysiologic 
disorders— yet  seldom  impairs 
mental  acuity  or  ability  to  func- 
tion. Librium  has  demonstrated  a 
wide  margin  of  safety  in  short- 
and  long-term  therapy. 

Also  available: 

Libritabs® 

(chlordiazepoxide) 


Roche 

LABORATORIES 


Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Before  prescribing,  please  consult  complete  product  information,  a 
summary  of  which  follows: 

Indications:  Indicated  when  anxiety,  tension  and  apprehension  are 
significant  components  of  the  clinical  profile. 

Contraindications:  Patients  with  known  hypersensitivity  to  the  drug. 
Warnings:  Caution  patients  about  possible  combined  effects  with  alco 
and  other  CNS  depressants.  As  with  all  CNS-acting  drugs,  caution  pati 
against  hazardous  occupations  requiring  complete  mental  alertness  (e. 
operating  machinery,  driving).  Though  physical  and  psychological  de- 
pendence have  rarely  been  reported  on  recommended  doses,  use  cauti 
administering  to  addiction-prone  individuals  or  those  who  might  incre: 
dosage;  withdrawal  symptoms  (including  convulsions),  following  discc 
tinuation  of  the  drug  and  similar  to  those  seen  with  barbiturates,  have 
been  reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women 
of  childbearing  age  requires  that  its  potential  benefits  be  weighed  age 
its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated,  and  in  children  over  six,  lirr 
smallest  effective  dosage  (initially  10  mg  or  less  per  day)  to  preclude  o 
or  oversedation,  increasing  gradually  as  needed  and  tolerated.  Not 
recommended  in  children  under  six.  Though  generally  not  recommends 
combination  therapy  with  other  psychotropics  seems  indicated,  careful 
consider  individual  pharmacologic  effects,  particularly  in  use  of  poteni 
drugs  such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or  hepatic  function.  Paradoxica 
reactions  (e.g.,  excitement,  stimulation  and  acute  rage)  have  been 
reported  in  psychiatric  patients  and  hyperactive  aggressive  children.  E 
usual  precautions  in  treatment  of  anxiety  states  with  evidence  of  impe 
ing  depression;  suicidal  tendencies  may  be  present  and  protective  mea 
necessary.  Variable  effects  on  blood  coagulation  have  been  reported  \ 
rarely  in  patients  receiving  the  drug  and  oral  anticoagulants;  causal  r< 
tionship  has  not  been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  occur,  espe( 
in  the  elderly  and  debilitated.  These  are  reversible  in  most  instances  b' 
proper  dosage  adjustment,  but  are  also  occasionally  observed  at  the  L 
dosage  ranges.  In  a few  instances  syncope  has  been  reported.  Also  en 
countered  are  isolated  instances  of  skin  eruptions,  edema,  minor  mens 
irregularities,  nausea  and  constipation,  extrapyramidal  symptoms,  inc 
and  decreased  libido— all  infrequent  and  generally  controlled  with  do 
reduction;  changes  in  EEG  patterns  (low-voltage  fast  activity)  may  apf 
during  and  after  treatment;  blood  dyscrasias  (including  ogranulocyto: 
jaundice  and  hepatic  dysfunction  have  been  reported  occasionally,  m 
periodic  blood  counts  and  liver  function  tests  advisable  during  protrac 
therapy. 
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THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 

Endorsed  Insurance  Plans 

ACCIDENT  AND  HEALTH  INSURANCE 

$1,200  a month  maximum  BASIC  total  disability  benefit. 

Accident:  from  1st  day,  up  to  5 years  (Partial  Accident 
Disability,  half  benefit  up  to  six  months) 

PLUS  Sickness:  from  8th  day,  up  to  2 years 

I Accident:  may  be  EXTENDED  to  Lifetime 

^ Sickness:  may  be  EXTENDED  to  7 years 

$1,000  a month  maximum  NEW  LONG-TERM  PLAN. 

Payable  up  to  Lifetime  for  accident  — Age  65  for  sickness 
Choice  of  waiting  periods: 

Benefits  may  begin  on  1st,  15th,  31st,  61st  or  91st  day. 

★ ★ ★ 

LIFE  INSURANCE 

$10,000  to  $100,000  of  Convertible  Term  Life  Insurance. 

(Guaranteed  exchangeable  at  any  time  into  Permanent  Cash 
Value  life  insurance  without  medical  examination) 

★ ★ ★ 

MAJOR  EXPENSE  INSURANCE 

$15,000  maximum  for  Covered  Expenses  as  stated  in  the  policy  for  each 
accident  or  sickness,  covering  member,  spouse,  and  eligible 
children.  $500  deductible,  20%  co-insurance.  (Physicians’  and 
surgeons’  fees  are  not  a Covered  Expense.) 

★ ★ ★ 

SIX  POINT,  HIGH-LIMIT  ACCIDENT  INSURANCE 

$200,000  maximum  for  member,  covering  accidental  death,  dismember- 
ment. loss  of  sight,  total  and  permanent  disability,  exposure 
and  disappearance. 

$100,000  maximum  for  spouse  (without  disability  benefit). 


APPLICATIONS  CONSIDERED  AT  ANY  TIME 

Applications  are  subject  to  age  limits  and  other  company  rules  and  regulations  for 
acceptance  of  risks.  New  members  have  special  privileges  during  the  first  few 
months  of  membership:  ask  for  specific  details  if  you  were  recently  elected  or  have 
applied  for  membership. 


Information  and  claim  service  are  as  close  as  your  telephone. 

E.  & W.  BLANKSTEEN 
E.  & W.  Blanksteen  Agency,  Inc. 

75  MONTGOMERY  STREET  JERSEY  CITY,  NEW  JERSEY  07302 

(201)  DEIaware  3-4340 


HWiD  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 


IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA  AND  SELECTED  CASES  OF 
PREMATURE  LABOR  AND  2ND  AND  3RD  TRIMESTER  THREATENED  ABORTION 


■ LUTREXIN,  the  non-steroid  “uterine 
relaxing  factor”  has  been  found  to  be  useful 
by  many  clinicians  in  controlling  abnormal 
uterine  activity. 

■ Literature  on  indications  and  dosage  avail- 
able on  request. 


■ No  side  effects  have  been  reported,  even 
when  massive  doses  (25  tablets  per  day) 
were  administered. 

■ Supplied  in  bottles  of  twenty-five  3,000 
unit  tablets. 


(In  vivo  measurement  of  Lutrexin  on  contracting 
uterine  muscle  of  the  guinea  pig.) 


HYNSON,  WESTCOTT  & DUNNING,  INC.  Baltimore,  Maryland  21201 

(LTRZ3) 
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Dicarbosil 

ANTACID 

Your  ulcer  patients  and 
others  will  confirm  it.  Specify 
DICARBOSIL  144's-144  tab- 
lets in  1 2 rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis,  Missouri  63102 
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Cotta  make  a 
pit  stop  to  take 
my  cough  syrup. 


Full  speed  ahead,  •' 

’ Fred.  These  solid  ,,a 
Cough  Calmers  it 
can  control  that 
cough  for  6 to 
i 8 hours. 


OiughCalmets 


Each  Cough  Calmer”^  contains  the  same  active  ingredients 
as  a half-teaspoonful  ot  Robitussin-DM*;  Glyceryl  guaiaco- 
late,  50  mg  , Dextromethorphan  hydrobromide,  7.5  mg. 
A.  H.  Robins  Company,  Richmond,  Virginia  23220 


AH'I^OBINS 


KESSLER  INSTITUTE 
FOR  REHABILITATION 

West  Orange,  New  Jersey 

• A voluntary,  non-profit,  non-sectarian 
specialty  hospital  and  rehabilitation 
center  for  physically  handicapped  chil- 
dren and  adults  providing  intensive  and 
comprehensive  medical,  social,  psy- 
chological, and  vocational  services  for 
patients  with  any  physical  impairment 
due  to  a congenital  condition,  accident 
or  disease. 

• In-patient  and  out-patient  service  fa- 
cilities include  a 48-bed,  air-conditioned 
in-patient  wing,  swimming  pool,  and 
modern  treatment  facilities. 

• Fully  accredited  by  the  Joint  Com- 
mission of  Accreditation  of  Hospitals. 

• and  the  Commission  on  Accreditation 
of  Rehabilitation  Facilities. 

• Provider  of  Services  under  Medicare. 


ADMISSION  BY  MEDICAL  REFERRAL  TO 
DIRECTOR  OF  ADMISSIONS 


RICHARD  A.  SULLIVAN,  M.D.,  Medical  Director 
WILLIAM  K.  PAGE,  Executive  Director 
Telephone:  201-731-3600 


C.\ 


THE  JOURN.AI.  OF  THE  MEDIC.AL  SOCIETY  OF  NEW  JERSEY 


Creeping  waste  is  a tough 
opponent.  It  takes  advantage  of  the 
incredible  demands  of  a modern 
practice  to  slip  in  and  cause  trouble. 
The  kind  of  trouble  that  could  lead 
to  the  beginning  of  assembly  line 
medicine  and  the  end  of  the  doctor- 
patient  relationship. 

Like  you,  we  want  to  prevent 
that.  So,  in  the  coming  months. 
Blue  Shield  of  New  Jersey  will  be 
bringing  you  a number  of  Waste 
Fighters.  Ideas— some  new,  some 
merely  old  fashioned  short  cuts  you 
may  have  overlooked.  All  of  them 
are  aimed  at  making  the  fight  easier. 

It’s  just  another  aspect  of  Blue 
Shield’s  long  alliance  with  New 
Jersey  medical  men.  This  is  the  kind 
of  effort  that  enables  Blue  Shield 
and  over  seven  thousand  participat- 
ing physicians  to  offer  New 
Jerseyites  the  best  value  in  pre- 


payment plans  for  doctor  care.  And 
because  of  our  low  administrative 
costs  and  the  fact  that  we’re  non- 
profit, doctors  benefit  too.  More  of 
the  premium  dollar  goes  to  you 
through  Blue  Shield  than  through 
any  other  type  of  medical  insurance. 

Whether  you  participate  or  not— 
join  in  the  fight  against  waste  by 
checking  out  our  Waste  Fighters  in 
the  months  ahead. 

BLUE  SHIELD. 

Medical-Surgical  Plan  of  New  Jersey 
(New  Jersey  Blue  Shield  Plan) 

500  Broad  Street,  Newark 

Fight  wutB. 

Help  keep  privete  medicine  privet  e. 


lingjin-pharmaceuticals  created  for  your  specialized  clinical  nee^ 


en  Cerebrovascular  Disturbances  occui 


...with  episodes  of  vertigo, 
headaehe,  eonfiision,  sensory  loss, 
slurred  speeeh,  eonsider 


VASOMLAN 


SOXSUPRINE  HC 


to  help  relieve  symptoms  by 
preventing  vasospasm  and 
inereasing  eerebral  blood  flow 


LABORATORI ES 


Mgh  not  all  clinicians  agree  on  the  value  ol  vasodilators  in  vascular  disease,'  several  mvestigators'^^^  have  reported  tavorabty  on  the  ellects  ol 
suprine  on  cerebral  blood  How.  Efiects  have  been  demonstrated  both  by  objective  measurement^'^  and  observation  ol  clinical  improvement.^-'' 
cations:  Cerebrovascular  insufficiency,  arteriosclerosis  obliterans,  diabetic  vascular  diseases,  thromboangiitis  obliterans  (Buerger's  disease), 
laud’s  disease,  pqstphlebitic  conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities  (arteriosclerotic,  diabetic,  thrombotic), 
(position:  VASODILAN  tablets,  isoxsuprine  hydrochloride  10  mg.  Dosage:  Oral— 10  to  20  mg.  (1  or  2 tablets)  t.i.d.  or  q.i.d.  Contraindications 
Cautions:  There  are  no  known  contraindications  to  recommended  oral  dosage.  Do  not  give  immediately  postpartum  or  in  the  presence  of  arterial 
ding.  Side  Effects:  Occasional  palpitation  and  dizziness  can  usually  be  controlled  by  dosage  reduction.  As  intramuscular  administration  of  10 
or  more  may  cause  brief  hypotension  and  tachycardia,  single  intramuscular  doses  exceeding  this  amount  are  not  recommended.  Oomplete 
ils  available  in  product  brochure  from  Mead  Johnson  Laboratories  References:  (1)  Fazekas,  J.  F.;  Alman,  R.  W.;  Ticktin,  FI.  E.;  Ehrmantraut, 
!.,  and  Savarese,  0.  J.:  Angiology  75.-No.  2 (Feb.)  1964.  (2)  Florton,  G E.,  and  Johnson,  P C.,  Jr.:  Angiology  75:70-74  (Feb.)  1964.  (3)  Clarkson, 
, and  LePere,  D M ■ Angiology  77:190-192  (June)  1960  (4)  Dhrymiotis.  A D , and  Whittier,  J R.:  Current  Therapeutic  Research  4:124-128  (April) 
! (5)  Whittier.  J R.'  Angiology  75:82-87  (Feb  ) 1964  © isss  mead  jomnson  a company  . evansvilee.  Indiana  47721 
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NJB 


PUT  YOUR  TRUST  IN 


Available  to  physicians  and  their  attorneys  at  NJB  is  a complete  range  of  estate 
and  personal  trust  services,  including  investment  guidance  and  custody  of 
securities.  Our  highly-trained  specialists  have  the  knowledge  and  know-how 
required  to  effect  long-range  plans,  and  the  experience  necessary  for  the  prudent 
and  profitable  management  of  other  people’s  property.  ■ Should  you  be 
interested  in  any  of  our  Trust  or  Investment 


The  Medical  Society  of  New  Jersey 

Loss  Control  Program 
ENDORSED  LIABILITY  POLICIES 

Professional  Liability  for  physicians,  partnerships,  hospital  emergency-room  groups,  and 
employed  nurses,  technicians,  or  aides. 

Professional  Premises  Liability  which,  when  placed  with  the  same  company  insuring  pro- 
fessional liability,  eliminates  the  possibility  of  controversy  when  a patient  is  in- 
jured on  the  premises. 

Personal  Catastrophe,  commonly  known  as  Excess  Liability  or  Umbrella  coverage,  with 
protection  of  an  additional  $1,000.00  over  other  insurance  such  as  automobile, 
home,  sports,  personal,  professional  acts,  and  professional  premises  liabilities.  It 
also  covers  uninsured  liabilities,  with  a minimum  deductible  of  $250.00  applying 
only  to  uninsured  liabilities. 

Libel,  Slander,  Defamation  of  Character  coverage  for  officers,  employees,  and  committee 
members  of  medical  societies. 

BROAD  PROTECTION— SECURITY— CONTINUITY  OF  COVERAGE 

Employers  Insurance  of  Wausau  Joseph  A.  Britton 

Underwriter  M.S.N.J.  Official  Broker 

JOSEPH  A.  BRITTON  AGENCY 

15  South  Munn  Avenue,  East  Orange,  New  Jersey  07018  (201)  • 673-3060 


heavenly  relief 
for  unearthly  cou^h 


Benyliri 

EXPECTORAIVT 


7 


Each  fluidounce  contains:  80  mg. 
Benadryl^  ( diphenhydramine 
hydrochloride,  Parke-Davis); 
12  grains  ammonium  chloride; 

5 grains  sodium  citrate; 
2 grains  chloroform;  1/10  grain 
menthol;  and  5%  alcohol. 
An  antitussive  and  expectorant  for 
control  of  coughs  due  to  colds  or 
of  allergic  origin,  BENYLIN 
EXPECTORANT  is  the  leading 
cough  preparation  of  its  kind. 
BENYLIN  EXPECTORANT 
tends  to  inhibit  cough  reflex... 
soothes  irritated  throat  membranes. 

And  its  not-too-sweet,  pleasant 
raspberry  flavor  makes  BENYLIN 
EXPECTORANT  easy  to  take. 
PRECAUTIONS:  Persons  who 
have  become  drowsy  on  this  or 
other  antihistamine-containing 
drugs,  or  whose  tolerance  is  not 
known,  should  not  drive  vehicles 
or  engage  in  other  activities  re- 
quiring keen  response  while  using 
this  preparation.  Hypnotics,  seda- 
tives, or  tranquilizers  if  used  with 
BENYLIN  EXPECTORANT 
should  be  prescribed  with  caution 
because  of  possible  additive  effect. 
Diphenhydramine  has  an  atro- 
pine-like action  which  should  be 
considered  when  prescribing 
BENYLIN  EXPECTORANT 
ADVERSE  REACTIONS:  Side 
reactions  may  affect  the  nervous, 
gastrointestinal,  and  cardiovascu- 
lar systems.  Drowsiness,  dizziness, 
dryness  of  the  mouth,  nausea,  ner- 
vousness, palpitation,  and  blurring 
of  vision  have  been  reported.  Al- 
lergic reactions  may  occur. 
PACKAGING:  Bottles  of  4 oz., 
1 6 oz.,  and  1 gal. 
Parke,  Davis  & Company 
Detroit,  Michigan  48232 


PARKE-DAVIS 
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Appearances  may  be  deceiving 


It  may  be  tetracycline 
but  it’s  not  ACHROMYCIN  V 

Tetracycline  HCI 

unless  it  bears  this  signature. 


250  mg.  and  100  mg.  capsules 


Contraindications:  Hypersensitivity  to  tetracyclines. 

Warning:  In  renal  impairment,  since  liver  toxicity  is  possible, 
lower  doses  are  indicated;  during  prolonged  therapy 
consider  serum  level  determinations.  Photodynamic 
reaction  to  sunlight  may  occur  in  hypersensitive  persons. 
Photosensitive  individuals  should  avoid  exposure; 
discontinue  treatment  if  skin  discomfort  occurs. 

Precautions:  Nonsusceptible  organisms  may  overgrow;  treat 
superinfection  appropriately.  Tetracycline  may  form  a 
stable  calciurp  complex  in  bone-forming  tissue  and  may 
cause  dental  staining  during  tooth  development  (last  half  of 
pregnancy,  neonatal  period,  infancy,  early  childhood). 


Side  Effects:  Gastrointestinal— anorexia,  nausea, 
vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  S/c/n— maculopapular  and  erythematous  rashes; 
exfoliative  dermatitis;  photosensitivity;  onycholysis,  nail 
discoloration.  /C/dney— dose-related  rise  in  BUN. 
Hypersensitivity  reactions— urticaria,  angioneurotic  edema, 
anaphylaxis,  /nfracran/a/— bulging  fontanels  in  young 
infants.  Teefh— yellow-brown  staining;  enamel  hypoplasia, 
fi/ood— anemia,  thrombocytopenic  purpura,  neutropenia, 
eosinophilia.  L;Ver— cholestasis  at  high  dosage. 

Upon  adverse  reaction,  stop  medication  and  treat 
appropriately. 


LEDERLE  LABORATORIES 
A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York  10965 


530-9 


symptoms  of  mixed  anxiety-depression  are  rarely  clear-cii 
but  they  are  often  a clear  indication  for 

Mellarir 

(thioridazine) 

25  mg.  t.i.d. 

effective  in  mixed  anxiety-depression  and  in  moderate  to  severe  anxiety 


Before  prescribing  or  administering,  see  Sandoz 
literature  for  full  product  information,  including 
adverse  reactions  reported  with  phenothiazines.  The 
following  is  a brief  precautionary  statement. 
Contraindications:  Severe  central  nervous  system 
depression,  comatose  states  from  any  cause,  hyper- 
tensive or  hypotensive  heart  disease  of  extreme  degree. 

Warnings:  Administer  cautiously  to  patients  who  have 
previously  exhibited  a hypersensitivity  reaction  (e.g., 
blood  dyscrasias,  jaundice)  to  phenothiazines.  Pheno- 
thiazines are  capable  of  potentiating  central  nervous 
system  depressants  (e.g.,  anesthetics,  opiates,  alcohol, 
etc.)  as  well  as  atropine  and  phosphorus  insecticides. 
During  pregnancy,  administer  only  when  necessary. 

Precautions:  There  have  been  infrequent  reports  of 
leukopenia  and/or  agranulocytosis  and  convulsive 
seizures.  In  epileptic  patients,  anticonvulsant 
medication  should  also  be  maintained.  Pigmentary 
retinopathy  may  be  avoided  by  remaining  within  the 
recommended  limits  of  dosage.  Administer  cautiously 
to  patients  participating  in  activities  requiring 
complete  mental  alertness  (e.g.,  driving).  Orthostatic 
hypotension  is  more  common  in  females  than  in  males. 
Do  not  use  epinephrine  in  treating  drug-induced 
hypotension.  Daily  doses  in  excess  of  300  mg.  should 
be  used  only  in  severe  neuropsychiatric  conditions. 


Adverse  Reactions:  Central  Nervous  System- 
Drowsiness,  especially  with  large  doses,  early  in 
treatment;  infrequently,  pseudoparkinsonism  and 
other  extrapyramidal  symptoms;  nocturnal  confusion, 
hyperactivity,  lethargy,  psychotic  reactions, 
restlessness,  and  headache.  Autonomic  Nervous 
System— Dryness  of  mouth,  blurred  vision,  constipation, 
nausea,  vomiting,  diarrhea,  nasal  stuffiness,  and  pallor. 
Endocrine  System— Galactorrhea,  breast  engorgement, 
amenorrhea,  inhibition  of  ejaculation,  and  peripheral 
edema.  S/c/n— Dermatitis  and  skin  eruptions  of  the 
urticarial  type,  photosensitivity.  Cardiovascular 
System— Changes  in  the  terminal  portion  of  the 
electrocardiogram  have  been  observed  in  some 
patients  receiving  the  phenothiazine  tranquilizers, 
including  Mellaril  (thioridazine).  While  there  is  no 
evidence  at  present  that  these  changes  are  in  any  way 
precursors  of  any  significant  disturbance  of  cardiac 
rhythm,  several  sudden  and  unexpected  deaths 
apparently  due  to  cardiac  arrest  have  occurred  in 
patients  previously  showing  electrocardiographic 
changes.  The  use  of  periodic  electrocardiograms  has 
been  proposed  but  would  appear  to  be  of  questionable 
value  as  a predictive  device.  Other- 
case  described  as  parotid  swelling. 
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A single 


Our  secret  formula  has  been  handed 
down  from  generation  to  generation. 


The  Guernseys  know  it.  So 
do  the  Holsteins.  The  Jerseys. 
The  Brown  Swiss.  And  a few 
more  of  the  finest  families  of  the 
land.  They  know  the  secret.  But, 
they’re  not  telling. 

What  we  can  tell  you  is  that 
not  enough  people  know  about 
the  nutritional  benefits  of  real 
milk  and. the  other  dairy  foods. 

Sure,  most  mothers  know  milk 
is  good  for  children.  But  it 
shouldn’t  stop  there.  They  should 
know  that  dairy  foods  provide 
over  75%  of  the  calcium  in  the 
American  food  supply.  Calcium 
for  strong  bones  and  teeth. 

And,  too,  that  a balanced 
diet  of  meat,  breads  and  cereals, 
fruits  and  vegetables  and 
dairy  foods  is  essential  to 
everyday  health. 

Who’  s going  to  tell  people? 


We  hope  it’s  you.  Because 
as  a professional,  more  people 
will  listen  to  you. 

If  you  need  more  information, 
we  can  help.  We  have  complete 
materials  that  detail  milk’s  role 
in  nutrition. 

Mak  ing  the  milk  is  the  cow’s 
business.  Making  milk  part  of 
man’s  diet,  that’s  where  you 
can  help. 


Mili: 

Dairy  Council  of  Northern  New  Jersey 

172  Halsted  Street 

Cast  Orange,  New  Jersey  07019 

Name 

Position 

Address 

City 

State Zip 


INTRODUCING  PRBt 


A UNIQUE  PRACTICE  ANALYSIS  AND  COMPUTERIZED  BILLING  SYSTEM  ): 

PRN  is  designed  to  streamline  the  business  side  of  your  practice. 

PRN  reduces  paperwork,  eliminates  time-consuming  office  pro- 
cedures, cuts  clerical  costs,  and  speeds  up  collections  without  chang- 
ing the  patient-physician  relationship.  In  addition,  PRN  provides 
information  that  you  have  not  had  available  before.  The  System 
helps  you  to  analyze  your  practice  by  giving  you  a clear  picture  of 
your  profit  structure. 

PRN  is  a totally  dependable,  accurate,  and  continuous  System  per- 
fected by  the  B.  D.  Data  Processing  Corp.,  a firm  that  has  been  in 
the  computer  field  for  over  a decade.  It  is  the  same  firm  that  offers 
TIPTOP®,  the  largest  nationwide  computerized  charge  account  sys- 
tem designed  for  pharmacists.  The  identical  modern  computer  system 
that  is  responsible  for  TIPTOP  is  your  assurance  that  PRN  will  func- 
tion at  100%  efficiency  for  you  no  matter  how  big  or  complex  your 
practice.  And  it  will  function  without  interruption ! 

A special  brochure  has  been  prepared  that  details  the  workings  and 
advantages  of  the  PRN  System.  It  is  in  the  mails  now.  Should  you 
not  receive  your  free  copy  in  a few  days,  write  or  telephone  B.  D. 

Data  Processing.  There  is  absolutely  no  ot)ligation. 

B.  D.  DATA  PROCESSING  CORP/ 

1040  Route  46,  Clifton,  N.J.  07013  • (201)  778-5656 

*A  Bergen  Brunswig  Company 


Inner  Sites... 


In  Cystitis. ..Azo  Gantanol® 
focuses  analgesic-antibacterial 
activity  where  it  counts 


The  mucosa: 
specific  analgesia 
usually  within  30  minutes 


Azo  (phenazopyridine  HCI)  ef- 
fects specific  mucosal  analgesia, 
relieving  the  dysuria,  discomfort 
and  burning  which  are  virtually 
always  a part  of  acute  urinary 
tract  infections. 


Blood  and  urine: 
therapeutic  antibacterial 
levels  within  2 hours 
for  up  to  12  hours 


Cantanol  (sulfamethoxazole)  pro- 
duces prompt  and  prolonged 
therapeutic  levels,  in  both  blood 
and  urine,  with  convenient  b.i.d. 
dosage.  Clinical  response  is  usu- 
ally obtained  within  24  to  48 
hours.  The  wide  antibacterial 
spectrum  of  Cantanol  includes 
E.  coli  and  a variety  of  other 
susceptible  gram-negative  and 
gram-positive  pathogens  in  uri- 
nary tract  infections. 


Interstitial  fluids: 
ready  diffusion  of 
antibacterial 


Cantanol  (sulfamethoxazole)  is 
readily  diffused  into  interstitial 
fluids  to  provide  efficient  anti- 
bacterial activity  at  foci  of  infec- 
tion. This  distribution,  plus  con- 
tinuous antibacterial  levels  in 
blood  and  urine,  has  afforded 
effectiveness  in  the  majority  of 
infections  in  which  it  has  been 
used. 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Urinary  tract  infections  with 
associated  pain  or  discomfort  when  due 
to  susceptible  organisms;  prophylacti- 
cally  in  urologic  surgery,  catheterization 
and  instrumentation. 

Contraindicated  in  sulfonamide-sensitive 
patients,  pregnant  females  at  term,  pre- 
mature infants,  newborn  infants  during 
the  first  three  months  of  life,  glomerular 


Roche 

LABORATORIES 

Division  of  Hoffmann  - La  Roche  Inc. 
Nutley,  New  Jersey  07110 


nephritis,  severe  hepatitis,  uremia  and 
pyelonephritis  of  pregnancy  with  gastro- 
intestinal disturbances. 

Warnings:  Use  only  after  critical  appraisal 
in  patients  with  liver  damage,  renal  dam- 
age, urinary  obstruction  or  blood  dys- 
crasias.  if  toxic  or  hypersensitivity 
reactions  or  blood  dyscrasias  occur,  dis- 
continue therapy.  In  closely  intermittent 
or  prolonged  therapy,  blood  counts  and 
liver  and  kidney  function  tests  should  be 
performed. 

Precautions:  Observe  usual  sulfonamide 
therapy  precautions  including  mainte- 
nance of  an  adequate  fluid  intake.  Use 
with  caution  in  patients  with  histories  of 
allergies  and/or  asthma.  Patients  with 
impaired  renal  function,  should  be  fol- 
lowed closely  since  renal  impairment 


may  cause  excessive  drug  accumulation. 
Occasional  failures  may  occur  due  to 
resistant  microorganisms.  Not  effective 
in  virus  and  rickettsial  infections. 

Adverse  Reactions:  Headache,  nausea, 
vomiting,  urticaria,  diarrhea,  hepatitis, 
pancreatitis,  blood  dyscrasias,  neurop- 
athy, drug  fever,  skin  rash,  Stevens- 
johnson  syndrome,  injection  of  the  con- 
junctiva and  sclera,  petechiae,  purpura, 
hematuria  or  crystalluria  may  occur,  in 
which  case  the  dosage  should  be  de- 
creased or  the  drug  withdrawn. 

Azo  Cantanol* 

(Each  tablet  contains  0.5  Cm  sulfamethoxazole 
and  1,00  mg  phenazopyridine  HCI.) 
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T>Roniacol 
Tlmespan 

(nicotinyl  alcohol  tartrate) 


■I'- 


/! 


Because  peripheral  vasodilati 
is  needed  now... 
and  must  often  be  continue 


Roniacol  Timespan  (nicotinyl  alcohol  tartrate) 
can  make  a significant  contribution  to  effective 
treatment  of  peripheral  vascular  disorders.  It  is 
directed  specifically  toward  improvement  of 
peripheral  blood  flow,  relief  of  ischemic  symp- 
toms, and  the  long-term  management  of  these 
conditions. 

Specific  pharmacologic  action— Roniacol  (nico- 
tinyl alcohol)  acts  selectively  by  relaxing 
smooth  muscle  of  peripheral  blood  vessels. 
Onset  of  action  is  smooth  and  gradual,  rarely 
causing  severeflushing. 

Relative  freedom  from  side  effects— Side  effects 


that  may  occur  occasionally  with  Roniac 
seldom  require  discontinuation  of  thera 


\ 


Prolonged,  continuous  drug  release— Pr( 

longed  peripheral  vasodilation  is  provid 
sustained-release  Roniacol  Timespan  (ni 
alcohol  tartrate)  Tablets.  Part  of  the  drug 
comes  available  immediately,  the  remaii 
continuously  over  a period  of  up  to  12  h 
and  dilation  of  constricted  peripheral  ve 
usually  maintained.  Thus,  with  a singled 
medication,  patients  can  enjoy  the  bene 
increased  peripheral  blood  flow  in  ische 
extremities  for  up  to’12  hours. 


looth  peripheral  vasodilation  from  initial 

sage... extended  with 

iple^  well-tolerated^  b.i.d.  dosage 


rolonged  action  of  Roniacol  Timespan 
tinyl  alcohol  tartrate)  together  with  its 
benefits  offer  a therapeutically  practical 
ure  in  the  long-term  management  of 
heral  vascular  disease-advantages 
iaily  important  for  older  patients. 

e prescribing,  please  consult  complete 
JCt  information,  a summary  of  which 
vs: 

itions:  Conditions  associated  with 
ent  circulation;  e.g.,  peripheral  vascular 
56,  vascular  spasm,  varicose  ulcers, 

)ital  ulcers,  chilblains,  Meniere's  syn- 
e and  vertigo. 


Caution:  Roche  Laboratories  endorses  caution 
in  the  administration  of  any  therapeutic  agent 
to  pregnant  patients. 

Side  Effects:  Transient  flushing,  gastric 
disturbances,  minor  skin  rashes  and  allergies 
may  occur  in  some  patients,  seldom  requiring 
discontinuation  of  the  drug. 

Dosage:  1 or  2 Timespan  Tablets— 150  mg 
nicotinyl  alcohol  in  the  form  of  the  tartrate 
salt— bottles  of  50  and  500. 

sraRoche 

LABORATORIES 

Division  of  Hoffmann  - La  Roche  Inc. 

Nutley,  New  Jersey  07110 

Art  is  a conception  of  peripheral  vasodilation. 


A once-popular  treatment  for  back  pains 
was  to  have  the  seventh  son  of  a seventh  son 
stand  or  walk  on  the  patient's  back. 


For  headache,  a sovereign  remedy  was 
to  wear  a snakeskin  round  one's  head. 


The  pain  of  earache  was  allegedly  re 
by  holding  a hot  roasted  onion  to  the  ( 


A realistic 
approach 

to  pain 
relief 


‘Empirin’* 

Compound  with  Codeine 
Phosphate  gr.  1/2  No.  3 

Each  tablet  contains: 

Codeine  Phosphate  gr.  1/2  (Warning- 
May  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 

Aspirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

keeps  the  promise 
of  pain  relief 


'B.W.  & Co.'  narcotic  products  are 

Class  "B",  and  as  such  are  available  on  oral 

prescription,  where  State  law  permits. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
4 1\ickahoe,  N.Y. 


cougtiing 
is  not  a harmless 

privilege  — Current  Therapy  1967,  ed.  by  Conn,  H.  F.,  P.  88 — 


if  coh 

serv^i  ho  u 
purpose 


0f  Hydrocodone  and  Phenyltoioxamine) 

■ ‘ • -rif!  « ♦ if  works 

(usually 

' V'.  - . ..for  lOtolZ 


Hours*) 


rv0gmx  suspension/tablets:  Each  teaspoonful  (5  cc. ) or 
tablet  of  TpSSIONEX  contains  5 mg.  hydrfxxKione  (Warning: 

May  behabit-fonning)  and  10  mg.  phenyltoioxamine,  both  as  cation 
exchange  resin  complexes  of  sulfonated  polystyrene. 

Class  p parcotic  — oral  Rx  where  state  laws  permit. 


mDiCATloriS^  Coughs  associated  with  respiratory  infections 
including  chronic  sinusitis,  colds,  influenza,  bronchitis,  and  cough 
resulting  from  measles,  pulmonary  tuberculosis,  bronchiectasis, 

, and  bronchogenk  carcinoma. 

♦ibosAGE:  Adults:  1 teaspoOnftil  (5  cc.)"  or  tablet  every  8-12  hours. 
Children.' Under  1 year:  1/4  teaspocmful  every  12  hours. 

From  1-5  years:  1/2  teaspoonful  every  12  hours.  Over  5 years: 

I teaspoonftil«eveigir;12  hours. 

SIDE  EPPii^i:  May'i^lude  mild  constipation,  nausea,  facial 
pruritus,  or  drowsme#/ 

F^^'complete  detailed:h^)rmatip  refer  to  package  insert  or 
d^cial  brochure"  / _ 


StR^nbmgh  Divisioi 

\?£^ace;^  TieraailJnG.,  Rochester, 


hiyob  Inbadul 

His  heart  tells  him  he’s  an  invalid. 

You  know  he’s  not. 


Photograph  professionally  posed. 


VirUi  III  ail  lu  19  • ■ ii9iv.^iy  wi  ocuoiiiviiy  iw  • i icpii^uai  i »aic. 

Important  Precautions:  Carefully  supervise  dose  and 
amounts  prescribed,  especially  for  patients  prone  to 
overdose  themselves.  Excessive  prolonged  use  has  been 
reported  to  result  in  dependence  or  habituation  in  suscep- 
tible persons,  as  alcoholics,  ex-addicts,  and  other  severe 
psychoneurotics.  After  prolonged  excessive  dosage, 
reduce  dosage  gradually  to  avoid  possibly  severe  withdrawal 
reactions.  Abrupt  discontinuance  of  excessive  doses  has 
sometimes  resulted  in  epileptiform  seizures. 

Warn  patients  of  possible  reduced  alcohol  tolerance,  with 
resultant  slowing  of  reaction  time  and  impairment  of 
judgment  and  coordination. 

Reduce  dose  if  drowsiness,  ataxia  or  visual  disturbance 
occurs;  if  persistent,  patients  should  not  operate  vehicles 
or  dangerous  machinery. 

Side  Effects  include  drowsiness,  usually  transient;  if 
persistent  and  associated  with  ataxia,  usually  responds  to 
dose  reduction;  occasionally  concomitant  CNS  stimulants 
(amphetamine,  mephentermine  sulfate)  are  desirable. 
Allergic  or  idiosyncratic  reactions  are  rare,  but  such 
reactions,  sometimes  severe,  can  develop  in  patients 
receiving  only  1 to  4 doses  who  have  had  no  previous 
contact  with  meprobamate.  Previous  history  of  allergy  may 
or  may  not  be  related  to  incidence  of  reactions.  Mild 
reactions  are  characterized  by  itchy  urticarial  or 
erythematous  maculopapular  rash,  generalized  or  confined 
to  groin.  Acute  nonthrombocytopenic  purpura  with 
cutaneous  petechiae,  ecchymoses,  peripheral  edema  and 
fever  have  been  reported.  One  fatal  case  of  bullous 
dermatitis  following  intermittent  use  of  meprobamate  with 
prednisolone  has  been  reported.  If  allergic  reaction 
occurs,  meprobamate  should  be  stopped  and  not 
reinstituted.  Severe  reactions,  observed  very  rarely,  include 
angioneurotic  edema,  bronchial  spasms,  fever,  fainting 
spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis. 


iety  is  expected  in  the  cardiovascular  patient, 
tie  may  even  be  desirable. 

when  anxiety  is  exaggerated  . . . when  it 
■feres  with  sleep  . . . when  it  aggravates 
iovascular  symptoms,  your  help  may 
eeded. 

jrally,  you’ll  want  to  reassure  the  patient, 

perhaps  prescribe  Equanil  (meprobamate) 
djunctive  therapy.  It  helps  relieve  anxiety 
tension  specifically,  yet  gently. 

ost  15  years'  use  has  shown  that  Equanil 
lUally  well  tolerated  as  well  as  effective. 

! effects  are  generally  limited  to  transient 
vsiness;  serious,  therapy-interrupting 
effects  are  rare. 


stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat 
symptomatically  as  with  epinephrine,  antihistamine  and 
possibly  hydrocortisone.  Aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis  and  hemolytic 
anemia  have  occurred  rarely,  almost  always  in  presence  of 
known  toxic  agents.  A few  cases  of  leukopenia,  usually 
transient,  have  been  reported  on  continuous  administration. 
Meprobamate  may  sometimes  precipitate  grand  mal 
attacks  in  patients  susceptible  to  both  grand  and  petit  mal. 
Extremely  large  doses  can  produce  rhythmic  fast  activity 
in  the  cortical  pattern.  Impairment  of  accommodation  and 
visual  acuity  has  been  reported  rarely.  After  excessive 
dosage  for  weeks  or  months,  withdraw  gradually  (1  or  2 
weeks)  to  avoid  recurrence  of  pretreatment  symptoms 
(insomnia,  severe  anxiety,  anorexia).  Abrupt  discontinuance 
of  excessive  doses  has  sometimes  resulted  in  vomiting, 
ataxia,  tremors,  muscle  twitching  and  epileptiform 
seizures.  Prescribe  very  cautiously  and  in  small  amounts 
for  patients  with  suicidal  tendencies.  Suicidal  attempts 
have  resulted  in  coma,  shock,  vasomotor  and  respiratory 
collapse  and  anuria.  Excessive  doses  have  resulted  in 
prompt  sleep;  reduction  of  blood  pressure,  pulse  and 
respiratory  rates  to  basal  levels;  and  occasionally 
hyperventilation.  Treat  with  immediate  gastric  lavage  and 
appropriate  symptomatic  therapy.  (CNS  stimulants  and 
pressor  amines  as  indicated.)  Doses  above  2400  mg. /day 
are  not  recommended. 

Composition:  Tablets,'200  mg.  and  400  mg.  meprobamate. 
Coated  Tablets,  WYSEALS®  EQUANIL  (meprobamate) 

400  mg.  (All  tablets  also  available  in  REDIPAK®  [strip 
pack],  Wyeth.)  Continuous-Release  Capsules, 

EQUANIL  L-A  (meprobamate)  400  mg. 

Wyeth  Laboratories  Philadelphia,  Pa. 

Equanif 

(meprobamate) 


Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Pbospbate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphata 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine,  300  mg.;  sodium  acid  phosphate,  500  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 


william  P.  POYTHRESS  & COMPANY.  INC..  RICHMOND.  VIRGINIA  23217 


Ornade® 


Prompt  relief  from  nasal  congestion  and  hypersecretion  due  to  colds. 

Before  prescribing,  see  complete  prescribing  information  in  SK&F  literature  or  PDR. 
Contraindications:  Glaucoma,  prostatic  hypertrophy,  stenosing  peptic  ulcer,  pyloroduodenal  or 
bladder  neck  obstruction. 

Precautions:  Use  cautiously  in  the  presence  of  hypertension,  hyperthyroidism,  coronary  artery 
disease,  warn  vehicle  or  machine  operators  of  possible  drowsiness. 

Usage  in  Pregnancy:  Use  in  pregnancy,  nursing  mothers  and  women  who  might  bear  children  only 
when  potential  benefits  have  been  weighed  against  possible  hazards. 

Note:  The  iodine  in  isopropamide  iodide  may  alter  PBI  test  results  and  will  suppress  I”'  uptake; 
discontinue  ’Ornade'  one  week  before  these  tests. 

Adverse  Reactions : Drowsiness  : excessive  dryness  of  nose,  throat  or  mouth  , nervousness  : 
insomnia  Other  known  possible  adverse  reactions  of  the  individual  ingredients . nausea,  vomiting, 
diarrhea,  rash,  dizziness,  fatigue,  tightness  of  chest,  abdominal  pain,  irritability,  tachycardia, 
headache,  incoordination,  tremor,  difficulty  in  urination.  Thrombocytopenia,  leukopenia  and 
convulsions  have  been  reported. 

Supplied  : Bottles  of  50  capsules. 


One  capsule  q12h  for  round-the-clock  relief 


Trademark  Each  capsule  contains  8 mg.  of  Teldrin'®'  (brand  of 
chlorpheniramine  maleate)  , 50  mg.  of  phenylpropanolamine 
hydrochloride,  2 5 mg.  of  isopropamide,  as  the  iodide. 


Ornade 
Spansule®  capsules 


brand  of  sustained  release  capsules 


Smith  Kline  & French  Laboratories 
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Each  5 cc.  contain 
erythromycin  estolate 
equivalent  to  250  mg. 
erythromycin  base. 
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Each  5 cc.  contain 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


Each  tablet  contains 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


When  mi) 
each  5 cc 
estolate  c 
erythromj 


€ 


When  mixed  as 
directed,  each  cc. 
will  contain 
erythromycin  estolate 
equivalent  to  100  mg. 
erythromycin  base. 


Each  Pulvule  contains 
erythromycin  estolate 
equivalent  to  250  mg. 
erythromycin  base. 


Each  Pulvule®  contains 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


The  many 
forms 
of  llosone^ 

Erythromycin  Estolate 

Additional  information 
available  upon  request 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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EDITORIALS 

The  Fall  And  Rise 
Of  The  Autopsy 

When  the  seniors  among  us  were  junior  med- 
ical students,  the  autopsy  was  a prime  and 
glamorous  educational  tool.  In  spite  of  the 
morbidity  of  the  subject,  a kind  of  romantic 
image  clung  to  it.  Eager  doctors  of  all  ages 
crowded  around  the  postmortem  table,  and 
the  officiating  pathologist  dug  deep  and  came 
out  with  an  organ.  And  there,  for  all  to  see, 
was  the  mysterious  lesion,  the  disorder  that 
the  clinicians  had  missed!  It  practically  called 
for  applause.  And  in  the  1920s  and  1930s,  in 
many  a hospital,  the  loud-speaker  called  for 
Dr.  Mortimer  Post  or  the  electronic  call  board 
flashed  13,  summoning  all  interns,  residents, 
and  available  attendings  to  the  autopsy  room. 

Time,  alas,  has  rubbed  much  of  the  glamor 
off  this  picture.  For  the  most  part,  autopsies 
are  now  conducted  with  a small  gallery,  or 
indeed,  with  no  on-lookers  at  all.  The  sophis- 
ticated clinician  says  that  really  significant 
lesions  are  visible  only  by  microscope,  so  that 
the  pathologist  isn’t  going  to  pull  any  visible 
rabbits  out  of  that  hat.  Anyway,  most  of  the 
time  we  know  the  cause  of  death  without  a 
postmortem.  (Malignancy,  or  cardiovascular 
disease,  that’s  what).  So  the  once  dramatic  art 
of  the  public  postmortem,  the  craft  of  con- 
founding the  clinician  appears  to  have  be- 
come less  exacting  and  less  exciting. 

But  slowly  some  second,  or  third,  thoughts  are 
developing  about  the  necropsy.  In  the  first 
place,  the  accuracy  scores  of  many  able 
clinicians  are  not  what  they  should  be.  So  far, 
no  computer,  no  clinical  hunch,  no  test  in  the 
clinical  laboratory,  has  come  near  to  matching 
the  postmortem  in  spelling  out  the  exact  diag- 
nosis. Such  new  activities  as  organ  transplants 
and  their  failures  have  lent  a special  value  to 
autopsies.  Then,  too,  the  museum  of  anatomic 
and  pathologic  material  still  remains  as  the 
world’s  most  ^■aluable  goldmine  for  corre- 


lating disease  with  clinical  symptoms.  And 
the  research  opportunities  of  the  autopsy  are 
staggering. 

One  wonders  if  some  of  the  drifting  away 
from  interest  in  autopsies  is  not  due  to  the 
habit  so  many  hospitals  have  of  tucking  the 
“post”  room  into  a cellar  as  if  they  w'ere 
ashamed  of  it.  Why  not  do  autopsies  in  a 
centrally  placed  chamber  in  the  mainstream 
of  hospital  traffic?  Why  not  schedule  these 
examinations  at  hours  of  maximum  staff  con- 
venience? An  appointment  system  for  post- 
mortems may  sound  silly  — but  why  not? 
When  all  is  said  and  done,  if  the  undertaker 
is  the  last  man  to  let  us  down,  surely  the 
pathologist  — let’s  call  him  the  autopsy  sur- 
geon — should  have  the  last  word.  Although 
the  metaphor  sounds  a bit  strained,  we  sug- 
gest that  the  necropsy  is  due  for  a renaissance. 


The  End  Of  Learning? 

When  the  chief  reached  the  age  of  65,  they 
gave  him  a dinner  on  his  retirement  from 
active  hospital  service  (and  his  eligibility  for 
Medicare)  . It  occurred  to  his  50  year  old  as- 
sociate, that  the  chief  really  wasn’t  going  to 
learn  much  from  here  on  in.  Suppose  they 
did  give  a course  on  medicine  for  the  space 
age  (or  the  special  medical  requirements  of 
men  on  the  moon)  would  the  chief  have  the 
interest  or  ability  to  learn,  in  real  depth, 
about  the  effect  of  lessened  gravity  on  the  pH 
of  the  circulation  of  the  blood?  The  chief 
knew  he  would  never  get  out  of  the  20th 
century  alive. 

The  chief  was  in  one  of  the  surgical  special- 
ties, but  he  had  to  retire  from  active  operating 
room  work  and  would  never  again  stand  at 
the  number  one  position  at  the  table.  So  why 
should  he  learn  a neu’  way  of  anastomosing 
blood  vessels?  He’d  never  use  it.  Could  he 
learn  about  the  “effects  of  changes  in  electro- 
lytic fluid  balance  on  osmotic  pressures  with- 
in the  renal  tubules?”  Or  the  “deeper  micro- 
physiology of  immunologic  reactions  with  ref- 
erence to  organ  transplants?” 
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Could  a doctor  at  the  end  ot  a busy  career  ot 
active  practice  learn  new  things  like  that? 
I'he  answer  is:  you  bet  he  can.  It  means  read- 
ing a lot,  going  to  medical  meetings,  listen- 
ing to  the  speakers  instead  of  swapping  nostal- 
gic anecdotes  in  the  lobby  and  even  digging 
in  and  doing  a lot  of  studying.  But  the  intel- 
ligence and  experience  are  there.  All  that  is 
needed  is  motivation.  The  end  of  active  hos- 
pital service  need  not  mean  the  end  of  learn- 
ing. 


Lies  Can  Save  Lives 

Every  doctor  knows  that  on  certain  occasions 
telling  the  patient  the  truth  may  plunge  him 
into  a depression,  drain  out  his  will  to  live, 
destroy  his  morale,  or  precipitate  a suicide. 
The  phrase  “to  tell  a lie”  sounds  ugly  and 
sinful.  ^Ve  prefer  to  evade  this  by  explaining 
that  the  issue  is  not  “to  tell  lies”  vs.  “not  to 
tell  lies,”  but  rather  one  of  how  much  wis- 
dom and  discretion  to  use  in  explaining  the 
truth.  Or,  it  may  be  balder  than  that.  Some- 
times the  patient  asks  a blunt  question  and 
either  the  doctor  tells  a painful  truth  or  a 
saving  — and  salving  — lie. 

You  seldom  see  any  great  controversy  on  tell- 
ing the  truth  about  heart  disease,  though 
heart  disease  kills  more  people  than  cancer. 
The  distinction  here  seems  to  be  semantic 
rather  than  medical.  We  can  speak  of  coro- 
nary episodes  in  the  past,  implying  that  they 
are  over  — “You  had  a coronary  attack,”  with 
the  emphasis  on  the  had.  But  cancer  is  always 
thought  of  in  the  present  tense.  Yet  this  need 
not  be  so.  Cancers  have  been  removed  with 
no  recurrence  and  no  metastasis.  The  number 
of  such  permanent  cures  is  increasing  every 
year.  Still  the  word  remains  — not  a label  but 
a doom. 

Here  is  a woman  with  a rodent  ulcer  of  the 
lip.  Is  this  cancer?  Yes,  it  is.  But  the  prognosis 
is  excellent  and  what  possible  good  would  it 
do  the  patient  to  tell  her  she  has  a cancer? 
The  only  criterion  of  a medical  action  is  the 
patient’s  welfare.  This  is  not  served  by  pro- 


nouncing words  of  doom  when  the  chances 
are  the  patient  will  recover  from  the  lesion. 
Tell  her  that  she  has  cancer,  and  — no  matter 
how  optimistic  and  casual  you  are  — she  will 
suffer  an  irreparable  emotional  trauma,  which 
may  lead  to  anything  from  depression  to 
suicide.  The  rodent  ulcer  used  to  be  called 
noli  me  tangere.  Perhaps  today,  noli  me  dicere 
would  be  better. 

But,  you  say,  you  have  stacked  the  argument 
by  selecting  the  one  malignancy  with  a high 
cure  rate.  The  prognosis  from  cancer  is  im- 
proving year  by  year.  Cases  with  a fair  out- 
look are  more  common.  Also,  the  number  of 
years  of  living  — not  just  vegetating,  but,  if 
you  please,  the  good  life  — after  diagnosis,  can 
be  substantial.  Every  doctor  knows  of  car- 
cinoma victims  who  have  lived  for  3 or  4 
years  and  then  died  of  coronary  attacks.  A 
person  can  (sometimes)  live  longer  with  a 
myelocytic  leukemia  than  with  some  non- 
malignant  diseases.  And  every  practitioner  can 
name  some  patients,  who,  in  all  logic,  should 
have  been  dead  three  years  ago  and  who  con- 
tinue to  survive  — sometimes  fairlv  actively  — 
as  if  there  w'ere  some  secret  well  spring  of  life 
force  somewhere  in  the  body. 

The  man  of  affairs  should  have  time  to  get  his 
business  in  order  if  death  seems  likely.  This 
can  be  tactfully  handled  by  having  such  a 
patient  reduce  his  business  activities  in  order 
to  get  the  necessary  prolonged  rest,  or  to  ac- 
complish a more  tranquil  life.  It  can  be  put 
to  him  on  that  benign  basis.  Hope  and  faith 
are  powerful  medicines.  Their  tonic  effects  on 
body  metabolism  have  often  fought  off  dis- 
ease for  many  years.  Death  always  wins  in  the 
end,  of  course.  But  our  job  as  doctors  is  not 
to  defeat  death  — none  can  do  that  — but  sim- 
ply to  postpone  his  visit.  And  here  faith,  hope, 
reassurance,  and  tranquilitv  are  our  allies.  On 
the  other  hand,  death  is  hastened  by  fear, 
demoralization,  and  hopelessness.  It  is  a sin  to 
tell  a lie;  but  a man  does  not  practice  medi- 
cine simply  to  save  his  own  soul.  He  has  a 
sworn  duty  to  help  his  patients.  So  if  the  lie 
Avill  save  lives,  let  it  be  told.  Human  life  is  so 
important  in  the  eyes  of  God,  that  surely  He 
will  forgive  so  venial  a sin  for  so  precious  a 
purpose. 
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The  plastic  surgeon  must  assess  psychological  motiva- 
tions as  well  as  physical  reasons  for  plastic  surgery. 

Psychology  Of  The 
Prospective  Plastic 
Surgery  Patient* 


Daniel  L.  Goldstein,  M.D./Hackensack 

Few  areas  in  medicine  present  a greater  inter- 
play between  psyche  and  soma  than  the  field 
of  plastic  and  reconstructive  surgery.  Physical 
deformity  has  a different  emotional  meaning 
to  each  individual.  The  same  deformity  may 
have  a different  meaning  to  different  patients 
or  to  the  individual  patient  and  to  the  treat- 
ing doctor.  Difference  in  meaning  may  play  a 
crucial  role  in  the  ability  of  the  plastic  sur- 
geon, with  his  fine  and  consummate  skill,  to 
help  a troubled  patient. 

Basic  to  the  problem  is  the  self  or  body  image 
that  the  patient  has  developed.  One’s  concept 
of  his  body  is  not  innate.  It  develops  early  in 
life  as  a result  of  a multitude  of  sensory  im- 
pulses impinging  on  the  cerebral  cortex.  From 
early  infancy,  a human  develops  a picture  of 
his  physical  being  from  visual,  tactile,  oral, 
auditory,  and  kinesthetic  senses.  Once  this  is 
established,  it  becomes  a framework  of  ref- 
erence for  him  and  acquires  profound  emo- 
tional significance.  With  the  growth  of  the 
individual  in  size  and  shape  and  with  evolv- 
ing capacities  for  intricate  motor  activities, 
the  body-image  is  continuously  modified.  The 
progressively  developed  images  of  the  body 
and  the  body  parts  remain  as  memory  traces 
within  the  nervous  system  and  reappear  in 
states  of  neurologic  dissolution  or  psychologi- 
cal regression,  as  clinical  observations  have 
demonstrated. 1 Furthermore,  the  character  or 
quality  of  the  body-image  is  also  a function  of 
one’s  socialization  experiences.  Socially  deter- 
mined qualities  begin  to  appear  with  one’s 


earliest  experiences  in  relation  to  the  signif- 
icant persons  in  family  or  home.  The  attitude 
of  the  parents  imparts  an  indelible  impres- 
sion on  the  child’s  concept  of  himself  and  his 
body.  Depending  on  the  experiences  with  the 
parents,  the  body  and  parts  may  be  conceived 
of  as  good  or  bad,  pleasing  or  repulsive,  clean 
or  dirty,  loved  or  disliked. ^ Certain  aspects  of 
body  development  tend  to  be  prized,  while 
others  are  derogated.  Strength  and  prowess 
may  be  emphasized  in  boys  and  men,  with 
major  investment  in  the  development  of 
strong  limbs.  In  a similar  manner,  aspects  of 
body-image  may  be  emphasized  as  cjualities  of 
beauty  in  girls  and  women.  Derogating  atti- 
tudes with  overcompensatory  mechanisms 
frequently  develop  to  obscure  actual  or 
fancied  defects,  if  the  child  is  made  to  feel 
that  his  body  fails  to  meet  the  expectations  of 
those  about  him.  When  families  exploit  the 
significance  of  appearance,  overevaluation 
and  reliance  upon  security  through  bodily 
beauty  follows.® 

Reactions  to  Defects 

The  attitude  of  society  toward  physical  dis- 
figurement is  generally  that  of  rejection  or  re- 
pulsion. The  deformed  child  is  rejected  on 
grounds  that  his  deformities  are  due  to  “sins 
of  the  father,”  “punishment  for  wrong  do- 
ing,” and  so  on. 

Macgregor,  et  al.*  described  several  types  of 
reactions:  (1)  denial  of  defect;  (2)  hiding  of 


• Read  before  the  Section  on  Plastic  and  Reconstruc- 
tive Surgery,  Annual  Meeting,  The  Medical  Society  of 
New  Jersey,  Atlantic  City,  May  20,  1969. 
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defect;  (3)  symbolic  denial,  as  by  encouraging 
display  but  discouraging  discussion  of  defect; 
(4)  undoing,  that  is  fostering  the  belief  that 
the  disfigurement  was  a distinction;  (5)  nor- 
mal behavior  with  open  discussion  of  the  de- 
fect and  the  realistic  concern  it  caused  parents 
and  child.  The  mother's  unconscious  anxiety 
may  communicate  itself  to  the  child.  The 
ignoring  of  the  defect  by  the  family  may  be 
felt  by  the  child  as  a derogating  attitude  on 
the  part  of  his  family.  His  rejection  by  the 
family  may  be  more  crippling  than  the  defect 
itself.  He  will  then  have  deficiencies  that  a 
plastic  surgeon  cannot  correct.  Here  the 
answer  will  have  to  be  psychiatric  interven- 
tion. 

A change  in  body-image  always  arouses  anx- 
iety in  the  patient.  Defenses  against  the  anx- 
iety include: 

(1)  It  may  be  projected  as  hostility  and  rage  toward 
others  with  a wish  that  they  too  be  deformed,  with  the 
attendant  guilt  feelings. 

(2)  Depressive  reactions  are  common  with  a fear  of 
rejection  by  others. 

(3)  The  defect  may  be  seen  as  a just  punishment  for 
wrongdoing. 

(4)  There  may  be  changes  in  the  relationship  with 
others,  such  as  withdrawal;  hostility  expressed  by 
rudeness  and  curtness;  overt  flaunting  of  the  defect, 
daring  people  to  react  to  it;  or  concealment  of  hostility 
by  being  overly  concerned  about  his  attitude  toward 
other  people. 


Evaluation  of  Prospective  Candidates 

Taylor,  et  al.^  have  stated  that  “the  favorite 
patient  of  the  plastic  surgeon  is  one  whose 
disfigurement  has  become  a major  obstruction 
to  happiness  and  whose  personality  responds 
with  definite  improvement  when  correction  is 
accomplished.  But  there  is  the  kind  of  patient 
whose  minor  or  even  imaginary  disfigurement 
has  become,  in  his  eyes,  the  cause  of  all  his 
failures,  the  reason  that  he  cannot  get  along 
with  people  and  that  nobody  likes  him.  He 
expects  that  with  correction  of  the  defects  all 
problems  will  disappear  and  that  he  will  be 
loved  and  respected.  The  same  personality, 
however,  remains  inside  the  altered  envelope 
of  skin,  and  when  the  fulfillment  of  expecta- 
tions is  not  forthcoming,  the  failure  must  be 


attributed  to  the  deficiency  of  the  operation 
and  the  fault  of  the  operator.” 

Young  Children 

Macgregor®  concluded  that  if  elective  surgery 
cannot  be  done  within  the  first  years  of  life, 
it  may  best  be  postponed  until  the  child  can 
understand  what  is  said  to  him.  Detrimental 
consequences  seem  to  occur  if  the  deformity 
persists  into  puberty.  It  is  necessary  to  deal 
with  the  relationship  between  child  and 
parent  and  the  parents’  attitude  to  the  defect 
in  order  to  avoid  a persistence  of  personality 
disability  even  after  successful  surgery  has 
produced  an  excellent  result. 

Knorr,  et  al.~  have  recently  reported  a ten  year 
survey  of  cosmetic  surgery  of  adolescents  at 
Johns  Hopkins  University.  The  procedures  in- 
cluded 26  rhinoplasties,  11  augmentation 
mammaplasties,  8 dermabrasives  for  acne,  and 
1 1 otoplasties.  The  patients  ranged  in  age  from 
14  to  21  with  a preponderance  of  females. 
They  pointed  out  that  physical  changes  via 
cosmetic  surgery  are  more  easily  integrated  by 
the  adolescent,  and  that  postoperative  emo- 
tional disturbances  and  identity  crises  are  of 
less  frequency  and  severity  than  those  en- 
countered in  adults.  They  found  that  few 
grossly  immature  or  unstable  adolescents  ask 
for  cosmetic  surgery.  Occasionally,  an  adoles- 
cent with  weak  ego  strength  has  a severe  post- 
operative emotional  reaction.  But  they  find 
that  often  patients  who  are  psychotic  or  neu- 
rotic may  benefit  from  cosmetic  surgery.  The 
important  feature  in  the  evaluation  in  psy- 
chiatrically  ill  patients  is  determining  whether 
the  request  for  surgery  involves  magical  or 
delusional  thinking.  The  paranoid  patient  is 
a poor  risk.  They  emphasize  the  role  of 
psychiatric  collaboration  in  the  clinical  man- 
agement of  adolescents.  Psychotherapy,  they 
feel,  is  rarely  indicated  as  an  alternative  to 
surgery.  Psychotherapy,  however,  may  help 
to  clarify  the  patient’s  expectations  and  mo- 
tivations. 

Adults 

The  conscious  and  unconscious  motivations 
of  patients  for  cosmetic  surgery  must  be 
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studied  as  a backt^roimd  to  imderslaiuliiig. 
We  all  use  symbols,  consciously  and  uncon- 
sciously, in  dealing  with  important  emotional 
issues. 

Females 

Meyer,  et  al.^  reported  on  a three  year  study  of 
women  from  ages  14  to  43  seeking  rhino- 
plasty. They  found  in  all  these,  that  self  con- 
scious preoccupation  with  the  nose  (as  “ugly” 
or  “inappropriate”)  dated  from  adolescence. 
The  motivation  varied  with  age  but  included 
cultural  conflicts  and  the  wish  to  avoid  stereo- 
typy as  an  “alien;”  ambivalent  and  intensely 
conflicted  parental  identification  with  result- 
ing attitudes  particularly  restrictive  in  the 
area  of  expression  of  feminine  and  sexual  at- 
tractiveness; and  in  older  women,  active  in- 
terpersonal stress. 

The  operative  procedure  functions  sym- 
bolically as  a disavowal  of  the  restrictive 
aspects  of  parental  identifications  and  an  ac- 
tive striving  toward  greater  comfort  in  the 
feminine  role.  Adolescence  is  regarded  as 
crucial  in  confirming  the  defensive  use  of 
feelings  of  the  deformity  of  the  nose  in  the 
attempted  mastery  of  conflicts. 

Male 

Jacobson,  Edgerton,  el  al.^  reported  in  another 
study  at  Johns  Hopkins  on  a series  of  male 
patients  who  sought  cosmetic  surgery.  This 
group  showed  interesting  and  consistent  pat- 
terns differing  from  those  of  women.  The  men 
had  minimal  deformity  with  no  residuals  of 
trauma  or  major  congenital  malformation 
and  whose  complaints  were  of  a cosmetic  na- 
ture related  to  the  face. 

The  general  psychiatric  impressions^®  were  as 
follows:  “As  contrasted  to  the  female  rhino- 
plasty patient  who  has  been  described  as 
plain,  rigid,  awkward,  tense,  and  shy,  the 
model  male  patient  may  be  forlorn  and 
guarded.  He  is  exaggeratedly  relaxed.  His 
voice  is  soft.  His  affect  one  of  worried  aware- 
ness, lacking  in  vigor.  He  is  humorless  and 
preoccupied.  He  expresses  a sense  of  urgency 


toininoii  lo  all  (osmeiic  patients.”  They  said 
that,  as  a group,  all  were  seriously  ill  emo- 
tionally. All  had  major  problems  about  het- 
erosexual effectiveness.  Here  are  their  con- 
clusions: 

1.  The  male  patient  seeking  cosmetic  surgery  for  mild 
or  minimal  congenital  deformity  is  likely  to  have 
serious  emotional  illness. 

2.  He  often  has  a family  background  of  cultural  ex- 
perience that  conflicts  with  his  present  family  and  cul- 
tural circumstances. 

3.  He  is  usually  in  a life  situation  challenging  to  his 
masculine  effectiveness,  or  is  contemplating  re-entering 
a competitive  situation. 

4.  His  health  and  social  patterns  are  usually  adequate. 

5.  He  often  has  marked  difficulties  in  heterosexual  ad- 
justments. 

6.  He  has  had  a difficult  problem  in  identifying  with 
his  father.  Failure  in  this  identification  has  hindered 
him  in  mastering  his  intensely  ambivalent  relation 
with  his  mother.  Indeed,  his  surgical  quest  may  rep- 
resent an  active  struggle  to  free  himself  from  the  am- 
bivalent relationship  with  women  and  his  identifica- 
tion with  his  mother. 

7.  Results  of  cosmetic  surgery  are  subjectively  satisfy- 
ing to  carefully  studied  patients  and  lead  to  modest  to 
minimal  improvement  in  over-all  effectiveness  in  liv- 
ing. 

8.  Surgery  should  not  be  performed  during  a major 
life  crisis. 

9.  Covert  or  overt  expectations  that  the  operation  will 
help  by  changing  others  should  make  the  plastic  sur- 
geon cautious  about  operating. 

10.  In  view  of  the  difficult  personality  problems  and 
likelihood  of  minimal  success,  psychiatric  consultation 
is  advised  for  the  male  patient  seeking  cosmetic  sur- 
gery. 

11.  Every  male  patient  seen  by  the  plastic  surgeon  will 
obviously  not  need  a psychiatric  consultation;  but 
many  will  be  helped  if  the  surgeon  assumes  the  re- 
sponsibility of  guiding  his  patients  toward  optimum 
medical  care.  A psychiatrist  experienced  in  the  nature 
and  possibilities  of  plastic  surgery  is  more  likely  to  be 
of  real  help  to  the  plastic  surgeon  than  one  without 
this  background. 

Clinical  Observations 

I here  present,  briefly,  two  patients  of  my 
own.  One  underwent  rhinoplasty  as  an  in- 
cidental procedure  in  the  course  of  long  term 
intensive  psychotherapy.  The  other  was  seen 
in  emergency  consultation  a short  period  of 
time  after  her  rhinoplasty.  Both  are  women. 
One  was  46  years  old.  She  first  sought  psy- 
chiatric help  at  the  age  of  29  for  a sexual 
problem.  She  was  married  and  after  one  year 
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in  psychoanalytic  therapy  she  became  preg- 
nant, was  delivered  of  a male  child,  and  then 
developed  a post-partum  psychosis  for  which 
she  was  hospitalized  for  nine  months.  Diag- 
nosis was  schizophrenia,  paranoid  type.  I saw 
her  following  her  discharge  from  the  hospital 
at  which  time  she  was  much  improved.  She 
entered  into  intensive  psychotherapy  with  me 
but  progress  was  slow. 

The  patient  was  and  is  an  extremely  attrac- 
tive woman  with  fine  features  and  a nose  that 
needed  little  improvement.  Howeve^^  since 
adolescence  she  had  been  preoccupied  with 
her  nose  and  had  always  hoped  to  “have  it 
fixed.”  She  is  outgoing  and  friendly.  After  two 
and  a half  years  in  therapy  she  felt  ready  and 
after  brief  consultation  with  a surgeon  she 
had  a rhinoplasty  done.  Her  acute  fears  re- 
volved around  the  anesthesia  rather  than  the 
surgery  itself.  Since  she  needed  little  improve- 
ment preoperatively,  the  postoperative  result 
was  not  remarkable.  However,  the  patient  was 
pleased  with  the  result  and  had  a very  real- 
istic attitude  toward  it.  The  surgery  was  a 
milestone  in  therapy.  It  gave  her  sufficient  im- 
petus to  really  move  forward  and  she  soon  be- 
gan to  make  real  progress  in  a number  of 
psychosocial  areas. 

The  other  was  a 30-year  old  woman  seen  by 
me  for  an  acute,  severe  depression  with  sui- 
cidal ideation,  following  rhinoplasty.  She 
required  immediate  brief  psychiatric  hospi- 
talization. 

About  nine  months  prior  to  her  first  psy- 
chiatric contact  with  me,  she  sustained  a 
minor  injury  to  her  nose  that  subsequently 
remained  extremely  painful  and  interfered 
with  her  breathing.  This  injury  had  been  re- 
cei\ed  while  playing  with  her  infant  son  who 
“bumped  his  head  into  her  nose.”  Her  doctor 
recommended  surgical  intervention  for  a frac- 
tured nasal  septum  and  simultaneously  urged 
her  to  have  her  nose  “fixed.”  She  reluctantly 
agreed.  She  was  6 months  pregnant  at  the 
time  of  the  plastic  surgery.  Immediately  fol- 
lowing the  “unveiling”  of  her  new  nose  she 
became  acutely  depressed  and  preoccupied. 
She  complained  that  her  nose  was  markedly 


changed,  and  she  refused  to  look  at  her  face 
in  the  mirror.  She  said  that  she  looked  “arti- 
ficial” and  could  never  learn  to  live  with  it. 
Her  preoccupation  became  an  obsession.  Her 
depression  deepened.  She  became  suicidal  and 
was  briefly  hospitalized.  In  reality  she  was  an 
extremely  attractive  woman  — the  change  in 
appearance  was  minimal  (although  not  for 
her).  In  my  opinion  there  had  been  improve- 
ment if  one  compared  her  present  appearance 
to  the  preoperative  pictures. 

During  her  hospitalization,  the  suicidal  pre- 
occupation receded  although  not  the  obses- 
sion about  her  nose.  For  financial  reasons  she 
was  referred  to  a low  cost  psychiatric  clinic. 
At  this  time  I have  no  further  information 
about  her  progress.  I made  a tentative  diag- 
nosis of  an  acute  schizophrenic  reaction  fol- 
lowing the  rhinoplasty.  Psychological  testing 
done  on  the  patient  while  she  was  hospitalized 
revealed  her  to  be  “hypochondriacal  and  de- 
fensive about  her  emotional  problems.”  She 
uses  somatic  symptoms  as  a defense  against 
psychotic  thoughts.  While  she  may  respond 
readily  to  advice  and  reassurance  she  is 
hesitant  to  accept  a psychological  explana- 
tion of  her  difficulties.  In  times  of  prolonged 
emotional  stress,  she  is  likely  to  develop  phy- 
sical symptoms.  She  is  particularly  vulnerable 
to  psychophysiological  symptoms  such  as  head- 
aches, tachycardia,  and  gastrointestinal  dis- 
orders. There  are  unusual  qualities  in  this 
patient’s  thinking  which  may  represent  schizo- 
phrenic tendencies.  Her  interests  are  strongly 
masculine,  and  she  may  regard  herself  as  un- 
feminine and  unemotional.  She  may  be 
hesitant  to  become  involved  in  social  relation- 
ships. She  is  sensitive,  reserved,  and  somewhat 
uneasy,  especially  in  new  and  unfamiliar 
situations.  She  may  compensate  by  unusual 
conscientiousness  in  her  work  and  other  re- 
sponsibilities. Although  she  may  show  a good 
response  to  short  term  treatment,  her  symp- 
toms are  likely  to  return  rapidly. 

Some  Anticipated  Postoperative 
Responses 

Just  as  the  patient’s  initial  body-image  re- 
sponse was  in  part  determined  by  the  reaction 
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of  those  around  him  so  is  his  postoperative 
reaction  affected.  Even  in  the  face  of  a good 
cosmetic  result,  considerable  time  may  elapse 
before  the  patient  can  accommodate  himself 
to  his  new  features.  Many  complain  that  their 
expectations  have  not  been  reached.  They 
had  blamed  their  disfigurement  for  all  social 
failure  and  are  disappointed  that  complete 
acceptance  is  not  immediately  forthcoming. 
Patients  with  a healthy  emotional  attitude 
and  unimpaired  body-image  are  aided  by  sur- 
gery. Among  those  whose  body  images  are 
vague  or  false,  emotional  difficulties  tend  to 
continue  after  surgery. 

For  the  Surgeon’s  Guidance 

As  paraphrased  from  an  article  by  Taylor, 
et  al.^-  here  are  some  ideas  that  might  be  use- 
ful in  helping  the  plastic  surgeon  in  select- 
ing his  patients.  It  is  suggested  that  a surgeon 
refuse  for  surgery  a patient  who  (1)  has  a long- 
history  of  psychiatric  difficulties  prior  to  the 
occurrence  of  minor  disfigurements,  (2)  has 
suspicious  or  paranoid  ideas  about  his  dis- 
figurement — who  thinks  people  are  talking 
about  him  or  laughing  about  him;  who 
blames  a lack  of  social  acceptance  and  in- 
feriority wholly  upon  the  disfigurement,  (3) 
has  imaginary  disfigurements,  (4)  is  a male 
and  wants  surgery  for  minor  disfigurements, 
especially  if  he  wants  to  appear  more  femi- 
nine, (5)  has  already  had  several  cosmetic 
operations  for  the  same  minor  disfigurement, 
and  especially  if  he  feels  that  “you  are  the 
only  surgeon  that  can  help  him,”  (6)  expects 
perfection  at  the  first  operation,  although  in- 
formed that  more  surgery  may  be  needed,  (7) 
expects  more  than  can  be  offered,  (8)  expects 
some  specific,  dramatic  effect  on  someone  else, 
(9)  has  unrealistic  expectations  of  improve- 
ment in  his  personality,  job,  and  emotional 
status. 

In  any  event,  the  surgeon  should  (1)  establish 
good  rapport  to  help  him  judge  when  a psy- 
chiatric crisis  may  be  imminent,  (2)  find  out 
the  goals  expected  by  the  patient,  (3)  inform 
the  patient  of  the  limitations  of  surgery,  the 
extent  and  seriousness  of  preoperative,  opera- 
tive, and  postoperative  treatment,  the  possi- 


bility of  failure  and  need  for  reoperation,  and 
the  amount  of  his  fees  and  the  other  expenses, 
(4)  obtain  informed  consent  and  record  it  in 
the  patient’s  history;  have  a witness  or  have 
consent  forms  signed  for  all  borderline  cases; 
and  have  preoperative  and  postoperative 
photographs  taken  in  all  cases,  (5)  estimate 
the  patient’s  capacity  to  withstand  failure  of 
the  projected  operation  and  obtain  psychiatric 
assessment  in  questionable  cases  so  that  psy- 
chiatric care  can  be  started  before  the  oj)era- 
tion  rather  than  after,  (6)  stress  that  results 
should  be  improvement  and  not  perfection, 
(7)  inform  the  patient  of  postoperative  dis- 
comfort and  depression  expected  and  the  pos- 
sibility of  his  relatives’  disapproval,  (8)  inform 
the  patient  that  the  final  results  of  most  cos- 
metic operations  are  not  apparent  for  months 
after  surgery  and  (9)  be  prepared  himself  for 
periods  of  anxiety  in  the  patient  after  the 
operation. 

In  reviewing  the  literature  I was  amazed  with 
the  infrequency  with  which  postoperative 
psychotic  reactions  occur.  Many  psychologic 
and  social  advantages  accrue  from  plastic  cos- 
metic procedures.  In  our  society  a premium 
is  placed  on  an  attractive  physical  appearance. 

The  more  realistic  the  defect  and  the  more 
pressing  the  social  needs  (as  in  “show  business” 
or  in  any  situation  where  one  deals  closely 
with  the  public)  the  greater  the  likelihood  of 
success,  surgically  and  psychologically.  Con- 
versely the  less  prominent  the  defect  and  so- 
cial handicap  and  the  more  subjective  the 
need,  the  less  there  is  the  likelihood  for 
success. 

The  surgeon,  besides  looking  at  the  patient’s 
motivations  must  also  look  at  his  own.  He 
should  question  his  own  reasons  for  proceed- 
ing w'ith  any  individual  case.  He  should  rec- 
ognize that  his  own  background,  age,  and  ex- 
perience and  the  value  he  places  on  esthetics 
are  insistent  influences  upon  his  decision  re- 
garding the  patient.  Psychiatric  consultatioiP® 
has  an  important  and  useful  function  in  as- 
sisting the  plastic  surgeon  in  his  search  for  a 
satisfying  result. 
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90  Prospect  Avenue 


A Federal  License  For  Drug  Manufacturers? 


Stricter  legislation  which  would  require  drug 
manufacturing  firms  to  obtain  a federal 
license  before  beginning  operations  has  been 
publicly  called  for  by  the  outgoing  chairman 
of  the  Pharmaceutical  Manufacturers  Asso- 
ciation. Mr.  Walter  Munns  told  his  associa- 
tion that  he  believed  it  is  time  that  “the  law 
be  amended  to  require  that  every  drug  manu- 
facturing establishment  obtain  a federal 
license  before  beginning  operations.” 

Mr.  Munns,  who  is  Chairman  of  the  Board 
of  Smith,  Kline,  and  French  Laboratories, 
pointed  out  that  under  the  present  law'  any- 
one can  legally  start  a drug  mamifacluritig 
business  and  operate  for  two  years  before  the 
Food  and  Drug  Administration  is  required  to 
inspect  the  plant  and  its  operating  proce- 
dures. “Obviously,  in  a period  of  two  years  a 
vast  quantity  of  substandard,  even  dangerous 
drugs  can  be  marketed.  This  is  a real  threat 
to  the  public  health,”  said  Mr.  Munns. 

“The  law,”  added  .Mr.  Munns,  “should  make  it 
mandatory  for  the  FDA  to  inspect  every  drug 
manufacturer  at  least  once  every  year  instead 


of  the  once-every-two-years  required  by  the 
1962  Kefauver-Harris  Act.” 

He  said  that  “henceforth  a manufacturer 
should  not  be  permitted  to  market  a drug  — 
new’  or  old — sokl  either  under  a generic  or 
brand  name  until  he  has  established  the  thera- 
peutic effectiveness  of  his  particular  product 
by  substantial  clinical  evidence  or,  when  ap- 
propriate, by  assays  in  man  that  demonstrate 
the  biologic  availability  of  the  active  in- 
gredients. It  is  ironic  that  the  government’s 
emphasis  on  ‘generics’  has  overlooked  the 
fact  that  countless  drug  products  are  on  the 
market  which  have  never  been  cleared  by  the 
FD.V  for  safety  and  effectiveness,  and,  even  to- 
day, manufacturers  are  under  no  compulsion 
to  do  proper  testing  before  marketing  many 
drug  products.” 

Mr.  Munns  said,  “If  the  government  insists 
on  setting  prices  for  government  drug  pro- 
grams on  the  basis  of  existing  prices  of  the  so- 
called  generic  equivalents,  then  it  seems  to  me 
that  actual  therapeutic  equivalency  of  such 
products  should  be  established.” 


652 


THE  JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


Wide  resection  of  ovarian  tissue  is  the  treatment  of 
choice  in  managing  a case  of  Stein-Leventhal  Syndrome. 


Stein-Leventhal  Syndrome 


Ralph  W.  Ellis,  M.D. /Trenton* 

In  1935  Stein  and  Leventhal  described  a clini- 
cal entity  which  has,  since  then,  received  wide 
recognition  and  acceptance.  It  is  characterized 
by  the  onset  of  oligomenorrhea  to  amenorrhea, 
anovulation,  and  sterility  in  the  normal  men- 
struating female.  It  is  associated  with  bilateral 
ovarian  enlargement.  On  gross  examination, 
the  ovaries  show  a typical  oyster  shell  color, 
produced  by  a thickening  of  the  tunica  albu- 
ginea. On  cut  section,  multiple  follicular  cysts 
are  noted,  but  no  corpora  lutea. 

Specific  etiology  is  unknown.  The  most  ac- 
cepted explanation  is  that  there  is  an  inade- 
quate supply  of  L.H.  (Luteinizing  hormone) 
from  the  anterior  pituitary.  No  ovulation 
occurs.  Follicular  stimulating  hormone  (FSH) 
continues  to  be  secreted,  producing  many 
small  follicular  cysts,  which  lead  to  bilateral 
polycystic  ovaries  without  corpora  lutea  or 
corpora  albicantia.  Another  theory  is  that  a 


thickening  of  the  tunica  albtiginea  has  oc- 
curred preventing  ovulation.  Over-production 
of  the  adrenal  steroids  is  seen  associated  with 
this  condition  but  its  relationship  is  not 
understood. 

Other  etiologic  factors  may  be  ovarian  theca 
cell  hyperplasia  or  pituitary  basophilism  with 
unopposed  FSH  secretion. 

Generally  noted  are; 

(1)  Bilateral  ovarian  enlargement.  This  is 
basic  and  must  be  present  for  the  diagnosis 
to  be  made. 

(2)  Oligomenorrhea.  Widely  spaced  menses 
varying  to  amenorrhea— this  is  most  consistent. 

(3)  Anovulatioji  and  sterility. 

Also  sometimes  noted  are:  hirsutism,  obesity, 
atrophy  of  breasts  and  uterine  hypoplasia. 


Table  I 

SEVEN  CASES  WITH  RESULTS  AFTER  SURGERY 
Post-Operative 


Onset  of 

Pregnancy 

Date  of 

of  Menses 

After 

Age 

Symptoms 

Operation 

(Months) 

Surgery 

Comments 

27 

Amenorrhea  3 months 

1958 

One 

7/59 

Repeat  biopsy  of  ovaries 

Obesity 

9/62 

at  the  time  of  C-section 

3/68 

9/62. 

20 

Amenorrhea  6 months 

1965 

Three 

1/66 

19 

Irregular  menses 

1962 

Three 

5/64 

27 

Amenorrhea  3 months 

1958 

Three 

12/64 

Obesity 

9/66 

28 

Period  every  6 months 

1966 

Three 

1/67 

27 

Amenorrhea 

1962 

Five 

3/66 

Clomiphane®  given. 

28 

Amenorrhea 

1963 

Four 

9/67 

* From  the  Department  of  Obstetrics  and  Gynecology 
of  the  Mercer  Hospital,  Trenton.  The  pathological 
diagnosis  is  by  courtesty  of  George  Mora,  M.D.,  of  the 
Department  of  Pathology. 
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Laboratory  studies  should  be  conducted,  and 
in  the  typical  case  these  will  result: 

(1)  Culdoscopy  and  gynography  reveal  evidence  of 
ovarian  enlargement. 

(2)  Vaginal  smear  shows  an  estrogen  response. 

(3)  Endometrial  biopsy  indicates  a proliferative  en- 
dometrium. 

(4)  17  Ketosteroids  show  normal  to  slight  elevation. 

(5)  Basal  temperature  shows  nomophasic  type  of  curve. 

(6)  Urinary  estrogens  and  B.M.R.  should  be  normal. 

(7)  Cortisone  suppression  test  gives  no  response. 


Table  II 

MICROSCOPIC  FEATURES  OF  STEIN- 
LEVENTHAL  SYNDROME 

1.  Fibrous  thickening  of  the  cortex. 

2.  Multiple  cortical  follicular  cysts. 

3.  Absent  corpora  lutea. 

4.  Absent  mature  follicular  cysts  bulging  above  the 
surface  of  the  ovarian  cortex. 

5.  Multiple  corpora  fibrosum. 

6.  Theca-lutein  cysts. 


Therapy  is  surgical  with  wide-wedge-resection 
and  removal  of  one-half  to  two-thirds  of  the 
ovarian  mass.  Seventy-five  to  ninety-five  per 
cent  of  patients  menstruate  regularly  and  sixty 
to  ninety  per  cent  conceive.  Review  the  three 
tabulations  on  these  pages.  One  represents  a 
summary  of  the  case  histories  and  the  second 
displays  the  microscopic  characteristics  of  the 
syndrome.  Table  III  reflects  the  gross  and 
microscopic  characteristics  of  the  removed 
tissue.  One  patient  required  Clomiphane®  for 
two  months  before  conception  occurred.  An- 
other showed  evidence  that  recurrent  fibrosis 
of  the  capsule  may  occur.  This  was  made  pos- 
sible by  biopsy  at  the  time  of  cesarean  section. 

Seven  cases  of  Stein-Leventhal  Syndrome  are 
presented.  A discussion  of  the  etiology,  path- 
ology, diagnostic  criteria,  and  pregnancy  re- 
sults were  noted.  Wedge-resection  of  ovarian 
tissue  is  the  treatment  of  choice  when  a cor- 
rect diagnosis  has  been  made. 


Table  III 

FINDINGS  ON  REMOVED  OVARIAN  TISSUE 


Gross  and  Microscopic  Findings 

Case  Number  with  Occurrence 

1 

2 

3 

4 

5 

b 

7 

8 

Fibrous  thickening  of  ovarian  cortex. 

pos. 

pos. 

pos. 

pos. 

pos. 

pos. 

pos. 

pos. 

Multiple  cortical  follicular  cysts. 

pos. 

pos. 

pos. 

pos. 

pos. 

pos. 

pos. 

pos. 

Corpora  albicans  without  blood  pigment. 

pos. 

pos. 

pos. 

pos. 

neg. 

pos. 

neg. 

pos. 

Atretic  follicles  corpus  fibrosum. 

pos. 

pos. 

pos. 

pos. 

pos. 

pos. 

pos. 

neg. 

Theca-lutein  hyperplasia 

pos. 

neg. 

pos. 

pos. 

pos. 

pos. 

pos. 

pos. 

Binucleated  Primordial  follicles. 

neg. 

neg. 

neg. 

pos. 

neg. 

neg. 

neg. 

neg. 

Corpora  Lutea 

neg. 

neg. 

neg. 

neg. 

neg. 

neg. 

neg. 

neg. 

Corpora  albicans  with  blood  pigment. 

neg. 

neg. 

neg. 

neg. 

neg. 

neg. 

neg. 

neg. 

333  West  State  Street 


Drug  Taking  For  Pleasure 


Henry  Brill,  M.D.,  recently  told  the  Subcom- 
mittee on  Education  of  the  U.S.  House  of 
Representatives  that,  “In  the  course  of  the 
AMA’s  work  in  this  field,  we  have  been  pro- 
foundly impressed  by  the  prime  importance 
of  public  education  about  narcotic,  depres- 
stant,  and  stimulant  drugs.  Public  informa- 


tion has  a decisive  impact  on  public  attitudes 
and  opinions;  and  in  the  long  run  this  de- 
termines polic)'.  If  drug  taking  for  pleasure 
should  ever  become  socially  acceptable  in  this 
country'  and  accepted  as  a harmless  pastime, 
one  could  confidently  predict  tliat  control  of 
drug  dependence  Avould  become  impossible.” 
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In  this  brief  paper,  Dr.  Palmer  discusses  the  little  rec- 
ognized erosive  subacute  esophagitis.  Though  often 
unrecognized,  it  is  by  no  means  uncommon. 


Inflammatory  Diseases 
Of  The  Esophagus* 


Eddy  D.  Palmer,  M.D. /Montclair 

As  with  all  mucosa  lined  organs,  the  esophagus 
falls  heir  to  a number  of  acute  and  chronic 
inflammatory  diseases.  Most  types  that  are  of 
specific  infectious  nature  are  well  understood 
pathologically  and  are  managed  with  confid- 
ence clinically,  due  to  familiarity  with  them 
in  other  regions  of  the  body.  Thus,  no  inter- 
pretational  problems  arise  when  the  diagnosis 
is  tuberculosis  of  the  esophagus,  esophageal 
thrush,  or  streptococcal  phlegmonous  esopha- 
gitis. Certain  noninfectious  forms  of  esopha- 
gitis, too,  are  well  understood  as  soon  as  the 
diagnosis  is  established,  such  as  postirradiation 
esophagitis  and  sarcoidosis  of  the  esophagus. 

It  is  the  subacute  or  recurrent  idiopathic  form 
of  esophagitis  that  has  caused  all  the  interpre- 
tational  mischief.  This  disease  is  properly  con- 
sidered the  most  common  abnormality  of  the 
esophagus.  It  has  sometimes  been  labeled 
“peptic”,  “regurgitant”  or  “reflux”  esopha- 
gitis, but  these  terms  imply  established  eti- 
ology where  no  etiology  is  known.  There  are 
two  pathologic  features  of  special  clinical  im- 
|X)rtance:  periodic  crops  of  erosions,  leading  to 
hemorrhage  and  a subacute  or  recurrent  na- 
ture, leading  in  some  cases  to  heavy  sub- 
epithelial  fibrosis  and  stricture.  The  term 
“subacute  erosive  esophagitis”  seems  appro- 
priate and  accurate  for  this  disease. 

The  esophagologist  should  never  be  surprised 
to  encounter  subacute  erosive  esophagitis, 
whatever  the  clinical  situation  might  be.  It  is 
not  a rare  finding  in  the  patient  with  per- 
nicious anemia  and  the  patient  who  has  had 
an  “antipeptic”  gastrectomy.  Thus,  it  is  neces- 


sary to  discard  the  commonly  held  theory  that 
corrosion  from  refluxing  acid-pepsin  fluid  is 
responsible  for  this  form  of  esophagitis.  Ap- 
parently the  disease  becomes  especially  com- 
mon during  pregnancy,  although  esophago- 
scopic  data  are  sparse  for  the  pregnant  woman. 
Certainly  subacute  erosive  esophagitis  is  par- 
ticularly common  in  patients  with  direct 
hiatus  hernia  — 201  patients  with  esophagitis 
among  877  with  hiatus  hernia  in  local  experi- 
ence. The  explanation  for  this  association 
remains  cryptic. 

Diagnosis  of  this  form  of  esophagitis  is  not  as 
easy  as  once  thought.  Figures  formerly  taught 
about  incidence  were  considerably  below  the 
correct  ones.  Roentgen  technics  are  wholly 
impotent  for  demonstration  of  nonstricturing 
subacute  erosive  esophagitis.  It  was  thought, 
on  the  other  hand,  that  esophagoscopic  inspec- 
tion regularly  gives  a reliable  decision  regard- 
ing presence  or  absence  of  esophagitis. 

A rather  large  proportion  of  cases  of  subacute 
erosive  esophagitis  cannot  be  diagnosed  from 
surface  appearances  but  require  for  recogni- 
tion histopathologic  scrutiny  of  the  tissue  deep 
to  the  esophageal  mucosa.  Without  routine 
transesophagoscopic  biopsy  of  the  normal  ap- 
pearing esophageal  mucosa,  probably  about 
one-third  of  all  cases  of  esophagitis  encoun- 
tered in  the  endoscopy  clinic  tvould  be  over- 
looked. 

This  is  an  important  revelation,  not  only  as  it 


• Read  before  the  Joint  Session  on  Gastroenterology, 
Proctology  and  General  Practice,  Annual  Meeting,  The 
Medical  Society  of  New  Jersey,  Atlantic  City,  May  20, 
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affects  diagnosis  but  also  because  it  points  to 
a matter  that  must  be  taken  into  consideration 
in  formulating  a theory  of  etiology.  Histo- 
pathologic study  shows  that  the  inflammatory 
process  regularly  begins  in  a deep  intramural 
position,  either  the  submucosa  or  the  muscu- 
laris  propria.  A mixture  of  acute  and  chronic 
inflammatory  infiltrate  is  found,  usually 
spreading  diffusely  through  the  tissues  but 
sometimes  accumulated  in  streaks  or  masses 
through  the  submucosa  tissues.  At  certain 
stages  in  the  disease,  in  response  to  unknown 
stimuli,  the  inflammatory  exudate  extends 
upward  toward  the  esophageal  lumen,  into 
and  through  the  epithelial  layer  toward  the 
surface.  The  result  often  is  development  of 
multiple  erosions  over  the  mucosal  surface. 
The  erosions  necessarily  cut  across  many  rete 
pegs,  breaching  a great  many  capillaries. 

The  result  is  hemorrhage.  In  some  cases  the 
bleeding  is  sudden  in  onset  and  torrential  in 
severity.  The  patient  may  quickly  exsangui- 
nate. Among  101  personal  cases  of  bleeding 
esophagitis,  the  average  blood  replacement 
requirement  per  bleed  was  2940  milliliters  — 
six  units  on  an  average  for  each  bleed!  In 
comparison,  the  duodenal  ulcer  bleeds  during 
the  same  period  required  only  2260  milliliters 
on  an  average  per  bleed.  The  mortality  rate 
for  bleeding  esophagitis  w'as  3 per  cent. 

Ice  water  lavage  of  the  stomach  has  proved 
remarkably  effective  for  emergency  manage- 
ment of  bleeding  esophagitis.  No  other  ma- 
nipulation is  so  useful.  If  the  bleeding  should 
be  so  severe  that  some  emergent  surgical  move 
must  be  made,  there  is  no  applicable  approach 
other  than  segmental  esophagectomy.  This 
procedure  is  dangerous  and  not  very  effective. 

The  other  important  complication,  cicatricial 
obstruction,  develops  in  approximately  10  per 
cent  of  recognized  cases  of  subacute  erosive 
esophagitis.  Esophagitis  is  regularly  most 
severe  distally,  even  though  it  may  involve  the 
entire  esophagus  to  some  extent,  so  it  seems 
natural  that  most  of  the  complicating  stric- 


tures develop  at  the  distal  end.  Ordinarily 
there  is  only  one  stricture,  although  it  may  be 
several  centimeters  long.  The  complication 
ordinarily  comes  to  the  patient’s  attention  be- 
cause of  dysphagia.  The  esophageal  lumen 
may  become  narrowed  to  a diameter  of  only 
five  millimeters  before  the  patient  becomes 
aware  of  swallowing  troubles.  Although  the 
resulting  dysphagia  is  usually  progressive,  the 
progression  may  be  very  slow.  The  diagnosis 
is  established  by  contrast  fluoroscopy  and  eso- 
phagoscopy.  Because  infiltrating  carcinoma 
may  closely  simulate  benign  stricture,  it  is 
necessary  to  take  multiple  biopsy  specimens 
from  the  narrow  segment  at  the  time  of  eso- 
phagoscopy.  Treatment  is  a matter  of  serial 
peroral  dilations,  conscientiously  carried  out. 
The  experienced  esophagologist  can  antici- 
pate excellent  results,  provided  the  patient 
returns  regularly  for  evaluation  and  further 
dilations,  as  required. 

An  important  question  concerns  the  sympto- 
matic potentials  of  uncomplicated  subacute 
erosive  esophagitis.  In  personal  experience 
with  237  patients  with  esophagitis  but  without 
hiatus  hernia  it  was  concluded  that  symptoms 
ascribable  to  the  esophagitis  had  been  respon- 
sible for  bringing  only  about  one-quarter  of 
the  cases  to  medical  attention.  In  this  small 
proportion  of  cases  the  bona  fide  esophagitis 
symptoms  were  chronic  subxiphoid  pain,  sub- 
sternal  burning,  and  dysphagia.  The  rest  of 
the  cases  were  discovered  by  chance  among 
patients  who  were  being  studied  for  other 
reasons. 

Summary 

Idiopathic  or  subacute  erosive  esophagitis  is 
an  intramural  inflammatory  disease  with  two 
important  pathologic  tendencies,  inflamma- 
tory invasion  of  the  epithelium  with  formation 
of  erosions,  and  fibroplasia  with  development 
of  strictures.  This  common  esophageal  disease 
often  exists  without  symptomatic  repercus- 
sions. But  the  two  complications,  homorrhage 
and  stricture,  may  be  extremely  serious  and 
are  by  no  means  rare. 
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tn  a community  hosfyilal  a coronary  care  unit  can  save 
lixics  — and  here  is  ex’idence. 


A Coronary  Care  Unit  In 
The  Community  Hospital* 

Part  II — Evaluation  of  Arrhythmias  and  Mortality 
following  Acute  Myocardial  Infarction 


William  A.  LefF,  M.D./  East  Orange 
Harvey  E.  Nussbaum,  M.D./Newark 

The  organization  and  operation  of  the  coro- 
nary tare  unit  of  the  St.  Barnabas  Medical 
Center  was  described  in  Part  I of  this  report.^ 
Part  II  ol  this  paper  deals  with  an  evahiation 
of  the  arrhythmias  and  cardiac  complications 
that  occurred  in  the  CCU  during  its  first  year 
of  operation.  In  our  first  year,  308  patients 
were  admitted  to  the  coronary  care  unit. 
Ninety-two  of  these  (30  per  cent)  had  docu- 
mented myocardial  infarction  according  to 
the  criteria  listed  below.  The  over  all  mortality 
rate  was  14  per  cent,  representing  a sub- 
stantial reduction  from  the  previous  year 
when  the  mortality  rate  was  34  per  cent 
(without  a coronary  care  unit).  Criteria  for 
selecting  cases  of  myocardial  infarction  were: 

1.  History  of  typical  long  standing  substernal  pain. 

2.  Sequential  electrocardiographic  changes  including 
ST  segment  and  Q waves. 

3.  Sequential  serum  enzyme  changes.  SGOT-glutamic 
oxalocetic  transaminase  and  LDH-lactic  dehydrogenase. 

4.  In  the  absence  of  history,  the  diagnosis  was  ac- 
ceptable only  if  typical  sequential  electrocardiographic 
changes  occurred. 

5.  A typical  history  with  changes  in  only  ST  segment 
and  T waves  with  sequential  elevation  of  SCOT  and/ 
or  LDH. 

6.  Absence  of  preceding  five  criteria  but  positive  autop- 
sy evidence  of  myocardial  infarction. 

There  were  only  92  cases  of  documented  acute 
myocardial  infarction  because  the  coronary 
care  unit  was  organized  with  the  concept  of 
admitting  every  patient  who  was  thought  to 
have  had  an  acute  myocardial  infarction.  The 
remaining  216  were  admitted  to  the  unit  be- 


cause of  chest  pain  or  acute  cardiopulmonary 
symptoms.  There  were  many  patients  with 
angina  pectoris  and  coronary  insufficiency 
with  progressive  or  acute  inversion  of  T waves 
without  enzyme  changes  w'ho  clinically  had  to 
be  treated  as  “possible”  coronary  thromboses 
with  or  without  infarction.  These,  however, 
were  not  included  in  our  series  because  they 
did  not  meet  the  criteria  set  down  at  the  out- 
set of  this  project.  There  were  216  patients 
with  a variety  of  diagnoses  with  histories  and 
physical-findings  that  warranted  admission  to 
the  coronary  care  unit.  In  this  group  the  most 
common  diagnosis  (130  patients)  was  acute 
coronary  insufficiency  with  angina  pectoris. 
All  of  these  patients  were  monitored  and  fol- 
lowed as  carefully  as  those  with  acute  myo- 
cardial infarction.  There  were  no  fatalities  in 
the  non-infarction  group  in  the  coronary  care 
unit.  This  was  achieved  by  means  of  specially 
trained  cardiac  nurses,  also  through  constant 
electrocardiographic  monitoring,  daily  serial 
electrocardiograms  and  by  examining  monitor 
electrocardiographic  strips  every  hour  or 
whenever  needed.  The  comprehension  of  the 
arrhythmias  and  the  treatment  of  these  pa- 
tients were  enhanced  by  the  services  offered  in 
the  coronary  care  unit.  This  experience  has 
emphasized  to  us  the  need  for  an  additional 
“concentrated  cardiac  area,”  separated  from 
the  acute  coronary  care  unit  but  close  enough 
to  it  so  that  the  same  medical  and  nursing  per- 
sonnel would  be  available  for  these  patients. 


• From  the  Department  of  Cardiology.  St.  Barnabas 
Medical  Center,  Livingston,  New  Jersey.  LefF  is  attend- 
ing Physician  in  Cardiology,  Associate  Chief  of  Medi- 
cine, and  Director,  Coronary  Care  Unit.  Dr.  Nussbaum 
is  Chief  of  Medicine,  and  Attending  in  Cardiology. 
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The  largest  number  of  infarctions  occurred  in 
the  51  to  60  year  old  age  group.  Males  pre- 
dominated by  a ratio  of  214  to  1.  The  overall 
ratio  of  male  to  female  was  72  to  20,  or  3i/2  to 
1.  The  combined  age  from  51  to  70  made  up 
63  per  cent  of  the  entire  group.  The  youngest 
age  group  of  infarctions  was  from  31  to  40, 
with  three  male  patients.  In  the  oldest  age 
group,  71  to  80,  there  were  16  patients  with  a 
2 to  1 ratio  of  male  to  female.  The  greatest 
number  of  deaths  (five  of  them)  occurred  in 
the  61  to  70  year  old  age  group. 

The  highest  proportion  of  deaths  occurred  in 
the  youngest  age  group  (31  to  40)  where  there 
was  one  death  out  of  three  cases,  a 33  per  cent 
mortality.  In  view  of  the  small  number  of 
cases  in  this  age  group,  this  statistic  is  not 
reliable.  Of  the  total  13  deaths,  nine  occurred 
in  the  age  group  51  to  70. 

The  electrocardiographic  changes  localized  45 
per  cent  of  the  infarctions  in  the  anterior 
wall,  and  38  per  cent  in  the  posterior  wall. 
And  13  per  cent  were  in  the  subendocardial 
area  (4  posterior,  9 anterior).  The  figure  was 
one  per  cent  each  in  the  posteriolateral  and 
antero-septal-inferolateral  area. 

The  SCOT  was  elevated  in  87  per  cent  of  the 
infarctions.  In  no  case  in  the  subendocardial 
infarction  group  was  the  SCOT  elevated. 

Of  the  92  patients  with  acute  myocardial  in- 
farction admitted  to  the  coronary  care  area,  72 
had  some  form  of  arrhythmia.  The  presence 
of  arrhythmias  in  acute  myocardial  infarction 
varied  considerably  with  the  reports  from 
many  coronary  care  units. ^ ® This  incon- 

sistency must  be  due  to  varying  accuracy  in 
the  reporting  of  arrhythmias.  It  depends  upon 
several  factors: 

1.  The  ability  to  recognize  arrhythmias  and  the  degree 
of  effort  and  interest  expended  by  the  nursing  staff  in 
the  coronary  care  unit. 

2.  If  the  monitoring  equipment  has  an  oscilloscope 
which  produces  only  one  electrocardiographic  pattern 
at  a time,  many  arrhythmias  will  be  missed  on  the 
other  patients  who  are  not  seen  on  the  oscilloscope  at 
that  particular  time.  This  was  why  some  of  the  arrhyth- 
mias we  recorded  appeared  to  be  less  frequent  than 
reported  in  other  groups.  This  emphasizes  the  neea  for 
a large  oscilloscopic  screen  to  view  a least  tour  patients 

f).58 


simultaneously.  Those  arrhythmias  that  would  set  off 
the  alarm  signals,  such  as  ventricular  tachycardia, 
ventricular  fibrillation  and  ventricular  standstill  are 
much  more  likely  to  be  accurately  recorded  by  the 
nursing  staff  than  the  occasional  PVC’s,  low  grade  AV 
block  and  arrhythmias  that  would  not  set  off  the  alarm 
system. 

Arrhythmias — Incidence  and  Treatment 

Ventricular  Ectopic  Mechanisms 

The  most  common  arrhythmia  in  this  group 
was  the  premature  ventricular  contraction,® 
occurring  in  half  of  all  the  arrhythmias.  Re- 
current premature  ventricular  contraction 
may  be  a precursor  to  ventricular  tachycardia, 
and  fibrillation.  It  is,  therefore,  important 
that  it  be  recognized  by  the  cardiac-nursing 
staff.  Should  the  PVC’s  occur  at  a frequency 
of  greater  than  five  per  minute,  in  groups  of 
two  or  more,  or  have  a multiform  pattern,  the 
coronary  care  nurse  has  the  authority  to  im- 
mediately administer  50  milligrams  of  lido- 
caine  (2  per  cent  xylocaine)  intravenously  and 
repeat  50  to  100  milligrams  if  the  arrhythmia 
persists.  If  the  ectoj^ic  beats  were  suppressed, 
then  an  intravenous  drip  was  maintained  at  the 
rate  of  one  to  two  milligrams  of  lidocaine  per 
minute,  or  a sufficient  amount  to  prevent  the 
recurrence  of  the  arrhythmia.  If  the  lidocaine 
proved  to  be  ineffective  then  procainamide  100 
to  200  milligrams  (Pronestyl®)  was  used  by  in- 
tramuscular injection,  or  bv  intravenous  titra- 
tion with  a dosage  of  1 to  2 Grams  in  250  to 
500  cc.  of  5 per  cent  glucose  and  water. 

Ventricular  tachycardia  occurred  in  18  per  cent 
of  the  arrhythmias.  The  sudden  appearance  of 
ventricular  tachycardia  was  immediately 
treated  with  a large  intravenous  dose  of  lido- 
caine (xylocaine  2 per  cent)  50  to  100  milli- 
grams repeated  in  a few  minutes  if  there  was 
no  response.  Following  regidar  sinus  rhythm 
the  patient  was  maintained  on  continuous  in- 
travenous lidocaine  at  sufficient  speed  to  pre- 
vent recurrence.  Should  the  patient  show  any 
signs  of  congestive  failure  or  shock,  cardiover- 
sion was  performed  immediately.  After  reg- 
ular sinus  rhythm  was  restored  by  cardiover- 
sion quinidine  200  to  400  milligrams,  was 
given  every  six  hours  to  prevent  recurrence 
of  ventricular  tachycardia.  Persistent  ventricu- 
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lar  tachycardia  occurred  often  without  any  un- 
due clinical  manifestations.  Often,  the  patient 
was  aw'are  only  of  palpitation.  If  there  was 
no  response  to  lidocaine,  electrical  cardiover- 
sion was  carried  out  after  giving  the  patient 
intravenous  Valium®  10  to  25  milligrams  slow- 
ly. We  had  seven  cases  of  non-paroxysmal 
(idioventricular)  ventricular  tachycardia.  This 
arrhythmia  occurred  in  five  patients  with  an- 
terior infarction  and  in  two  patients  with 
posterior  infarction. 

It  is  very  likely  this  arrhythmia  occurred  more 
frequently  than  we  were  able  to  detect  be- 
cause the  patients  do  not  show  any  clinical 
manifestations  of  the  abnormal  rhythm.  The 
NPVT’s  are  considered  a benign  and  short 
lived  arrhythmia  and  do  not  require  any  spe- 
cific treatment.f 

Our  ten  cases  of  ventricular  fibrillation  had 
a mortality  of  50  per  cent.  To  evaluate  the 
incidence  of  ventricular  fibrillation  it  is  im- 
portant to  classify  this  arrhythmia  in  its  proper 
clinical  setting.  Most  patients  will  present 
terminal  or  agonal  ventricular  fibrillation  fol- 
lowing intractible  congestive  heart  failure 
and/or  shock.  On  the  other  hand  sudden 
ventricular  fibrillation  may  occur  in  early 
acute  myocardial  infarction  in  the  wake  of  a 
normal  sinus  rhythm.  By  following  the  classi- 
fication of  ventricular  fibrillation  as  proposed 
by  Oliver  et  a much  clearer  understand- 
ing of  its  pathogenesis,  treatment  response  and 
statistical  occurrence  will  be  achieved.  The 
classification  is  as  follows: 

1.  Primary  ventricular  fibrillation.  In  the  patient  with- 
out cardiac  failure  and/or  hypotension  (systolic  blood 
pressure  less  than  100  millimeters  of  mercury). 

2.  Complicating  ventricular  fibrillation.  Complicating, 
pre-existing  cardiac  failure  and/or  hypotension  in  pa- 
tients not  in  a terminal  state. 

3.  Agonal  ventricular  fibrillation.  In  patients  who  be- 
fore the  development  of  ventricular  fibrillation  have 
already  lost  a vital  function,  such  as  blood  pressure  or 
respiration. 

4.  Pacemaker-induced  ventricular  fibrillation. 

5.  Drug-induced  ventricular  fibrillation. 

The  ten  patients  with  ventricular  fibrillation 
in  this  study  were  classified  as  follows:  two 
cases  of  “complicating  ventricular  fibrilla- 
tion,” three  of  “agonal  ventricular  fibrilla- 


tion” and  five  of  “primary  ventricular  fibrilla- 
tion.” All  five  survivors  were  of  the  primary 
group.  Ventricular  fibrillation  in  this  group 
occurred  in  a matter  of  hours  after  the  onset  of 
their  symptoms.  The  patients  with  acute  myo- 
cardial infarction  of  the  primary  ventricular 
fibrillation  group  usually  responded  very  well 
to  electrical  defibrillation  by  reverting  to  reg- 
ular sinus  rhythm.  The  large  majority  of 
these  patients  had  not  had  any  recurrence  of 
the  ventricular  fibrillation.  Those  patients 
however  who  developed  ventricular  fibrilla- 
tion several  days  after  the  myocardial  infarc- 
tion with  pre-existing  cardiac  failure  and/or 
hypotension  did  not  respond  as  well  to  de- 
fibrillation. The  earlier  the  ventricular  fibril- 
lation occurs  in  the  course  of  the  acute  myo- 
cardial infarction  the  more  likely  it  is  to  le- 
spond  lo  successful  defibrillatioii.  The  patient 
with  myocardial  infarction  who  is  admitted  to 
a coronary  care  unit  12  to  24  hours  after  the 
onset  of  his  symptoms  is  less  likely  to  show 
arrhythmia  of  ventricular  fibrillation  than  the 
patients  admitted  earlier. 

Sino-Atrial  Mechanisms 

Sinus  tachycardia  by  itself  was  not  treated 
since  it  was  considered  a pathophysiologic 
adaptation  to  the  cardiac  insult,  in  an  effort  to 
maintain  cardiac  output.  If  it  occurred  with 
myocardial  failure  then  the  patient  was  digi- 
talized with  either  intravenous  ouabain  or 
Cedilanid.®  If  rapid  action  is  desired  ouabain 
is  the  drug  of  choice.  The  onset  of  action  is 
in  3 to  10  minutes,  with  maximum  effect  in  30 
minutes  to  2 hours.  It  is  excreted  in  24  hours. 
A full  digitalizing  dose  of  ouabain  is  1 milli- 
giam.  In  urgent  cases  the  milligram  may  be 
given  in  three  divided  doses  in  one  hour.  In 
less  urgent  cases  0.2  milligram  is  given  every 
30  minutes  and  repeated  at  these  intervals  as 
needed.  When  haste  is  not  necessary,  ouabain 
is  an  excellent  drug  with  which  to  observe  the 
effects  of  a rapid  acting  digitalization  particu- 
larly in  patients  when  previous  digitalis 
therapy  is  questionable.  In  these  cases  0.1 

t Since  the  preparation  of  this  paper  we  have  had 
one  patient  with  NPVT  who  suddenly  developed 
cardiac  arrest  manifesting  ventricular  fibrillation.  The 
patient  was  immediately  defibrillated  and  made  a com- 
plete recovery. 
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milligram  oI  ouabain  is  given  intravenously 
every  4 hours.  After  digitalization  is  achieved 
with  intravenous  ouabain  then  a longer  acting 
maintenance  dose  of  a glycoside,  such  as  dig- 
oxin,  should  be  given. 

Atrial  fibrillation  or  atrial  flutter  occurred  in 
13  per  cent  of  the  cases  and  was  not  a serious 
problem.  The  treatment  of  choice  was  digital- 
ization with  intravenous  Cedilanid®  or  oua- 
bain and  once  a regular  sinus  rhythm  was  re- 
stored. maintenance  was  by  way  of  quinidine 
200  to  300  milligrams  given  three  times  daily. 
If  atrial  flutter  could  not  be  reverted  and 
persisted  more  than  one  hour,  cardioversion 
was  used.  If  the  rapid  ventricular  rate  of  atrial 
fibrillation  could  not  be  slowed  by  intra- 
venous Cedilanid,®  or  ouabain,  cardioversion 
was  employed  and  the  patient  maintained  on 
oral  quinidine. 

Premature  atrial  contractions  occurred  in  13 
per  cent  of  the  patients,  and  premature  nodal 
contractions  and  nodal  tachycardia  in  17  per 
cent.  This  was  not  a problem  in  management 
nor  did  it  usually  provoke  or  precede  any  de- 
trimental arrhythmias.  These  arrhythmias 
must  obviously  be  treated  as  any  supra-ven- 
tricular  tachycardia.  Carotid  sinus  pressure 
may  be  used  but  with  extreme  caution  in  pa- 
tients with  an  acute  myocardial  infarction.  If 
digitalis  was  used,  it  should  be  stopped  be- 
cause this  arrhythmia  is  so  often  a manifesta- 
tion of  digitalis  toxicity.  If  there  is  any  de- 
terioration of  vital  signs,  especially  hypoten- 
sion, Levophed®  or  Aramine®  should  be  ad- 
ministered. If  these  measures  are  ineffective 
(and  if  one  is  certain  that  the  tachycardia  is 
not  due  to  digitalis  and  diuretics)  the  patient 
may  be  digitalized.  The  treatment  of  choice, 
hoAvever,  would  be  to  administer  D.  C.  coun- 
tershock under  intravenous  Valium®  effect, 
particularly  if  you  are  sure  that  the  arrhy- 
thmia is  not  due  to  digitalis.  Countershock 
should  also  be  used  if  this  arrhythmia  persists 
after  the  digitalis  or  diuretics  are  stopped  for 
several  days. 

Bradycardia,  Heart  Block  and  Asystole 

Sinus  bradycardia^^  occurred  in  14  per  cent  of 
the  total  cases  and  (as  expected)  in  two  thirds 


of  the  cases  of  posterior  wall  infarction.  Sinus 
bradycardia  was  not  a significant  problem  in 
acute  myocardial  infarction,  so  long  as  the 
sinus  node  remained  the  sole  pacemaker,  and 
congestive  heart  failure  or  ventricular  pre- 
mature contractions  or  ventricular  fibrillation 
did  not  occur.  A rate  as  slow  as  50  per  minute 
could  be  tolerated  by  the  patient  without  any 
alarm.  However,  should  congestive  heart 
failure,  premature  ventricular  contractions  or 
ventricular  tachycardia  occur,  then  treatment 
would  be  indicated  without  delay.  Intra- 
venous atropine  in  doses  of  0.3  to  1.2  milli- 
grams (repeated  in  several  minutes  if  neces- 
sary) should  be  given.  If  this  does  not  speed 
up  the  sinus  rhythm  then  a continuous  drip 
of  isoproterenol  1 milligram  in  500  cc.  glucose 
and  water  is  started  and  titrated  at  the  proper 
speed  to  increase  the  sinus  rhythm  to  70  beats 
per  minute.  This  should  eliminate  the  prema- 
ture ventricular  contractions,  improve  cardiac 
output  and  help  to  alleviate  the  congestive 
heart  failure.  If  the  heart  rate  does  not  speed 
up  to  65  or  70  beats  per  minute  in  the  face  of 
congestive  heart  failure  and  premature  ven 
tricular  contraction  then  a transvenous  pace- 
maker should  be  introduced.  In  the  presence 
of  a bradycardia  whether  due  to  a slow  sinus 
mechanism  or  to  heart  block  with  complicat- 
ing arrhythmias  such  as  premature  ventricular 
contractions  or  ventricular  tachycardia,  it  is 
important  not  to  give  antiarrhythmic  agents 
which  would  further  aggravate  the  bradycar- 
dia and  knock  out  the  ventricular  pacemaker. 

Atrio-ventricular  block  (including  first,  second 
or  third  degree)  occurred  in  27  per  cent  of  the 
cases;  most  of  them  with  inferior  wall  infarc- 
tion. First  degree  AV  block  did  not  require 
any  special  treatment  but  alerted  the  nursing 
staff  to  be  on  the  watch  for  the  development 
of  any  further  high  grade  block.  In  the  pres- 
ence of  second  and  third  degree  AV  block 
(13  per  cent  of  cases),  atropine  and  isopro- 
terenol were  administered  as  described  above 
for  the  complications  of  bradycardia.  As  soon 
as  second  degree  heart  block  was  recognized 
the  patient  was  given  0.5  to  1 milligram 
atropine  intravenously  and  repeated  if  the 
block  was  not  eradicated.  If  this  failed,  isopro- 
terenol one  milligram  in  500  cc.  glucose  and 
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water  was  given  by  continuous  intravenous 
drip  at  a rate  sufficient  to  break  tlie  block.  If 
isoproterenol  therajjy  was  unsuccessful,  then  a 
transvenous  pacemaker  was  introduced.  In  the 
event  of  a 2 to  1 block,  Wenckebach,  complete 
heart  block  and  sudden  runs  of  asystole,  these 
measures  were  immediately  instituted  prior  to 
introduction  of  a pacemaker. 

Pacing  several  hours  a day  in  most  cases  tvas 
sufficient  to  maintain  cardiac  compensation 
with  an  adequate  cardiac  output.  When  the 
pacemaker  was  turned  off,  the  patient’s  own 
pacemaker  (sinus  node)  took  over.  If  the  pa- 
tient’s own  pacemaker  was  found  to  be  in- 
capable of  maintaining  proper  sinus  conduc- 
tion, then  the  electrical  pacemaker  was  again 
started.  The  longest  pacing  required  in  this 
group  was  72  consecutive  hours.  In  most  of 
these  patients  however  the  pacemaker  was 
shut  off  after  a few  hours,  but  left  in  place  for 
12  days  to  insure  against  recurrence  of  the  AV 
block. 

Fifteen  patients  required  pacemakers  {via 
superficial  or  deep  jugular)**  because  of  sec- 
ond or  third  degree  heart  block,  sudden 
asystole,  AV  dissociation  or  a combination  of 
AV  block  and  bundle  branch  block.  Thirteen 
of  these  patients  survived  and  left  the  hospital 
in  satisfactory  condition.  The  deaths  of  two  of 
these  patients  was  not  related  to  the  need  for 
pacing;  both  achieved  regular  sinus  rhythm 
after  pacing.  Ten  of  these  patients  required 
continuous  pacing  for  1,  2 or  .S  days,  after 
which  their  own  sinus  pacemaker  functioned 
satisfactorily.  At  the  time  of  discharge  from 
the  hospital,  all  of  these  patients  were  in  reg- 
ular sinus  rhythm.  Only  two  had  a PR  in- 
terval consistent  with  a first  degree  AV  block. 
One  patient  had  an  extensive  anterior  and 
posterior  wall  infarction  with  congestive  heart 
failure  and  shock.  He  recovered  slowly  from 
his  myocardial  failure  and  shock  but  de- 
veloped cardiac  arrest  (ventricular  asystole), 
followed  by  the  first  and  second  degree  AV 
block.  A temporary  pacemaker  was  introduced 
and  he  was  paced  intermittently  for  five  days 
following  which  his  own  pacemaker  took  over 
satisfactorily.  The  pacemaker  catheter  was 
left  in  place  for  an  additional  10  days  after  his 


own  sinus  rhythm  was  effective. 


Causes  of  Death 

1.  A patient,  who  lived  six  hours,  had  an  acute  antero- 
lateral wall  infarction  and  showetl  congestive  heart 
failure  on  admission  and  became  progressively  worse. 
Electrocardiogram  showed  descent  of  the  pacemaker  to 
final  ventricular  fibrillation  and  death. 

2.  One  man,  who  died  on  the  fourth  day,  had  an  acute 
anteroseptal  myocardial  infarction  with  congestive 
heart  failure  which  did  not  respond  to  any  measures. 
He  developed  a loud  friction  rub  and  a systolic  mur- 
mur and  diastolic  murmur  on  the  second  day  which 
persisted  to  death.  Autopsy  was  not  obtained  but  it 
was  thought  he  may  have  had  a ruptured  septum. 

3.  A patient  died  on  the  tenth  day  after  a sudden 
episode  of  pulmonary  edema  while  on  the  “conceri- 
trated”  medical  floor.  He  was  in  the  coronary  care  unit 
for  five  days  prior  to  his  transfer  to  the  concentrated 
care  area.  He  was  returned  to  the  coronary  care  unit 
on  the  tenth  day,  where  he  died. 

4.  One,  who  died  on  the  eleventh  day,  had  been  in  the 
coronary  care  unit  the  entire  time  because  of  a tra- 
cheostomy for  severe  respiratory  distress.  He  also  had 
a temporary  pacemaker,  which  converted  his  heart 
block  to  regular  sinus  rhythm.  Autopsy  revealed  an 
acute  posterior  wall  infarction  involving  the  inferior 
portion  of  the  ventricular  septum  and  inferior  portion 
of  the  atrial  septum.  There  was  a pulmonary  embolus 
with  involvement  of  the  left  lower  lobe.  He  had  the 
highest  SCOT  we  have  seen:  over  6000  units  on  the 
second  day. 

5.  One  patient  died  of  sudden  cardiac  arrest  on  the 
fifth  day  in  the  coronary  care  unit.  The  arrhythmia 
was  not  observed  on  the  monitor  oscilloscope  or  elec- 
trocardiograph, so  the  exact  pathogenesis  of  the  arrest 
is  not  known. 

6.  One  man  died  of  a sudden  cardiac  arrest  on  the 
15th  day.  He  was  in  the  coronary  care  unit  for  six  days 
and  improved  sufficiently  to  be  transferred  to  the  con- 
centrated medical  floor.  The  sudden  arrest  occurred 
while  in  bed.  He  was  attended  by  the  emergency  re- 
suscitation unit.  The  arrest  was  ventricular  fibrillation, 
but  did  not  respond  to  electrical  defibrillation  and 
other  supportive  measures. 

Three  patients  died  from  acute  cardiogenic 
shock  with  myocardial  infarction.  They  lived 
4V2.  1 1 and  36  hours  respectively.  One  lived 
4i/2  hours  in  the  coronary  care  unit.  He  de- 
veloped ventricular  fibrillation  two  hours 
after  admission  to  the  unit. 

7.  One  male  patient  lived  11  hours  in  the  coronary 
care  unit.  The  patient  was  seen  within  two  hours  of 
the  onset  of  symptoms.  Electrocardiogram  showed  an 
acute  anterolateral  wall  infarction.  The  monitor 
showed  left  bundle  branch  block,  sinus  tachycardia, 
premature  nodal  contractions  and  premature  ventric- 
ular contractions. 


**The  direct  percutaneous  subclavicular  trans- 
venous technic  was  started  after  this  group  of  patients. 
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8.  Another  survived  for  36  hours  in  the  coronary  care 
unit.  I he  electrocardiogram  showed  left  bundle  branch 
block.  On  the  monitor  the  patient  showed  premature 
ventricular  contractions,  then  developed  ventricular 
fibrillation  two  hours  after  admission  to  the  unit. 

9.  A man  was  admitted  with  congestive  heart  failure 
and  shock  and  lived  29  hours  in  the  CCU.  Two  weeks 
prior  to  this  admission  he  had  been  in  another  hospi- 
tal for  two  days.  Autopsy  revealed  an  acute  antero- 
septal  infarction,  congestive  heart  failure  and  mural 
thrombosis.  The  left  ventricle  showed  evidence  of  re- 
cent and  old  myocardial  infarction. 

10.  One  woman  was  in  the  coronary  care  unit  for  nine 
days,  then  transferred  to  the  concentrated  medical 
floor.  'Ihe  patient  was  returned  to  the  coronary  care 
unit  on  the  17th  day  because  of  sudden  chest  pain 
thought  to  be  due  to  a pulmonary  infarction.  She  died 
on  the  20th  day  and  autopsy  permission  was  not 
obtained. 

11.  One  patient  was  in  the  coronary  care  unit  for  14 
days,  then  transferred  to  the  concentrated  medical 
floor.  This  patient  had  an  AV  block  and  congestive 
heart  failure.  A pacemaker  was  introduced  on  the 
fourth  day  and  remained  in  the  right  ventricle  until 
the  11th  day.  The  patient  had  a regular  sinus  rhythm 
after  pacing  intermittently  for  three  days.  On  the  15th 
day  the  patient  was  transferred  to  the  concentrated 
medical  floor.  Sudden  death  occurred  on  the  30th  day 
while  sitting  in  a chair.  Autopsy  permission  was  not 
obtained. 

Our  Coronary  Care  Unit  (CCU)  was  efTective 
in  reducing  the  mortality  rate  from  34  to  14 
per  cent  during  its  first  year  of  operation.  This 
was  achieved  primarily  by  the  recognition  and 
treatment  of  the  pre-fatal  arrhythmias:  pre- 
mature ventricular  contractions,  ventricular 
tachycardia,  ventricular  fibrillation  and  high 
grade  atrioventricular  block.  The  tachyar- 
rhythmias were  controlled  rvith  the  anti-ar- 
rhythmic agents  lidocaine,  procainamide,  di- 
phenylhydantoin  (Dilantin®),  quinidine  and 
propranalol,  or  countershock.  The  varying  de- 
grees of  AV  block  were  treated  with  atropine, 
isoproterenol,  and  the  bipolar  catheter  pace- 
maker. 

Treatment  of  heart  failure  in  the  patient  with 
an  acute  myocardial  infarction  is  not  so  clear- 
ly defined  as  management  of  the  arrhythmias. 
One  of  the  first  clinical  signs  of  failure  of  the 
ischemic  heart  are  the  appearance  of  the  third 
and  fourth  heart  sounds  accompanied  by  ac- 
centuation of  the  pulmonic  component  of  the 
.second  heart  sound.  These  findings  are  due  to 
failure  of  the  left  ventricle  to  maintain  a nor- 
mal end-diastolic  pressure,  as  manifested  by 
elevation  of  the  pulmonary  artery  and  right 
ventricular  pressure  (end-diastolic  pressure). 


During  careful  auscultation  of  these  patients, 
one  can  often  hear  a triple  or  quadruple 
rhythm  (gallop).  It  is  also  not  uncommon  to 
hear  fine  basilar  rales  with  or  without  this 
type  of  gallop  rhythm.  The  patient,  however, 
may  appear  quite  comfortable  and  does  not 
show  the  clinical  signs  classically  associated 
with  advanced  congestive  heart  failure,  name- 
ly dyspnea,  generalized  venous  hypertension, 
pulmonary  congestion  and  edema.  Soloff^^ 
pointed  out  that  these  patients  do  not  have 
classical  congestive  heart  failure  and  states 
clearly  that  any  type  of  failure  — clinical,  bio- 
physical, biochemical,  molecular  — may  be 
present  in  the  absence  of  congestive  heart 
failure.  Clinically  this  is  aggravated  by  intra- 
myocardial  factors  such  as  valvular  dysfunc- 
tion, arrhythmias,  drug  toxicity,  hypoxia, 
acid-base  imbalance,  physical  activity  and  the 
ingestion  of  salt. 

It  may  well  be  that  all  patients  with  acute 
myocardial  infarction  have  some  degree  of 
subclinical  failure,  and  may  not  require  any 
specific  medication.  The  patient,  however, 
with  the  earlier  signs  of  left  ventricular 
failure,  manifested  by  a gallop  rhythm  and 
scattered  basilar  rales  may  respond  well  to 
any  of  the  potent  diuretic  agents,  as  long  as 
the  electrolytes  are  in  balance. 

The  challenging  problem  with  the  acute 
myocardial  infarction  patient  is  when  to  use 
digitalis  and  how  much.  Some  cardiologists 
would  digitalize  even  the  above  subclinical 
types.  At  present,  we  do  not  ascribe  to  this 
regimen.  Digitalis  should  be  started  if  rales 
are  persistent  after  adequate  diuretic  therapy. 
Half  to  two-thirds  of  the  normal  digitalizing 
dose  should  be  adequate.  Isoproterenol  in 
small  doses  may  be  tried  in  place  of  digitalis. 
Its  inotropic  effect  may  achieve  the  needed  im- 
provement in  myocardial  contractility  without 
the  use  of  digitalis  and  thus  remove  the  threat 
of  digitalis  toxicity.  It  must  be  remembered 
that  the  infarcted  myocardium  is  extremely 
sensitive  to  digitalis,  and  toxicity  is  rapidly 
achieved  with  its  disturbing  arrhythmias.  The 
patient  with  advanced  congestive  heart  fail- 
ure, however,  should  be  treated  immediately 
with  digitalis,  the  intravenous  route  prefer- 
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ably,  using  Ceclilanid®  or  ouabain  starling 
with  small  doses  and  building  up  as  necessary. 

Early  recognition  of  atrio-ventricular  block  in 
the  presence  of  myocardial  infarction  is  essen- 
tial for  effective  treatment.  Increasing  degrees 
of  high  grade  AV  block  calls  for  immediate 
introduction  of  a transvenous  pacemaker  to 
prevent  ventricular  tachycardia,  ventricular 
fibrillation  and/or  ventricular  standstill. 
There  is  some  disagreement  about  the  exact 
degree  of  AV  block  at  which  one  should  in- 
troduce the  catheter  pacemaker.  There  are 
also  other  vital  arrhythmias  and  conduction 
aberrations  (in  the  presence  of  myocardial  in- 
farction) that  should  be  paced.  It  is  recom- 
mended that  transvenous  catheter  pacing  (bi- 
polar) be  instituted  for  the  following  condi- 
tions: 

1.  (a)  Sinus  bradycardia  (rate  less  than  50)  with  pre- 
mature ventricular  contractions  occurring  at  least  five 
per  minute;  and 

(li)  Sinus  bradycardia  with  congestive  heart  failure. 

2.  Second  degree  or  third  degree  AV  block. 

3.  Sinus  bradycardia  less  than  40  beats  per  minute. 

4.  Sinus  arrest. 

5.  Complete  right  bundle  branch  block  with  left  axis 
deviation. 

6.  Combined  left  bundle  branch  block  with  first  de- 
gree AV  block. 

7.  Intermittent  S.A  block  or  Mobitz  II  block. 

Patients  with  posterior  wall  infarctions  (right 
coronary  artery  occlusion)  have  AV  conduc- 
tion abnormalities  more  often  than  anterior 
wall  infarctions.  We  have  observed  two  pa- 
tients with  first  degree  AV  block  during  the 
first  five  days  of  illness  in  the  coronary  care 
unit  with  prolongation  of  the  PR  interval  to 
0.28  seconds  without  any  other  complications. 
Five  to  ten  days  later  after  transfer  to  the 
medical  floor  they  suddenly  developed  a high 
grade  atrioventricular  block  which  progressed 
to  a 2 to  1,  3 to  1,  complete  heart  block,  and 
ventricular  tachycardia  and  asystole.  This  de- 
velopment of  high  grade  block  from  first  de- 
gree AV  block  was  unpredictable.  Most  of  the 
patients  with  high  grade  AV  block  who  were 
paced  for  several  days  had  complete  return  of 


Rouliuc  Coronary  Care  Orders 

1.  Notify  Cardiac  l-'ellow  on  duty  of  every  ad- 
mission. 

2.  EKG  — ST.'Vr.  Then  attach  the  patient  to 
monitor  with  needle  electrodes.  (Shave  chest 
of  male  patients  in  4"  area  around  needle 
sites). 

3.  SMA-12.  CBC,  Elect. 

4.  SCOT,  SGP  r,  LDH,  Cl’K,  three  consecutive 
days. 

5.  Portable  X-Ray  chest  within  24  hours. 

6.  Daily  EKG. 

7.  Intake  and  output. 

8.  Oxygen  via  nasal  cannula,  6-8  liters  per 
minute. 

9.  If  ventricular  premature  contractions  occur 
more  frequently  than  5 per  minute,  occur  in 
groups,  are  multifocal,  or  occur  at  apex  of  T 
waves,  give  Lidocaine  (Xylocaine)  50  MG.  in- 
travenously (Bolus)  immediately  and  repeat 
in  1 minute,  if  necessary.  If  heart  block  is 
evident,  do  not  carry  out  Order  #9. 

10.  If  ventricular  fibrillation  occurs,  defibrillate 
immediately  at  300  Joules.  If  not  effective, 
repeat  at  400  Joules.  Follow  S.O.P.  cardiac 
resuscitation. 

11.  If  asystole  occurs,  turn  external  pacer  on 
voltage  to  120,  rate  to  75.  Follow  S.O.P. 
cardiac  resuscitation. 

12.  Start  resuscitation  procedure  and  sound 
“111"  for  #10  and  #11. 

13.  When  #9,  #10,  #11,  #12  occur,  notify  at 
once  Attending,  Cardiac  Fellow,  Resident 
and  Interns. 

14.  Glucose  and  water  intravenous  very  slowly 
to  keep  vein  open. 

15.  Medical  consultation  in  compliance  with  By- 
Laws. 


regular  sinus  rhythm  conduction.  It  is  im- 
portant in  these  patients  to  leave  the  catheter 
in  place  for  10  to  12  days,  because  the  AV 
block  may  recur.  This  is  especially  so  in  com- 
plete heart  block. 

Results  from  our  unit  and  experience  of 
others  indicate  that  ventricular  fibrillation 
can  be  treated  witli  about  50  per  cent  re- 
covery. Lown,  et  al.^,  reported  total  preven- 
tion of  ventricular  fibrillation  in  their  series. 
This  was  a remarkable  achievement  but  may 
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be  clue  to  the  fact  that  his  patients  are  not  ad- 
mitted to  the  ecu  as  soon  after  symptoms 
occur  as  are  our  patients.  AV^e  have  docu- 
mented evidence  of  patients  with  an  acute  an- 
terior wall  infarction  in  regular  sinus  rhythm 
who  suddenly  developed  ventricular  fibrilla- 
tion after  one  premature  ventricular  contrac- 
tion. There  is  no  way  to  prevent  ventricular 
fibrillation  under  such  circumstances. 

One  of  the  most  dramatic  events  in  the  coro- 
nary care  unit  is  the  conversion  of  cardiac  ar- 
rest to  a normally  functioning  heart  rhythm 
and  eventual  discharge  of  the  patient  from 
the  hospital.  Indeed  successful  cardiac  resus- 
citation is  a very  important  achievement,  but 
it  is  not  the  real  function  of  a coronary  care 
unit.  The  basic  function  and  productivity  of 
the  coronary  care  unit  is  the  recognition  and 
prompt  treatment  of  the  pre-fatal  arrhythmias 
and  correction  of  conduction  defects. 

Summary 

1.  The  first  year  of  operation  of  a Coronary 
Care  Unit  in  a community  hospital  reduced 


the  mortality  rate  of  acute  myocardial  infarc- 
tion from  34  to  14  per  cent. 

2.  The  effectiveness  of  a CCU  is  based  upon 
the  ability  of  the  specialist  cardiac  nursing 
staff  to  recognize  pre-fatal  arrhythmias;  and 
in  giving  these  nurses  the  authority  to  im- 
mediately administer  the  indicated  medica- 
tion and  to  use  defibrillation  when  needed. 
(See  CCU  standing  orders  for  new  admis- 
sions). 

3.  The  prevalence  of  the  most  common 
arrhythmias  with  acute  myocardial  infarction 
were  reported,  and  their  treatment  discussed. 

4.  There  were  13  deaths,  8 died  in  the  CCU, 
5 in  the  wards.  Five  deaths  were  due  to  con- 
gestive heart  failure,  three  due  to  shock  and 
one  to  rupture  of  the  myocardium.  There 
tvere  two  “sudden  deaths”  (causes  unknown), 
and  two  due  to  sudden  cardiac  arrest. 

Six  detailed  tabulations  and  a bibliography  appear  in 
the  authors’  reprints. 


109  South  Munn  Ave.  (Dr.  Left) 


Medical  Assistants  Offered  Loans 


.Any  qualified  young  person  wishing  to  pursue 
a career  as  a medical  assistant  may  apply  for 
a scholarship  loan  through  the  Maxine  Wil- 
liams Scholarship  Fund,  sponsored  by  the 
■American  Association  of  Medical  Assistants’ 
Endowment. 

Participants  in  the  loan  program  may  bor- 
row up  to  $300  for  their  education.  As  a serv- 
ice to  the  profession,  AAMA  assumes  all  ad- 
ministrative costs  so  there  is  no  interest  rate 
on  the  loan.  If  the  recipient  spends  a mini- 
mum of  two  years  in  the  medical  assisting 
field,  the  loan  becomes  an  outright  scholar- 
ship, and  no  repayment  is  required. 

The  fund,  named  in  honor  of  Miss  Maxine 
W’illiams,  AAMA’s  first  president,  is  sup- 
ported entirely  by  private  donations  from 


state  medical  assistant  associations  as  well  as 
local  chapters.  Contributions  are  tax  deducti- 
ble as  an  educational  expense. 

To  be  eligible  for  a loan,  one  must  be  a high 
school  graduate  who  wishes  to  take  formal 
training  in  medical  assisting.  At  the  present 
time,  A.AMA  is  working  with  the  American 
Medical  Association  on  an  approval  program, 
eventually  leading  to  a standard  medical  as- 
sisting curriculum.  The  suggested  two-year 
program  recommends  both  administrative  and 
clinical  training  for  an  Associate  Arts  degree 
at  an  accredited  community  or  junior  college. 

Application  blanks  and  information  about  the 
Scholarship  Loan  Fund  may  be  obtained  from 
American  Association  of  Medical  Assistants, 
200  East  Ohio  Street,  Chicago,  Illinois  60611. 
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Indications  for  surgery  in  regional  enterocolitis  are 
here  clearly  sl>elled  out  in  their  brief  inonografdi. 


Regional  Enterocolitis* 


Eugene  P.  Salvati,  M.D./Plainfield 

Crohni  and  his  associates  first  described  re- 
gional enteritis  in  1932  but  it  was  not  until 
1951  that  Rappeport^  reported  colonic  in- 
volvement in  55  of  100  cases  of  regional  en- 
teritis. In  recent  years  many  other  reports 
have  appeared,  notably  that  by  Janowitz.^  In 
1965  he  reviewed  sixty  cases  of  regional  colitis 
and  Bacon, ^ a similar  number,  in  1966.  Thus, 
involvement  of  the  colon  in  combination  with 
(or  separate  from)  the  small  bowel  by  a dis- 
ease process  is  recognized  as  a distinct  clinical 
entity.  This  can  be  differentiated  from  ulcera- 
tive colitis  in  most  cases  both  clinically  and 
pathologically.  As  more  surgeons  review  their 
experiences,  they  find  that  disorders  formerly 
labeled  ulcerative  colitis  were  actually  region- 
al colitis. 

This  is  a statistical  review  of  17  cases  of  re- 
gional enteritis,  ileocolitis,  and  regional  colitis 
personally  operated  upon  over  the  past  10 
years.  The  most  common  .symptoms  were  ab- 
dominal cramps  and  weight  loss  as.sociated 
with  moderate  diarrhea.  Anemia  was  found 
in  every  case  although  rectal  bleeding  was  not 
a prominent  feature.  Anal  fistulae  were  pres- 
ent in  58  per  cent  of  the  cases  and  preceded 
the  diagnosis  of  the  disease  in  every  instance. 
Sigmoidoscopy  was  normal  in  12  cases;  in  two, 
isolated  rectal  ulcers  were  noted  and  in  three, 
proctitis  was  present,  indistinguishable  from 
ulcerative  colitis. 

In  nine  cases,  the  ileum  only  was  involved;  in 
two,  the  colon  and  in  six,  the  ileum  plus  the 
colon.  Grossly,  the  bowel  wall  was  markedly 
thickened.  Usually,  enlarged  lymph  nodes 
were  present.  Longitudinal  ulcerations  of  the 
mucosa  were  characteristically  noted  and 
microscopically  the  muscle  layer  was  marked- 
ly thickened  and  all  layers  of  the  bowel  were 


infiltrated  with  plasma  cells,  lymphocytes  and 
eosinophils.  In  eleven  cases  (64  per  cent)  a 
granulomatous  or  sarcoid  reaction  was  found. 

Age  of  onset  ranged  from  5 to  age  38.  Two 
occurred  in  the  first  decade;  five  in  the  second; 
three  in  the  third;  and  seven  in  the  fourth. 
Three  patients  did  not  receive  any  prior  med- 
ical treatment.  Five  patients  received  .\zul- 
fidine.®  Nine  patients  were  given  both  Azul- 
fidine®  and  steroids  prior  to  surgery. 

TABLE  I 

Indications  for  Surgery 
17  Patients 
29  Operations 


Obstruction  16 

Internal  Fistulization  7 

Intractable  Disease  4 

Unhealed  .^nal  Wound  1 

Proclilis  1 


Indications  for  surgery  were  as  follows:  ob- 
struction in  16  cases  or  57  per  cent;  internal 
fistulization  in  7 ca.ses  or  20  per  cent;  in- 
tractable disease  in  four  cases  or  14  per  cent. 
The  remaining  two  patients  were  operated 
upon  for  an  unhealed  anal  wound  and 
proctitis. 

Twenty-nine  operations  were  done.  Four  had 
a partial  ileectomy;  one  a partial  duodenec- 
tomy;  14  patients  underwent  ileectomy  and 
right  hemicolectomy.  Three  had  a subtotal 


TABLE  II 
Type  of  Surgery 
17  Patients  = 29  Operations 
Duodenectoiny  1 

Partial  Ileectomy  4 

Ileectomy  and  Right  Colectomy  14 

Subtotal  Colectomy  and  lleorectostomy  3 
Total  Colectomy  and  Ileostomy  2 

I.eft  Colectomy  and  lleorectostomy  3 

Sigmoidectomy  1 

Proctectomy  1 


* Read  before  the  Sections  on  Gastroenterology  and 
Proctology,  and  General  Practice,  Annual  Meeting, 
The  Medical  Society  of  New  Tersey,  Atlantic  City,  May 
19,  1969. 
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colectomy  ami  ileoreclostomy ; two  a total 
colectomy  and  ileostomy;  three  a left  hemi- 
colectomy and  ileorectostomy.  One  sigmoidec- 
tomy and  one  proctectomy  were  also  doite. 

Ten  patients  had  one  operation  and  these  are 
all  living  and  well  with  no  recurrence.  Four 
patients  had  two  operations  each.  Two  of 
these  have  developed  recurrences  and  at  pres- 
ent are  controlled  with  Prednisolone.®  One 
patient  has  had  three  operations  and  is  now 
well.  Two  patients  had  four  operations  and 
are  now  well.  The  recurrence  rate  was  41 
per  cent.  There  were  no  deaths.  There  were 
no  cases  of  carcinoma,  toxic  dilatation,  or 
free  perforation. 

TABLE  III 

10  Patients  had  1 Operation 
No  Recurrence 
4 Patients  had  2 Operations 
2 Recurrences 

1 Patient  had  3 Operations 
No  Furtlier  Recurrence 
Recurrence  Rate— 41  per  cent 
No  Deaths 

Fistulectomies  w-ere  done  on  eight  patients 
with  this  problem.  In  three,  the  w^ound  healed 
despite  the  subsequent  diagnosis  of  enteritis 
or  colitis.  Tw^o  patients  required  definitive 
bowel  surgery  before  the  wound  would  heal. 
Three  had  a fistulectomy  after  bowel  surgery. 
One  patient  required  proctectomy  and  colec- 
tomy and  one  (with  recurrent  disease)  still  has 
his  fistula  and  wall  probably  require  proctec- 
tomy. 

One  patient  in  this  series  had  a total  colec- 
tomy and  proctectomy  for  ulcerative  colitis. 
The  diagnosis  was  confirmed  by  review'  of  the 
gross  and  microscopic  findings.  He  then  de- 
veloped a typical  regional  ileitis  with  obstruc- 


tion necessitating  removal  of  all  the  small 
bowel  except  the  proximal  54  inches.  Later  a 
reversal  of  a jejunal  segment  was  done.  Three 
years  have  passed  since  then,  and  he  is  doing 
quite  Avell.  This  makes  one  wonder  whether 
the  development  of  regional  ileitis  was  coin- 
cidental or  whether  there  is  more  than  a 
casual  relationship  betw'een  regional  ileitis 
and  ulcerative  colitis. 

Commenf 

Surgery  for  regional  enteritis,  ileocolitis  or 
regional  colitis  should  be  confined  to  treating 
the  complications  of  this  disease  such  as  ob- 
struction, internal  fistulization  and  those  un- 
responsive to  medical  therapy.  A reasonable 
response  can  be  expected  from  surgery  but  the 
recurrence  rate  is  high  and  repeated  resec- 
tions are  frequently  needed.  A fistula  in  the 
first  three  decades  of  life  should  make  one 
suspicious  of  enteritis  and  this  diagnosis 
should  be  ruled  out  prior  to  fistulectomy.  One 
can  not  say  for  certain  wdiat  is  the  proper  op- 
erative procedure  for  regional  colitis.  Prob- 
ably subtotal  colectomy  and  ileorectostomy 
are  indicated  for  patients  with  more  than 
ascending  colon  disease.  The  prognosis  ap- 
pears to  be  better  when  the  primary  involve- 
ment is  in  the  colon. 
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If  we  physicians  don’t  interest  ourselves  in  the  emo- 
tional illnesses  of  adolescents  and  children,  other 
groups  will  be  glad  to  relieve  us  of  that  job. 


Physicians’  Involvement 
In  Emotional  Disorders 
Of  The  Young 


Eugene  V.  Resnick,  M.D./Paramus* 

Soon  after  its  formation,  the  Special  Commit- 
tee (of  The  Medical  Society  of  New  Jersey) 
on  Emotional  Disorders  of  Childhood  and 
Adolescence  decided  that  one  of  its  first  efforts 
should  be  an  attempt  to  surxey  the  manner  in 
which  the  diagnosis,  treatment,  and  prophy- 
laxis of  mental  and  emotional  illness  in  chil- 
dren and  adolescents  was  being  dealt  with 
throughout  the  state  and  the  degree  of  in- 
terest and  involvement  of  physicians  and  our 
21  county  medical  societies.  Accordingly,  on 
January  26,  1968  the  following  letter  was  sent 
to  the  secretary  of  each  county  medical  society 
in  New  Jersey: 

The  Special  Committee  on  Emotional  Disorders  of 
Childhood  and  Adolescence  of  The  Medical  Society  of 
New  Jersey  would  like  to  be  of  service  to  each  county 
medical  society  in  its  concern  over  provision  of  ade- 
quate medical  facilities  for  the  mentally  and  emotion- 
ally ill  youngsters  of  your  community.  We  are  well 
aware  that  in  many,  if  not  all,  areas  of  the  state  both 
in-patient  and  out-patient  psychiatric  facilities  are 
either  inadequate  in  size  or  scope,  or  non-existent. 
Although  the  medical  profession  alone  cannot  solve 
this  problem,  the  Committee  feels  that  we  could  play 
a central  role  in  trying  to  remedy  it— else  other  groups 
will  step  in  to  create  ill-conceived  and  ineffective  plans. 
At  least,  so  history  tells  us! 

We  should  like  to  begin  this  work  Dy  asking  you  to 
give  us  some  information  about  your  county.  We  are 
not  interested  especially  in  a statistical  survey  of  your 
needs  and  facilities,  although  if  you  already  do  have 
data  of  this  kind,  we’d  be  pleased  to  receive  them. 
What  we  are  more  interested  in  is  a sophisticated 
resume  of  how  mentally  and  emotionally  ill  youngsters 
in  your  area  are  handled— and  why— and  what  changes 
are  called  for.  We  have  formulated  a list  of  questions 
for  your  use  as  a guide  in  formulating  your  resume. 
Here  they  are: 


1.  Is  there  concern  in  your  county  about  lack  of  facili- 
ties? By  whom? 

2.  Who,  if  anyone,  is  "pushing”  for  creation  of  addi- 
tional facilities?  Of  what  type? 

3.  ^Vhat  has  been  the  role  of  the  county  medical  so- 
ciety in  "pushing”  for  and/or  planning  new  facilities? 

4.  Do  you  have  an  active  Mental  Health  Association? 
What  has  been  its  role?  What  is  its  leadership? 

5.  What  has  been  the  role  of  psychological,  social 
work,  and/or  educational  groups  in  planning  and  de- 
velopment of  facilities? 

6.  What  has  been  tbe  role  of  the  county  Mental 
Health  Board  and  its  professional  .\dvisory  Committee? 
^V’hat  role  do  physicians  play  in  these  groups? 

7.  Who  is  seeing  and  "treating”  psychologically  ill 
youngsters  in  your  county 

Pediatricians? 

General  Practitioners? 

General  Psychiatrists? 

Child  Psychiatrists? 

Psychologists? 

Social  Workers? 

Clergymen? 

Educational  Personel? 

Other? 

8.  ^Vhat  kind  of  resources  are  available  to  the  non- 
psychiatric physician  of  your  county  for  referral  of 
patients?  Please  comment  on  the  adequacy  (quantita- 
tively and  qualitatively)  of  each  of  the  following  re- 
sources (including  such  elements  as  geographical  avail- 
ability, waiting  lists,  finances,  etc.) : 

a.  In-patient  facilities; 

Public  hospitals 
General  hospitals 
Residential  care 

b.  Partial  hospitalization  facilities  (Day  and/or  night) 

c.  Out-patient  facilities: 

General  psychiatrists  in  private  practice 
Child  psychiatrists  in  private  practice 

* Dr.  Resnick  is  Medical  Director,  Hackensack  Com- 
munity Health  Service. 
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Psychologists 

Public  Clinics  (government  sponsored  or  non-profit 
private) 

Court-affiliated  clinics 
d.  Emergency  Services 

9.  To  whom  do  your  non-psychiatric  physicians  refer 
youngsters  for  evaluation  and  for  “psychotherapy”. 

General  psychiatrists? 

Child  psychiatrists? 

Psychologists? 

Others? 

10.  What  role  do  physicians  have  in  school  systems  vis 
a vis  psychologically  ill  youngsters?  Do  school  person- 
nel refer  youngsters  requiring  private  treatment  to 
psychiatrists  or  to  non-medical  professionals  (psy- 
chologists, etc.)? 

11.  Is  there  interest  among  non-psychiatric  physicians 
for  educational  programs  in  child  and  adolescent  psy- 
chiatry? What  type  of  programs: 

Lectures? 

Seminars? 

Hospital-based  programs  (in  staff  meetings,  out-patient 
depts.,  etc.)? 

Others? 

12.  Do  you  have  any  specific  suggestions  for  action  by 
The  Medical  Society  of  New  Jersey’s  Council  on 
Mental  Health,  or  its  Special  Committee  on  Emotional 
Disorders  of  Childhood  and  Adolescence? 

How  may  we  help  you? 

On  October  9,  1968,  those  county  societies 
which  had  not  replied  to  this  letter  were  sent 
the  following  reminder: 

In  January  1968,  the  Committee  on  Emotional  Disor- 
ders of  Childhood  and  Adolescence  sent  your  county 
medical  society  an  inquiry  on  the  nature,  quantity  and 
quality  of  mental  health  facilities  for  children  and 
adolescents  in  your  area.  Because  we  have  not  re- 
ceived a reply  from  you,  we  are  writing  again  to  re- 
quest this  information. 

Please  send  us  whatever  information  you  have  avail- 
able, no  matter  how  meager  or  briefly  stated,  and  do 
not  feel  bound  to  respond  to  the  detailed  questions  of 
the  original  letter.  We  are  as  eager  to  know  of  your 
society’s  lack  of  interest  in  this  matter  as  of  its  en- 
thusiasm. In  essence,  we  should  like  to  know  of  both 
the  problems  and  accomplishments  in  your  area  in 
regard  to  diagnosis,  treatment,  and  prophylaxis  of 
mental  and  emotional  illness  in  children  and  adoles- 
cents. 

In  all,  replies  were  received  from  ten  out  of 
our  21  county  medical  societies.  Some  of  the 
larger  societies  and  many  of  the  smaller  ones 
did  not  reply.  Several  of  the  larger  counties 
from  which  no  reply  was  received  are  known 
to  have  active  mental  health  programs  under 
medical  auspices  and  substantial  numbers  of 
psychiatrists  as  members  of  the  county  medi- 
cal society.  Periia|}s  this  unres|)onsiveness  in- 
dicates the  local  medical  community’s  lack  of 
interest  in  mental  health  matters;  or,  maybe, 
that  psychiatrists  are  not  involved  in  county 


medical  society  activities;  or  that  the  groups 
felt  that  their  limited  time  and  energies  might 
be  put  to  more  constructive  use  than  answer- 
ing “another  quest ionnaire.’’ 

The  nature  of  the  ten  replies  received  varied 
greatly.  Some  were  sophisticated  essays,  giving 
considerable  detailed  information  about  the 
situation  in  the  county.  Others  were  brief 
general  summaries.  Still  others  consisted  of 
hand-written  notations  on  the  margins  and 
blank  spaces  of  the  original  survey  letter. 
Although  the  majority  of  the  replies  ap- 
parently were  written  by  psychiatrists,  there 
was  evidence  that  most  of  them  adhered  to 
the  survey’s  request  for  information  that 
would  “reflect  the  views  and  practices  of  all 
segments  of  the  medical  community.’’ 

In  addition  to  the  modest  number  of  replies 
received,  the  content  of  the  replies  indicated 
a sparse  and  spotty  medical  interest  and  in- 
volvement in  facilities  for  the  young  mentally 
and  emotionally  disturbed.  Although  there 
were  several  exceptions,  most  of  our  county 
medical  societies  apparently  were  not  involved 
actively  in  the  planning  for  (or  the  creation 
of)  facilities.  The  leadership  in  this  more 
often  was  in  the  hands  of  lay  groups  and/or 
non-medical  professional  groups.  There 
seemed  to  be  a general  feeling  of  frustration 
and  pessimism  in  regard  to  the  ability  of  the 
medical  profession  to  be  effective  in  creating 
sufficient  new  facilities. 

The  survey  indicated,  for  the  most  part,  a 
paucity  of  existing  facilities.  Apparently,  there 
are  relatively  few  child  psychiatrists  practicing 
in  the  state,  and  these  are  concentrated  in  the 
more  populous  metropolitan  areas.  There 
seem  to  be  more  adequate  numbers  of  general 
psychiatrists  in  private  practice.  Many  of 
them,  of  course,  do  work  ivith  children  and 
most  of  them  with  adolescents.  Many  children 
and  adolescents  were  being  “treated”  by  non- 
medical professionals,  especially  psychologists. 
Several  replies  indicated  doubt  about  the 
quality  of  the  work  done  by  these  non-medical 
professionals.  Out-patient  clinics  were  cited  as 
being  too  few  in  number  and  often  over- 
burdened by  the  great  demand  for  their  serv- 
ices, which  their  small  staffs  could  not  handle 
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Some  said  that  many  clinics  worked  ineflective- 
ly  and  unproductively.  Almost  all  the  replies 
indicated  that  inpatient  and  partial  hospital- 
ization facilities  for  children  and  adolescents 
were  either  meager  or  non-existent. 

School  personnel  showed  a high  degree  of  in- 
terest in  children’s  emotional  problems.  How- 
ever, this  interest  often  was  relatively  un- 
sophisticated and  focused  on  the  school’s  need 
to  change  the  student’s  aggressive  and  un- 
social behavior.  One  reply  commented  upon 
the  increasing  skill  in  school  personnel  in  be- 
ing able  to  identify  emotionally  ill  children 
and  the  frustration  these  educators  met  in  at- 
tempting to  fir.d  suitable  treatment  facilities 
for  the  students  so  identified. 

Generally,  the  replies  indicated  minimal  in- 
terest among  non-psychiatric  physicians  for 
formal  educational  programs  in  child  and 
adolescent  psychiatry,  although  there  was 
some  indication  that  physicians  were  in- 
terested in  getting  practical  help  in  dealing 
wuth  their  problem  patients. 

Some  of  the  replies  had  specific  suggestions  to 
make.  These  included  one  suggestion  that 
The  Medical  Society  of  New  Jersey  dissemi- 
nate information  on  educational  programs  for 
non-psychiatric  physicians  directly  to  the 
county  societies.  Another  reply  requested  help 
from  the  Council  on  Mental  Health  in  in- 
fluencing the  Department  of  Institutions  and 
Agencies  to  be  more  effective  in  promoting 
mental  health  centers  under  local  control.  A 
third  reply  recommended  the  establishment  of 
Walk-In-Clinics,  to  function  as  brief,  rapid 
diagnostic  centers  and  to  provide  emergency 
treatment  “with  less  of  the  classic  evaluation 
approach,  with  its  tedious  work-up  process,  its 
waiting  and  conferences.”  In  such  a clinic,  “a 
trained  psychiatrist  could  quickly  classify 
those  whom  he  or  his  clinic  could  help  and 
those  who  must  be  administratively  disposed 
of  to  a state  facility,  a drug  program,  an  acute 
family  counseling  team,  or  other  immediate 
and  functionally  effective  operating  channels.” 
This  respondent  complained  that  “psychia- 
trists trained  in  child  psychiatry  were  all  de- 
voting . . . more  of  their  time  to  administra- 
tive and  other  clinic  activities  . . . but  little  to 


seeing  children.  Treatment,  where  it  exists,  is 
done  largely  by  the  ancillary  or  para-psychia- 
tric discipline,  under  the  nominal  supervision 
of  a psychiatrist  when  in  a clinic  setting,  and 
without  supervision  when  done  privately.” 

One  reply  suggested  that  psychiatrists  and 
other  physicians  might  be  more  effective  by 
working  in  and  through  school  systems  in  pro- 
grams of  secondary  and  tertiary  prevention, 
through  early  case  finding  and  through  inter- 
vention to  help  structure  the  school  situation 
best  to  promote  mental  health  and  deal  with 
mental  illness.  This  kind  of  work  would  in- 
volve the  physician  serving  primarily  in  a 
consultative  role  to  various  school  personnel, 
both  administrators  and  teachers,  as  well  as  do- 
ing some  mainly  diagnostic  work  with  students. 

The  common  situation  relative  to  what  kind 
of  professional  “treats”  mentally  sick  young- 
sters is  exemplified  by  the  following  reply: 
“There  does  not  seem  to  be  any  real  consensus 
on  which  type  of  professional  should  be  treat- 
ing which  child,  and  the  decision  on  this 
usually  depends  on  the  personal  inclination  of 
the  individual  or  agency  which  sees  the  need 
for  treatment.  Most,  but  not  all,  of  the  child 
treatment  clinics  in  our  county  have  psychia- 
trists on  their  staffs,  but  the  degree  of  psy- 
chiatric leadership  permitted  in  each  clinic 
varies  greatly  from  one  to  the  next.” 

The  general  theme  of  many  of  the  replies  is 
expressed  in  one  of  them:  “Efforts  to  develop 
facilities,  especially  for  those  who  cannot  af- 
ford private  services,  have  been  made  and 
have  obtained  a degree  of  success,  but  many 
gaps  remain,  both  in  types  and  in  volume 
of  services.  The  problem  has  been  com- 
pounded by  such  factors  as  the  extremely 
rapid  population  growth  in  our  county,  by  its 
political  structure  and  attitudes,  and  by  dif- 
ficulties in  having  all  the  interested  groups 
and  agencies  follow  a unified  and  coordinated 
plan  of  development.”  The  survey  certainly 
indicated  the  presence  of  great  problems  and 
the  need  to  mobilize  resources  to  meet  those 
problems,  but  also  indicated  that  beginnings 
had  been  made,  and  that  there  were  phy- 
sicians interested  and  involved  in  continuing 
this  work. 
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The  road  to  death  need  not  only  be  a oneway  street. 


Death  And  The  Road  Back* 


Arthur  Winter,  M.D./East  Orange 

Why  do  we  need  a new  definition  of  death?  At 
what  point  can  the  patient  “return  to  life” 
because  of  our  modern  devices,  with  or  with- 
out neurologic  deficits;  or  will  he  continue 
into  the  inevitable  status  of  death?  I will  de- 
scribe several  cases  in  which  there  was  severe 
brain  damage  and  the  patients  were  dying, 
and  there  was  no  chance  whatsoever  of  their 
returning  to  life.  I will  describe  other  cases 
of  patients  who  appeared  to  be  dying  and, 
yet,  were  able  to  return  with  minimal  neu- 
rological deficits. 

Case  One  — A 19  year  old  Marine  was  admitted  to  St. 
Barnabas  Hospital  after  sustaining  severe  head  injuries 
in  an  automobile  accident.  On  admission,  he  responded 
briefly  but  was  semi-comatose.  His  pupils  were  dilated, 
fundal  vessels  were  engorged  and  he  had  blurring  of 
the  discs  indicating  increased  brain  pressure.  His  scalp 
was  almost  completely  detached  from  the  skull  because 
of  the  deep  injury.  He  was  bleeding  profusely.  At 
times,  there  were  some  spontaneous  movements  in  the 
lower  extremities.  Pressure  dressings  were  applied.  X- 
rays  disclosed  an  older  occipital  wound  due  to  mortar 
fragments  and  super-imposed  on  this,  a fracture  line 
from  the  second  injury.  Diagnoses  were  cerebral  con- 
cussion, laceration  of  the  scalp,  and  mortar  fragment 
injury  to  the  skull.  The  patient  was  given  antibiotics 
and  tetanus  antitoxin  and  we  took  him  immediately  to 
the  operating  room  to  repair  this  deep  laceration  and 
to  see  whether  he  had  subdural  hematoma.  Burr  holes 
disclosed  an  acute  subdural  hematoma  and  the  lacera- 
tion in  the  scalp  was  repaired. 

He  never  regained  consciousness.  His  pupils  showed 
some  reaction  to  light  on  the  first  postoperative  day. 
Vital  signs  remained  stable  for  24  hours  and  he  was 
given  vigorous  treatment  which  included  hypothermia, 
antibiotics,  steroids,  but  in  spite  of  all  this,  his  condi- 
tion seemed  to  deteriorate.  That  evening  the  patient 
had  a respiratory  arrest  and  then  a transient  cardiac 
arrest.  In  the  intensive  care  unit,  a closed  chest  mas- 
sage was  carried  out  and  an  endotracheal  tube  was 
hooked  up  to  the  respirator.  His  pupils  did  not  be- 


*  Opening  paper  of  the  symposium  on  the  Diagnosis 
of  Death,  presented  May  18,  1969,  at  the  .Annual  Meet- 
ing of  The  Medical  Society  of  New  Jersey,  Atlantic 
City,  New  Jersey. 

JThe  patient  is  asked  to  subtract  7 from  100,  then  7 
from  93,  then  7 from  the  remaining  86,  and  so  on. 


come  fully  dilated  at  that  time  but  there  was  a 
gradual  dropping  in  his  blood  pressure  to  hypotensive 
levels.  We  gave  him  Mannitol®  and  intravenous  Solu- 
Cortef®.  We  took  him  back  to  the  operating  room  to 
determine  whether  he  was  re-bleeding  or  whether  he 
had  massive  brain  edema.  The  flap  was  turned  and  it 
was  evident  that  it  was  massive  brain  swelling  in  spite 
of  all  methods  that  we  used.  The  brain  literally  started 
coming  out  of  the  defect  in  the  skull.  His  postopera- 
tive course  was  that  of  gradual  deterioration  due  to 
massive  brain  injury,  secondary  cardiac  arrest  and  re- 
spiratory arrest  and,  therefore,  irreparable  brain  dam- 
age. 

This  was  a case  in  which  there  was  irreparable  damage 
to  the  brain,  secondary  to  his  severe  head  injury.  A 
healthy  young  body  with  a dead  brain,  he  was  a pos- 
sible donor  for  organ  transplantation.  His  father’s  re- 
mark was,  “Doc,  the  kid  has  to  come  home  from  Viet- 
nam to  get  killed!” 

Case  Two  — A 44  year  old  man  was  admitted  to  the 
hospital  because  of  severe  frontal  headaches  for  the 
last  two  weeks.  An  ophthalmologist  found  papilledema 
and  unilateral  hemi-anopsia.  He  had  an  equivocal 
right  facial  droop,  blood  pressure  was  160/70,  pulse 
was  78.  He  had  some  pain  on  flexion  of  his  head  with 
some  question  of  nuchal  guarding.  The  patient  was 
obtunded  and  he  had  some  difficulty  doing  serial 
sevens.f  The  impression  at  this  time  was  that  he  de- 
finitely had  increased  intracranial  pressure  possibly  due 
to  vascular  subarachnoid  bleeding  because  of  the 
nuchal  guarding  or  possible  brain  tumor.  .At  lumbar 
puncture,  pressure  was  180,  ten  red  cells,  but  no  white 
cells.  Protein  was  92  and  sugar  124. 

Left  carotid  arteriogram,  EEG,  and  brain  scan  revealed 
a very  large  temporo  parietal  lesion  (See  Figure  1).  AVe 
did  a craniectomy  for  biopsy  of  the  lesion  which 
proved  to  be  a malignant  brain  tumor,  a grade  3 
astrocytoma  (See  Fi^re  2).  Post-operatively,  he  did 
very  well.  On  radiation  therapy,  he  continued  to  im- 
prove for  six  months.  His  headaches  disappeared. 
Lhen,  there  was  evidence  of  recurrence  and,  in  spite  of 
radiation  and  chemotherapy  with  Actinomycin  D,  the 
patient’s  course  became  worse  and  he  died. 

In  these  two  cases,  the  outcome  was  deter- 
mined. One  death  was  due  to  a severe  brain 
injury  and  the  other  to  a malignant  tumor. 
In  this  latter  case,  it  would  have  been  sense- 
less to  prolong  his  suffering.  In  fact,  the  wife 
gave  permission  at  this  time  for  heart  trans- 
plant. 

Here  are  other  cases  which  did  approach 
death  but  could  return  with  varying  results. 
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Figure  1 — Fhis  shows  an  arteriogram  in  the  AP  view  on  tlie  left  and  a brain  scan  with  Tc-90  in  PA 
views  showing  increased  uptake  over  the  left  parietal  region.  The  description  of  the  arteriogram  shows  the 
anterior  cerebral  artery  to  be  shifted  from  left  to  right  and  there  is  upward  displacement  of  the  middle 
cerehral  artery  indicating  a deep  vascular  left  parietal  lesion.  On  the  brain  scan,  this  is  also  evident. 


Case  Three  — A 6-year-old  girl  was  hospitalized  after 
being  hit  by  a car.  She  had  been  thrown  a distance  of 
50  feet  and  was  rendered  suddenly  unconscious.  She 
remained  in  the  hospital  for  a week  where  a tra- 
cheostomy was  performed.  She  was  treated  with  hypo- 
thermia because  of  a temperature  raging  up  to  106. 
She  sliowed  evidence  of  fractured  ribs,  fractured  right 
humerus,  and  a comatose  state.  Our  ini[)ression  was. 


with  her  multiple  fractures  and  coma,  that  she  looked 
like  a ‘‘broken  doll.”  Brain  scan,  electro-encephalo- 
gram and  other  diagnostic  studies  indicated  increased 
pressure  over  the  right  temporal  area.  At  subtemporal 
decompression,  we  noted  marked  swelling  of  the  sur- 
face of  the  brain  but  no  evidence  of  subdural  hema- 
toma. Seven  hours  post-operatively  the  child  seemed  to 
respond  to  painful  stimuli  and  became  more  alert. 


mm  m-  >-  » 


Figure  2 — In  lateral  view,  of  the  arteriogram  and  brain  scan,  the  highly  vascular  malignant  tumor  is 
well  outlinetl  and  demarcated  on  the  left.  In  the  brain  scan  there  is  increased  uptake  outlining  exactly 
the  tumor  stain  seen  in  the  arteriogram. 
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There  was  a gradual  decrease  in  her  spasticity  and  she 
started  to  respond  to  sound.  The  child  became  progres- 
sively more  alert  and,  was  given  carbon  dioxide  ther- 
apy to  increase  the  vascularity  to  her  brain  and  hyper- 
baric treatment  with  steroids.  As  each  day  went  by, 
she  became  brighter.  Suddenly  one  day,  she  smiled. 
With  her  eyes  she  was  following  the  examiner  about 
the  room  and  within  three  weeks  she  could  obey 
commands.  Then,  there  was  evidence  of  spontaneous 
laughter.  She  could  now  respond  to  questions  by  nod- 
ding her  head  and  verbalizing.  Then  she  recognized 
her  mother,  and  daily  there  was  improvement  in  her 
vocabulary  and  conceptual  ability.  The  child  finally 
was  taking  feedings  by  mouth,  her  words  increased  to 
sentences,  recognition  and  personality  improved  and 
she  was  discharged.  She  continues  to  improve  now 
five  months  after  her  initial  injury  in  which  she  was 
deeply  comatose.  The  diagnosis  here  was  laceration  of 
the  brain,  cerebral  concussion,  multiple  fractures  of 
the  femur,  ribs,  and  abrasions.  Here  was  a case  with 
residual  deficit  though,  in  spite  of  all  that  was  done. 


Case  Four  — A 37-year-old  female  was  brought  into  the 
emergency  room  in  coma  as  a result  of  falling  out  of  a 
second-story  window.  Apparently,  she  had  tried  to  com- 
mit suicide  by  taking  an  overdose  of  drugs.  She  locked 
herself  in  the  bathroom,  slashed  her  wrists,  and  jumped 
out  of  the  second-story  window.  'When  she  arrived  in 
the  emergency  room,  she  was  in  shock.  Blood  pressure 
was  70/0,  the  pulse  was  thready,  and  the  patient  was 
bleeding  from  her  right  ear  and  scalp  and  slashed 
wrists.  The  pupils  were  dilated  and  she  was  showing 
decerebrate  posturing.  The  impression  was  that  she 
had  a brain  laceration  and  was  in  shock  from  the  pro- 
fuse bleeding  from  her  scalp  and  wrists.  She  also  had  a 
basilar  skull  fracture.  The  patient  was  given  plasma 
and  whole  blood  to  maintain  her  blood  pressure.  X- 
rays  revealed  a fracture  of  the  skull  in  the  temporo- 
occipital  region  on  the  right.  There  was  the  possibility 
of  an  epidural  hematoma  too.  Burr  holes  were  made, 
tising  the  anterior  portion  of  the  fracture  line  as  a 
clue  for  possible  epidural  bleeding.  There  was  no 
epidural  hematoma,  but,  as  soon  as  the  burr  hole  was 
made,  it  tvas  found  that  the  patient  had  acute  sub- 
dural bleeding.  Just  prior  to  the  operation,  the  pa- 
tient was  on  the  stretcher  and  wc  were  shaving  her 
hair.  At  this  point,  she  had  a sudden  cardiac  arrest. 
We  began  immediate  cardiac  massage  and  then  started 
to  defibrilate  her.  We  felt,  of  course,  the  patient  had 
expired  but,  because  of  her  age  and  the  type  of  in- 
jury, I continued  and  made  the  first  burr  hole  over  the 
area  described.  As  soon  as  the  dura  was  open,  the  sub- 
dural hematoma  burst,  spurted  out  under  pressure,  and 
evacuated  itself.  Then,  the  patient’s  cardiac  rhythm 
and  heart  beat  returned  to  normal  and  became  spon- 
taneous. The  brain  surface  itself  was  purplish  in  color 
indicating  underlying  severe  brain  damage. 


She  gradually  improved  to  the  point  where  she  did 
recognize  her  parents.  ^Vith  intensive  physiotherapy 
and  care,  she  learned  to  walk  again  but  there  is  a 
great  deal  of  personality  change  here.  At  one  time,  she 
had  been  a pretty  talented  young  lady  and  had  actual- 
ly been  a singer  on  television.  'Fhe  personality  had 
changed  since  her  injury  in  that  she  was  uninhibited 
in  her  language,  saying  whatever  came  to  mind,  and 
required  constant  nursing  care  because  of  the  suicide 
attempt.  At  her  last  evaluation,  I saw  her  in  a nursing 
home.  She  was  walking  by  herself.  She  did  recognize 
some  people,  but  there  was  still  evitlence  of  severe 
brain  damage.  There  was,  according  to  the  follow-up 
history,  some  continued  but  slight  improvement  since 
her  initial  injury. 


With  this  type  o£  patient,  it  was  impossible 
to  determine  beforehand  how  much  restora- 
tion of  cerebral  function  there  would  be  and 
what  the  final  outcome  would  have  been. 
Since  her  heart  had  stopped  five  times  and  had 
to  be  re-started,  how  many  times  was  she 
really  dead? 

Case  Five  — This  six-year-old  girl  was  a passenger  in 
her  mother’s  car.  The  front  tire  blew  out  and  the  car 
ran  into  a telephone  pole.  When  she  was  brought  into 
the  hospital,  she  was  comatose,  bleeding  from  her  ears 
and  nose.  She  had  dilated  pupils,  became  apneic  and 
then  started  a convulsive  seizure  of  the  left  side  of 
her  body.  She  had,  at  this  time,  severe  swelling  over 
the  right  side  of  her  face  and  jaw  and  it  looked  as  if 
she  were  going  to  die  within  the  next  20  minutes.  I 
immediately  gave  her  intravenous  Dilantin,®  Solu-Cor- 
tef,®  and  Mannitol.®  ^Ve  took  her  to  the  operating 
room.  This  all  took  place  within  a period  of  about 
38  minutes.  As  soon  as  the  dura  was  opened  the  spinal 
fluid  shot  out  under  pressure.  It  was  then  evident  that 
this  skull  was  depressed  at  almost  two  centimeters  into 
her  brain.  After  the  Mannitol®  was  administered,  and 
the  decompression  operation  completed,  the  surface 
of  the  brain  started  to  pulsate.  Her  color  improved. 
We  then  put  her  on  steroids,  Chymoral,®  Dilantin® 
and  intravenous  fluids.  "Within  eight  days,  she  began  to 
verbalize.  The  tracheotomy  cannida  was  removed. 


She  is  now  attending  school  and  is  doing  very  well  in 
her  school  achievement. 

Here  is  a youngster,  where  it  looked  as  if  the 
moment  of  death  was  very  close.  Yet,  because 
of  the  excellent  cooperation  of  the  house  staff, 
and  operating  room,  we  were  able  to  reverse 
the  procedure  and  bring  her  back  to  normal 
function. 

Case  Six  — A 71-year-old  woman  was  found  coma- 
tose by  the  police  in  her  apartment.  There  was  a 
garage  under  her  apartment,  and  a driver  put  his  car 
in  and  forgot  to  shut  off  the  ignition.  This  left  the 
car  running.  The  couple  on  the  second  floor  above 
noted  severe  headaches  and  nausea  and  opened  the 
windows,  felt  better,  and  notified  the  police.  The 
couple  then  remembered  that  there  was  a widow  on 
the  first  floor  above  the  garage.  The  police  broke  in 
and  the  woman  was  found  in  deep  coma.  The  car  had 
been  running  for  hours.  The  comatose  state  was  due 
to  carbon  monoxide  poisoning.  .At  the  hospital  she 
was  treated  with  medication  to  reduce  brain  swelling, 
and  with  hyperbaric  oxygenation.  When  I saw  her  in 
the  hospital,  she  was  comatose,  completely  unrespon- 
sive to  any  stimuli,  her  pupils  were  in  moderate  dilata- 
tion and  her  prognosis  was  very  poor.  But  then,  she 
showed  a gradual  cerebral  function  return  to  the  point 
where  she  did  impro\e  a great  deal.  Figure  3 shows 
her  image  performance  which  she  made  for  the  psy- 
chologist. This  was  a clue  to  her  increased  cerebration. 
The  figures  that  she  first  drew  seemed  to  be  fetal  in 
nature.  They  developed  to  a point  in  the  consequent 
drawings  where  they  picture  an  adult  with  proper 
extremities. 
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Figure  3 — Reading  from  top  left  across  to  lower  left  to  the  right,  the  two  figures  are  coupled,  the  left  one 
being  a woman,  the  right  one  being  the  man.  This  shows  the  return  of  normal  cerebral  function.  Com- 
paring the  first  set  of  drawings  to  the  last,  you  can  notice  that  in  the  first  set  there  is  a paucity  of  detail 
and  this  proportion  in  the  size  of  the  head  to  the  body,  with  a lack  of  hair  and  the  number  of  anatomical 
parts.  As  can  be  seen  in  the  last  set  of  drawings,  the  patient’s  clinical  improvement  was  marked  and  it 
clearly  outlines  the  return  to  normal  function  in  a period  of  about  four  weeks. 


Here  is  a patient  who  seemed  to  be  on  the 
verge  of  death  from  carbon  monoxide  poi- 
soning but  she  was  able  to  be  restored  to  com- 
plete normal  functionng. 

There  really  are  criteria  for  a new  definition 
of  death  and  it  becomes  important  at  this 
time  because  of  the  possibility  of  organ  trans- 
plants. According  to  the  ad  hoc  committee  at 
Harvard,  specific  defined  conditions  are  neces- 
sary to  pronounce  a patient  dead.  They  are: 

1.  Unreceptivity  and  unresponsivity.  The  pa- 
tient is  unaware  of  any  stimuli  and  does  not 
respond  to  them. 


2.  No  movements  or  breathing.  If  the  patient 
is  on  a respirator  and  there  is  no  breathing 
after  it  has  been  stopped  for  a period  of  3 
minutes,  it  is  obvious  that  he  is  not  breathing 
by  himself. 

3.  No  reflexes.  The  pupils  are  dilated  and 
fixed.  They  do  not  respond  to  any  source  of 
bright  light.  Irrigation  of  the  ears  does  not 
produce  any  head  turning  or  ocular  move- 
ments. 

4.  A “flat”  electroencephalogram  is  to  be 
checked  so  that  it  remains  isoelectric  at  double 
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the  staiularil  gain  which  is  5 microvolts  per 
millimeter.  At  least  ten  full  minutes  of  re- 
cording are  required  but  the«d  //oc  committee 
suggests  that  they  be  done  for  at  least  20  min- 
utes. There  also  should  be  no  response  on  tbe 
electroencephalogram  to  external  stimuli  such 
as  noise  or  skin  pinching;  these  stimidi  ordi- 
narily do  provoke  changes  on  a normal  brain. 

All  the  tests  mentioned  above  should  be  re- 
peated at  least  24  hours  later.  The  EEG  may 
be  modified,  however,  by  toxic  conditions  such 
as  hypothermia,  or  drugs  such  as  baibiturates, 
and  this  must  be  excluded  before  accepting 
just  the  EEG. 

In  their  re]iort,  the  committee  suggests  that: 
“The  patient’s  condition  can  be  determined 
only  by  a physician.  When  the  patient  is  hope- 
lessly damaged,  his  family  and  all  colleagues 
who  have  participated  in  major  decisions  con- 
cerning the  patient,  and  all  nurses  involved, 
should  be  so  informed.  Death  is  to  be  de- 
clared and  the  respirator  turned  off.  The  de- 
cision to  do  this  and  responsibility  for  it  is 
to  be  taken  by  the  physician  in  charge,  in  con- 
sidtation  with  one  or  more  physicians  who 
have  been  directlv  involved  in  the  case.  It  is 
unsound  and  undesirable  to  force  a family  to 
make  a decision.” 

Of  course  if  the  family  does  not  want  the  doc- 
tor to  turn  the  mechanical  devices  off,  he 
should  respect  their  wishes. 

The  physician  who  does  declare  the  patient 
dead  and  turns  off  the  respirator  is  not  to  be 
connected  in  any  way  with  any  transplanta- 
tion procedure.  This  is  to  avoid  any  whisper 


of  self-interest  by  the  physicians  involved. 
Personally,  I think  that  the  defined  24  hours 
(as  suggested  by  the  ad  hoc  committee)  is  a 
long  time  to  wait  with  patients  pronounced 
dead;  that  if  the  brain  lives  only  five  to  ten 
minutes,  at  most,  during  an  anoxic  state,  that 
an  hour  be  considered  as  time  sufficient  when 
all  the  criteria  are  fulfilled  as  defined  by  the 
Harvard  group. ^ 

Summary 

Obviously,  some  people  enter  the  state  of 
coma  and  are  near  to  the  status  of  death,  but 
yet  return.  Some  who  return  can  come  back 
to  a normal  life.  Others  may  come  back  with 
some  or  a great  deal  of  neurologic  deficit.  It 
is  important  to  determine  which  of  these  will 
come  back  and  how  much  deficit  they  will 
have. 

In  the  first  two  cases  above  (irreparable  brain 
damage  and  a malignant  brain  tumor)  we  are 
able  to  define  death  and  fulfill  the  criteria  as 
indicated  by  the  ad  hoc  committee  of  Harvard. 
The  definition  of  death  and  its  new  criteria 
must  be  considered  because  of  its  relationship 
to  newer  concepts  involving  organ  transplants. 
We  must  say  that:  When  the  brain  has  died 
the  patient  has  died!  This  cannot  be  defined 
as  euthanasia  because  the  patient  is  dead  and 
the  physician  has  not  interrupted  life! 
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Trustees'  Minutes 

October  19,  1969 

A regular  meeting  of  the  Board  of  Trustees 
was  held  on  October  19,  1969  at  the  Execu- 
tive Offices  in  Trenton.  Detailed  minutes 
are  on  file  with  the  secretary  of  your  county 
medical  society.  A summary  of  the  significant 
actions  follows; 

Representation  for  RNs  in  Negotiations 
with  State  of  New  Jersey  . . . Recommended 
that  medical  professional  employees  of  the 
State  of  New  Jersey  have  separate  profes- 
sional representation  in  negotiations  with 
the  State;  and  referred  correspondence  on 
this  sid^ject  from  the  New  Jersey  State  Nurses’ 
Association  to  the  MSNJ  Tri-Partite  Com- 
mittee for  study. 

. . . Directed  that  either  the  Executive  Di- 
rector or  the  Executive  Assistant  represent 
MSNJ  at  the  hearing  on  this  subject  sched- 
uled for  October  24. 

The  actions  above  listed  are  in  response  to 
a request  from  the  New  Jersey  State  Nurses’ 
Association  for  certification  as  exclusive  agent 
for  all  registered  nurses  employed  by  the 
State  of  New  Jersey,  within  the  Department 
of  Institutions  and  Agencies.  This  is  op- 
posed by  the  State  on  the  basis  that  represen- 
tation of  professionals  should  be  by  a single 
organization  on  a statewide  basis  for  all  pro- 
fessional employees. 

Death  Certificates  . . . Recorded  its  opinion 
that  physicians  shoidd  not  sign  death  certi- 
ficates until  all  identifying  statistical  infor- 
mation has  been  entered  theron;  and  directed 
that  this  information  be  called  to  the  atten- 
tion of  the  membership. 

This  action  is  in  response  to  a communica- 
tion from  the  Registrar  of  Vital  Statistics 
calling  attention  to  the  fact  that  some  physi- 


cians signed  death  certificates  before  they 
had  been  completed. 


Council  on  Legislatiori  . . . Aj>proved  the 
report  of  the  October  16  meeting  of  the 
Council  on  Legislation,  including  the  follow- 
ing recommended  official  position  of  MSNJ 
on  bills  of  medical  import: 

S-710— Excuses  any  public  school  pupil  from  attend- 
ing any  sex  education  class  if  parent  or 
guardian  objects.  APPROVED 

S-814— To  define  “school  of  professional  nursing”  to 
mean  a school  offering  a program  of  nursing 
instruction  not  exceeding  four,  in  place  of 
three,  years  and  to  delete  from  such  tlefmi- 
tion  the  phrase  “is  affiliated  with  a hospital.” 
ACTIVE  OPPOSITION,  because  in  1967  the 
Society  approved  S-409,  which  became  law 
and  which  made  available  State  funds  to 
diploma  nursing  schools  in  order  to  encour- 
age those  schools  of  professional  nursing  to 
remain  open  and  to  enlarge  their  facilities 
and  enrollments,  thereby  assuring  a con- 
tinuing supply  of  registered  nurses.  This  bill— 
S-814  of  1969— would  have  the  opposite  effect 
through  deleting  the  words  “is  affiliated  with 
a hospital  . . Specific  deletion  of  those  words 
would  support  the  interpretation  that  schools 
so  affiliated  are  not  to  be  entitled  to  share  in 
the  State  funds.  It  also  could  be  construed  to 
mean  that  eligible  schools  of  nuping  instruc- 
tion should  have  no  formal  hospital  affiliation 
—a  circumstance  which  would  make  proper 
training  in  clinical  nursing  impossible,  and 
would  vitiate  the  worth  and  acceptability  of 
the  entire  program  of  nursing  education. 

S-818-To  protect  rights  of  owners  in  the  ownership 
of  dogs  and  animals,  designated  the  “Dog 
Owners  Protection  and  Licensing  Act  of  1969.” 
DISAPPROVED,  because  existing  law,  which 
S-818  would  repeal,  has  proved  to  be  effective 
in  rabies  prevention  and  control.  S-818 
would  impose  increased  responsibilities  and 
costs  upon  State  and  local  government  with- 
out concomitant  benefits  to  public  health. 
Additionally,  it  would  unduly  restrict  the 
availability  of  research  animals,  thus  imped- 
ing— and  increasing  the  costs  of— research  into 
the  cause,  nature,  prevention,  and  ntre  of 
diseases  in  men  and  animals. 

The  Board  amended  the  position  of  the  Council  on 
S-818  to  ACTIVE  OPPOSITION 

S-821— Permits  State  aid  for  basic  health  serrices  be 
provided  for  use  in  substitution  for  moneys 
expended  for  specific  activities,  positions  or 
personnel  derived  from  the  annual  expendi- 
tures of  the  agency  for  health  purposes  dur- 
ing either  of  the  two  preceding  years.  NO 
ACTION. 
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S-833— To  appropriate  $6,000,000  to  the  Department 
of  Institutions  and  Agencies  from  the  Public 
Building  Construction  Fund  for  residential 
treatment  facilities  for  narcotic  addicts  and 
drug  abusers.  APPROVED. 

A- 1046— Provides  that  abuse  of  a child  shall  include 
the  care  and  custody  of  a child  by  a parent 
or  other  person  convicted  of  any  crime  or 
offense  relating  to  the  use,  possession,  sale, 
transportation  or  other  dealing  in  or  with 
narcotic  drug;  prescribes  persons  who  may 
originate  proceedings  concerning  child  abuse. 
DISAPPROVED,  because  there  is  no  depend- 
able logical  constancy  in  the  presumption  that 
a parent  or  guardian  convicted  of  “any  aime 
or  offense  relating  to  the  use,  possession,  sale, 
transportation  or  other  dealing  in  or  with 
narcotic  drugs”  would  be  per  se  guilty  of 
child  abuse.  Furthermore,  some  of  the  indi- 
viduals granted  the  right  to  initiate  proceed- 
ings under  the  bill  do  not  possess  requisite 
educational  and  clinical  experience  to  deter- 
mine that  the  resultant  injury  was  not  ac- 
cidental. 

The  Board  ammended  the  position  of  the  Council 
on  A- 1046  to  DISAPPROVED  WITH  ACTIVE  OP- 
POSITION, IF  THE  BILL  MOVES. 

A-1049— To  provide  that  any  duly  incorporated  asso- 
ciation, organization,  league,  society  or  other 
group  created  for  the  purpose  of  protecting 
dumb  animals  shall  have  the  same  rights, 
powers  and  privileges  as  are  vested  in  the 
New  Jersey  Society  for  the  Prevention  of 
Cruelty  to  Animals.  DISAPPROVED,  because 
there  is  no  evidence  that  existing  statutes 
protecting  dumb  animals  from  cruelty  are 
now  being  flagrantly  violated  or  that  the 
SPCA  has  failed— or  is  failing— to  perform  its 
responsibilities  in  enforcing  those  laws. 

A- 1099— Designated  the  “Pesticide  Control  Act,” 

creates  a Pesticide  Control  Commission  in 
the  Department  of  Health  to  regulate  and 
control  the  use  and  sale  of  pesticides.  NO 
ACTION. 

The  Legislative  Analyst  informed  the  Council  that 
—by  executive  order— the  Governor  appointed  a 
"Pesticides  Advisory  Council”  under  the  aegis  of  the 
State  Department  of  Agriculture  to  investigate  the 
use  of  pesticides,  insecticides  and  herbicides  for  their 
effect  on  the  total  environment.  The  Governor’s 
Council  is  to  report  in  January  1970.  For  this  reason, 
the  Council  recommended  a position  of  “no  action.” 

Chiropractic  . . . Approved  a proposed  draft 
of  legislation  to  prohibit  the  future  licensing 
of  chiropractors  in  New  Jersey  (as  directed 
by  the  1969  House  of  Delegates)  for  intro- 
duction in  the  1970  Legislature. 

. . . Directed  that  this  draft  be  circulated 
among  the  component  county  societies. 

Audit  Review  . . . Approved  the  report  of 
the  special  committee  to  review  the  1968- 


1969  audit,  including  the  recommendation 
that  a copy  of  the  annual  audit  and  the 
minutes  of  the  Audit  Committee  be  for- 
warded to  each  of  the  component  county  so- 
cieties. 

Joint  Conference  of  County  Society  Presi- 
dents . . . Met  with  the  members  of  the 
Conference  of  County  Presidents  and  dis- 
cussed the  following  items  from  the  agenda 
of  their  morning  meeting:  (1)  creation  of 

and/or  accomplishment  of  County  Society 
Committees  on  Medicine  and  Religion;  (2) 
attendance  of  MSNJ  Officers  at  meetings  of 
county  societies;  (3)  entertainment  on  Satur- 
day evening  of  the  1970  annual  meeting;  (4) 
willingness  of  county  societies  to  agree  to  a 
change  in  MSNJ  Bylaws  to  permit  the  Nomi- 
nating Committee  to  meet  at  some  time  other 
than  the  presently  stipulated  “evening  of  the 
first  day;”  (5)  feasibility  of  physical  examina- 
tion of  applicants  for  automobile  insurance 
and  advisability  of  re-examining  all  drivers 
over  65  years  of  age  (referred  to  the  Com- 
mitee  on  Traffic  Safety);  (6)  immunization 
programs  for  rubella;  (7)  interval  between 
booster  shots  of  tetanus  toxoids  (referred  to 
the  Council  on  Public  Health);  (8)  incon- 
sistency of  fiscal  intermediary  in  approving 
payments  under  Medicare;  (9)  limits  within 
which  component  societies  may  act  on  politi- 
cal and  educational  endeavors  without  MSNJ 
supervision  or  support  (The  board  stated 
that  county  societies  are  autonomous  within 
their  own  borders,  as  long  as  their  activities 
are  not  in  conflict  with  the  Constitution  and 
Bylaws  of  MSNJ  and  its  official  programs, 
policies,  or  positions)  ; (10)  prescriptions  is- 
sued by  unlicensed  interns  and  residents  (re- 
ferred to  the  State  Board  of  Medical  Examin- 
ers); and  (11)  procedures  under  Blue  Shield 
coverage — pasanent  for  care  of  patients  trans- 
ferred to  an  extended  care  facility,  payment 
for  consultations,  fee  schedule  for  collecting 
specimens  under  Rider  J. 

Pension  Plan  . . . Approved  the  Treasurer’s 
request  to  engage  the  firm  of  Kruce,  O’Con- 
nor and  Ling  to  evaluate  and  make  recom- 
mendations concerning  the  Pension  Plan  for 
MSNJ  employees. 
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Communicable  Diseases 
In  New  Jersey 

The  following  communicable  diseases  were 
reported  to  the  Division  of  Preventable  Dis- 
eases during  October  1969. 

1969  1968 

October  October 


Aseptic  meningitis 

35 

41 

Primary  encephalitis 

1 

8 

Post-infectious  encephalitis 

1 

Hepatitis:  Total 

286 

184 

Infectious 

226 

145 

Serum 

60 

39 

Malaria 

18 

2 

Military 

14 

2 

Civilian 

4 

0 

Meningococcal  Meningitis 

6 

7 

Mumps 

89 

45 

German  measles 

27 

8 

Measles 

38 

40 

Salmonella 

62 

32 

Shigella 

40 

22 

Rubella  Vaccine 

Large  scale  rubella  immunization  programs 
among  school  children  have  been  initiated 
this  month  by  the  New  Jersey  State  Depart- 
ment of  Health.  To  date,  programs  involving 
kindergarten  through  fourth  graders  have 
been  completed  in  Hoboken,  Jersey  City,  and 
Trenton.  A similar  program  will  be  con- 
ducted in  Newark  in  December. 

The  New  Jersey  State  Health  Department  is 
interested  in  adverse  reactions  to  the  rubella 
live  virus  vaccine.  These  include  local  reac- 
tions at  the  site  of  injection,  fever,  arthralgia 
and/or  arthritis  (particularly  among  post- 
pubertal  females),  pregnancy,  and  rubella-like 
illness  in  a contact  of  the  vaccinee.  Please  call 
the  Acute  Communicable  Disease  Control 
Program  at  609-292-7300  about  any  such  sus- 
pected complications. 

.^11  females  in  the  child  bearing  age  group 
should  be  screened  for  antibodies  to  rubella 
prior  to  receiving  the  vaccine,  since  approxi- 
mately 85  per  cent  have  achieved  natural 
immunity.  A hemagglutination  inhibition 
serologic  test  for  rubella  antibodies  is  per- 
formed by  the  Virology  Laboratory  of  the 
New  Jersey  State  Health  Department  as  a 
service  to  physicians  throughout  the  state. 
Before  administration  of  vaccine  to  a post- 
pubertal  female,  the  physician  must  be  as- 


sured that  the  patient  is  not  pregnant  and  will 
not  become  pregnant  in  the  next  two  months. 

Malaria 

As  of  October  18,  2459  cases  of  malaria  have 
been  reported  throughout  the  entire  United 
States  in  1969,  contrasted  to  1874  cases  re- 
ported during  the  same  period  in  1968.  One 
hundred  seventeen  cases  have  been  reported 
from  New  Jersey  thus  far  in  1969.  The  major- 
ity of  case  reports  are  from  military  personnel 
who  have  retunied  from  South  East  .'\sia.  The 
civilian  cases  have  occurred  among  people 
who  have  traveled  in  malarious  areas,  par- 
ticularly recently  discharged  military  vet- 
erans. Recently,  two  cases  have  been  reported 
in  persons  who  were  hospitalized  outside  of 
the  U.S.  and  who  received  infected  blood. 
(MMWR  18,  Sept.  12,  1969). 

Four  species  of  malarial  parasite  are  patho- 
genic for  man;  plasmodium  falciparum,  p. 
vivax,  p.  malariae,  p.  ovale.  Infection  with 
p.  falciparum  is  more  dangerous  than  the 
other  forms  since  agglutinated  masses  of 
parasitized  red  blood  cells  may  cause  capillary 
obstruction  throughout  the  body.  Depending 
upon  the  extent  of  organ  involvement,  lo- 
calizing signs  may  be  produced  that  may  sug- 
gest other  disease  processes,  such  as  cerebral 
malaria  with  hemiplegia  or  convulsions,  and 
pulmonary  involvement  with  blood  streaked 
sputum  mimicking  other  pulmonary  processes. 
Blackwater  fever  constitutes  the  most  life- 
threatening  complication  of  falciparum  ma- 
laria. Although  the  exact  precipitating  cause 
is  unknown,  its  onset  is  heralded  by  massive 
intravascular  hemolysis  with  hemoglobinuria. 
Oliguria  and  acute  renal  failure  rapidly  en- 
sue, leading  to  uremia. 

In  this  era  of  widespread  air  travel,  the  neces- 
sity of  obtaining  a good  travel  history  in  pati- 
ents with  unexplained  febrile  illnesses  cannot 
be  emphasized  enough,  especially  among 
young  adults  who  may  have  served  with  the 
Armed  Forces  in  Viet-Nam.  If  the  index  of 
suspicion  exists,  the  diagnosis  will  be  made 
by  examination  of  appropriate  blood  smears 
for  malarial  parasites,  and  appropriate  therapy 
can  be  instituted. 
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Sex  Education  in  Public 
And  Parochial  Schools 

■‘In  the  area  of  sexual  activity,”  said  our 
President,  Nicholas  A.  Bertha,  ‘‘ignorance  is 
not  bliss.”  Speaking  before  a joint  legisla- 
tive committee  in  Trenton  on  August  14, 
1969,  Dr.  Bertha  pointed  out  that,  in  further- 
ance of  its  purpose  to  advance  the  health  and 
well-being  of  people  of  all  ages  and  in  all 
situations.  Medicine  has  long  recognized  and 
emjjhasized  the  indispensable  importance  of 
imparting  full  and  accurate  information  to 
the  individual  in  order  to  enable  him  to 
exercise  intelligent  control  over  his  life  and 
actions.  It  is  both  the  satisfaction  and  tragedy 
of  human  life  that  the  health  of  body  and 
peace  of  mind  that  as  individuals  we  experi- 
ence. in  large  part  we  bring  about  ourselves. 
To  serve  ourselves  and  society  well  we  must 
know  what  we  shoidd  know  and  do  what  we 
should  do.  Education  is  the  process  calculated 
to  .so  ecpiip  us. 

The  parent  is  the  natural  guardian  of  the 
child,  and  basically  it  is  the  parent’s  respon- 
sibility to  so  teach,  guide,  and  treat  the  child 
as  to  insure  its  fidl,  harmonious,  and  hapjjy 
cle\elopment.  Because  of  the  advance  of 
knowledge  made  possible  by  scientific  in- 
vestigation and  because  of  the  increasing 
complexity  of  daily  living,  from  the  earliest 
times  parents,  recognizing  the  limitations 
of  their  own  knowledge  and  capabilities,  have 
turned  to  other  agents  and  agencies  to  assist 
in  the  proper  education  and  development  of 
their  offspring.  The  physician,  the  clergyman, 
and  the  teacher  are  outstanding  among  those, 
who  through  the  centuries,  have,  with  the 
consent  of  parents,  shared  in  taking  care  of 
their  children. 

The  cjuestion  Avhich  we  are  here  consider- 
ing is,  ‘‘What  should  be  the  role  of  the  school 
in  the  sex  education  of  children?”  Some 
parents  feel  that  that  role  should  be  nil. 
Others  feel  that  it  should  be  minimal.  Still 
others  feel  that  it  should  be  total.  All  rvill 
agree  that  ignorance  of  the  nature  and  re- 
sponsibility ol  sexual  activity  can  and  does 
produce  tragic  consec^uences  in  tenns  of 

f)7« 


diseased  bodies,  distressed  minds,  and  shat- 
tered family  and  social  relationships.  ^Vhat 
advice  has  organized  medicine  to  offer  to 
eliminate  such  ignorance  and  the  dark  con- 
sequences which  it  produces? 

At  its  recent  convention  in  New  York  City, 
the  American  Medical  Association  adopted 
the  following  resolution  as  an  expression  of 
its  advice  in  this  regard: 

\Vhereas,  the  traditional  sources  of  sex  information 
and  guidance  for  young  people  are  often  inadequate; 
and 

Whereas,  the  local  public  and  parochial  schools— 
as  social  institutions  accessible  to  all  young  people, 
reflecting  broad  community  support  and  with  sufficient 
intellectual  and  material  resources— can  aid  substan- 
tially in  the  development  of  sound  individual  codes 
of  sexual  behavior;  therefore  be  it 

RESOLVED,  that  the  American  Medical  .Association 
recognizes  that  the  primary  responsibility  for  family 
life  education  is  in  the  home,  but  that  the  AMA 
supports  in  principle  the  inauguration  by  State 
Boards  of  Education  or  school  districts,  tvhichever  is 
applicable,  of  a voluntary  family  life  and  sex  educa- 
tion program  at  appropriate  grade  levels: 

(1)  as  part  of  an  over-all  health  education  program; 

(2)  presented  in  a manner  commensurate  with  the 
maturation  level  of  the  students: 

(3)  following  a professionally  developed  curriculum 
foreviewed  by  representative  parents; 

(4)  including  ample  and  continuing  involvement  of 
parents  and  other  concerned  members  of  the 
community; 

(5)  developed  around  a system  of  values  defined  and 
delineated  by  representatives  comprising  phvsi- 
cians,  educators,  the  clergy,  and  other  appropriate 
groups;  and 

(fi)  utilizing  classroom  teachers  and  other  profes- 
sionals who  have  an  aptitude  for  working  with 
young  people  aiul  who  have  received  special 
training;  and  be  it  further 

RESOLVED,  that  local  organizations  be  urged  to 
utilize  physicians  as  consultants,  advisors,  and  resource 
persons  in  the  development  and  guidance  of  such 
curriculum  and  that  state  and  county  medical  asso- 
ciations be  urged  to  take  an  active  role  in  this  partici- 
pation. 

This  statement  recognizes  that  the  primary 
responsibility  for  family  education  resides  in 
the  parents  and  belongs  in  the  liome.  That 
responsibility  may  at  their  discretion  be  re- 
served to  themselves  by  individual  jjarents 
who  wish  not  to  assign  it  to,  or  share  it  with, 
others.  However,  for  those  who  prefer  to  use 
the  assistance  of  a family  life  and  sex  educa- 
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tion  program  coiuliicted  in  the  schools,  this 
declaration  recommends  that  such  a program 
he  made  available — but  on  a voluntar)  and 
not  a compidsory  basis.  Further,  it  does  not 
feature  the  school  family  life  and  sex  educa- 
tion as  a separate  entity,  but  would  incorpo- 
rate it  as  a component  of  an  integrated  health 
education  program. 

It  would  supply  only  such  information  as 
the  maturity  of  the  student  makes  him  or  her 
ready  and  able  to  accept.  The  curriculum 
would  be  produced  and  presented  coopera- 
tively by  representative  parents  and  represen- 
tative jjrofessionals,  counseled  and  advised 
by  physicians,  clergymen,  educators,  and 
other  qualified  community  members.  Only 
well  trained,  selected  professional  personnel 
woidd  be  designated  to  conduct  the  agreed- 
upon  program  in  the  classrooms. 

\\'ith  all  these  built-in  safeguards,  this  pro- 
posal of  organized  medicine  suggests  the 
means  whereby  a program  can  be  evolved,  in 
local  communities,  compatible  with  the  wishes 
and  approved  norms  of  the  communities,  and 
sufficiently  tempered  to  avoid  the  excesses  of 
prudery  on  the  one  hand  and  of  prurience  on 
the  other. 

In  the  area  of  sexual  activity,  ignorance  is 
not  bliss — whether  that  ignorance  be  of 
physiological  facts  or  of  moral  and  social 
standards.  Proper,  balanced  knowledge  of  all 
considerations  that  make  for  a full,  decent, 
and  dignified  mature  human  person  must  be 
supplied.  With  the  true  happiness  of  our 
sons  and  daughters  and  the  peace  of  con- 
temporary society  as  our  goals,  we  shoidd 
and  must  work  together. 

The  Medical  Society  of  New  Jersey  has  com- 
mended the  New  Jersey  State  Department 
of  Education  for  its  work  in  this  area.  The 
Guidelines  which  it  produced  will,  under  the 
AMA  jjroposal,  be  subject  to  the  considera- 
tion of  those  responsible  for  evolving  and 
presenting  agreed-upon  programs  in  their 
local  schools.  As  such  they  should  prove  to  be 
of  practical  value. 


Funds  Needed  For  Supporting 
M.D.  Privilege  Bill 

In  19f)7,  communications  Ijetween  clients 
and  psychologists  were  legally  “privileged  and 
confidential”  but  communications  between 
patients  and  M.l).  psychiatrists  were  not.  At 
that  time,  any  physician  could  l)e  brouglit 
into  court,  and  compelled  (by  a threat  of  a 
“contempt”  citation)  to  tell  the  jury  what  a 
jjatient  had  told  him  in  confidence.  This  is 
not  true  today  because  of  legislation  passed 
last  year  that  put  New  Jersey  jjhysicians  in 
the  same  class  as  those  in  Pennsylvania  and 
New  York — that  is,  in  the  category  of  those 
who,  like  priests,  are  legally  entitled  to  such 
“privilege.” 

One  factor  in  having  this  law  passed  last 
year  was  the  courage  of  one  of  this  Society’s 
members  in  refusing  to  divulge  a confidence 
in  spite  of  a court  order.  First  the  trial  court 
held  him  in  contempt  for  being  unwilling  to 
report  tvhat  he  had  learned  in  confidence. 
I'hen  the  Appellate  Division  refused  to  dis- 
turb this  finding  of  contempt.  The  Supreme 
Court  finally  vindicated  the  doctor  and  this, 
in  all  probability,  was  the  final  thrust  that  led 
to  the  enactment  of  our  “privilege”  law. 

The  doctor  who  went  through  all  this  is 
out-of-pocket  by  the  several  thousand  dollars 
needed  to  finance  the  appeals  and  pay  legal 
fees.  Yet  his  courage  and  persistence  has  bene- 
fited all  New  Jersey  doctors.  So,  an  appeal  is 
made  by  the  Society  of  Clinical  Psychiatrists 
for  contributions  to  help  defray  some  of  this 
expense.  Make  the  check  payable  to  the 
Society  of  Clinical  Psychiatrists  and  send  it 
to  the  Treasurer,  Thomas  Smith,  M.D.,  385 
South  Maple  Avenue,  Glen  Rock,  New  Jersey 
07452. 


Scientific  Exhibit 

Application  Blank 
See  page  682 
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PHYSICIANS 
SEEKING  LOCATION 
IN  NEW  JERSEY 

(Listed  in  order  of  receipt) 

The  following  'physicians  have  written 
to  the  Executive  Offices  of  MSNJ  seek- 
ing information  on  possible  opportu- 
nities for  practice  in  New  Jersey.  The 
information  listed  beloiv  has  been  sup- 
plied by  the  physician.  If  you  are  in- 
terested in  any  further  information 
concerning  these  physicians,  we  suggest 
you  make  inquiries  directly  of  them. 

CARDIOLOGY— Richard  Helfant,  M.D.,  Peter  Bent 
Brigham  Hospital,  Boston,  Massachusetts  02115. 
NYU— Bellevue  1963.  Board  eligible.  Cardiac  cath- 
erization  laboratory  in  hospital.  Available  July, 
1970. 

Edgar  Lichsten,  M.D.,  300  Kensington  Avenue,  New 
Britain,  Connecticut  06050.  NYU  (Downstate)  1961. 
Board  certified  in  Internal  Medicine.  Full-time  posi- 
tion in  cardiology.  Available  January  1970. 

DERMATOLOGY-l'iederic  R.  Rothman,  M.D.,  413  Col- 
lege Parkway,  Rockville,  Maryland  20850.  Michigan. 
1964.  Board  eligible.  Partnership  or  group,  .\vailable 
July  1970. 

David  J.  Tuckman,  M.D.,  U..S.  Darnall  Army  Hos- 
pital, Fort  Hood,  I'exas  76544.  Hahnemann,  1964. 
Board  certified.  Group,  partnership,  or  solo.  Avail- 
able July  1970. 

GENERAL-Richard  D.  Hasz,  M.D.,  1535  .Sixth  Street, 
Waynesburg,  Pennsylvania  15370.  University  of 
Buffalo  1963.  Board  eligible.  Solo  or  partnership. 
Available  August  1970. 

Robert  J.  Ailes,  M.D.,  72  Van  Allen  Road,  Glen 
Rock,  New  Jersey  07452.  Western  Reserve  1964. 
Group,  hospital,  or  Industrial  (part-time  only) 
Available. 

INTERNAL  MEDICINE-Chaim  Charytan,  M.D.,  109 
Eastridge  Drive,  San  Antonio,  Texas  78227.  Einstein 
College  of  Medicine,  1964.  Board  eligible.  Sub- 
specialty, nephrology.  Solo,  partnership,  group,  or 
institution.  Available  July  1970. 

Noel  1.  Robin,  M.D.,  19  Lake  Shore  Court,  Brighton, 
Massachusetts  02135.  Downstate  Medical  Center 
(NYU)  , 1965  Board  eligible.  Subspecialty,  endocri- 
nologfy.  Group  (teaching  hospital  and  medical  school 
affiliation) . Available  July  1970. 

Barry  R.  /.iiomer,  M.D.,  14501.\  Del.\mo  Street,  Santa 
.Ana,  California  92705.  Pennsylvania  1963.  Board 
eligible.  Partnership  or  group.  Available  July  1970. 

Stephen  FI.  Jacobs,  M.D.,  Quarters  8620,  Fort  Lewis, 
AV''asbington  98433.  Georgetown  1964.  Board  eligible, 
(.roup  or  partneiship  (preferably  Bergen  County)  . 
Available  August  1970. 

Aaron  Weisberg,  M.D.,  1060  Ocean  Avenue,  Brook- 
lyn, New  York  11226.  Cincinnati,  1939.  Board  Certi- 
fied. Group  or  partnership.  Available  January  1970. 


Allen  Chinilz,  M.D.,  650  West  64th  Drive,  Hialeah, 
Florida  33012.  NA  U (Downstate)  1961.  Board  eligible. 
Solo,  partnership,  or  group.  Available  Septeirrber 
1970. 

NEUROLOGY— Steven  L.  Eisen,  M.D.,  165  West  End 
Avenue,  New  York  10023.  Albany  1966.  Board  eligi- 
ble. Solo,  partnership,  or  group.  Available  June  1970. 

Harvey  H.  Kornblit,  M.D.,  1906  Wyndale,  Houston, 
Texas  77025.  Zurich  (Switzerland)  1956.  Solo,  associ- 
ate (full  or  part-time)  , or  group.  Available. 

OBSTETRICS  AND  GYNECOLOGY-Stan  P.  Smith, 
M.D.,  3702A  Spruce  Street,  Dover,  Delaware  19901. 
Tetrrple,  1964.  Board  eligible.  Partnership.  Available 
September  1970. 

Michael  Mandell,  M.D.,  296  Duncan  Court,  Coring 
AFB,  Limestone,  Maine  04750.  Albert  Einstein  1963. 
Board  eligible.  Group  or  partnership.  Available 
July  1970. 

OTOLARYNGOLGY-Robert  P.  Plotkin,  M.D.,  145 

Fourth  Avenue.  Apt.  4E,  New  York,  New  York  10003. 
AVisconsin,  1962.  Board  eligible.  Associate.  Available 
July  1970. 

PEDIATRICS— Franz  Hummert,  M.D.,  58  Pine  Grove 
Terrace,  Newark  07106.  Muenster,  AVest  Germany 
1961.  Board  eligible.  Group  or  partnership.  Avail- 
able November  1969. 

Deborah  Chernock  (Block)  , M.D.,  536  AVvndham 
Road,  Teaneck,  New  Jersey  07666.  University  of 
Chicago,  1966.  Associate  or  group.  .Available. 

Phil  Brunner.  M.D.,  5 Clipper  Road,  Palos  A'erdes 
Peninsula,  California  90274.  NA'U  (Downstate)  1965. 
Board  eligible.  Group.  Available  August  1970. 

PHYSICAL  MEDICIN E-Peter  T.  Han,  M.D.,  VA  Hos- 
pital, Department  of  PMRS,  Brooklyn,  New  York 
11217.  Shanghai  Tung  Teh  1948.  Group  or  hospital. 
Available  January  1970. 

SURGERY— Pun  Fai  Yuen,  M.D.,  413  USPH  Hospital, 
Lawton,  Oklahoma  73501.  St.  Louis  University 
School  of  Medicine,  1960.  Board  eligible.  Group. 
Available  October  1969. 

.Ali  Ghazi,  M.D.,  195  Adams  Street,  Brooklyn,  New 
A'ork  11201.  University  of  Teheran,  1958.  Board 
eligible.  Associate  or  group.  Available. 

Ignacio  M.  Cruz,  M.D.,  4038  58th  Street  (Woodside) 
New  York,  New  A'ork  11377.  University  of  Santo 
Tomas,  1959.  Board  certified.  Group,  partnership, 
or  full  time.  Available. 

Francisco  D.  Avellana,  M.D.,  2670  Montana  Avenue, 
.Apt.  8 Cincinnati,  Ohio  45211.  University  of  Manila 
1959.  Board  eligible.  Group  partnership  or  solo. 
.Available  July  1970. 

Richard  H.  Unger,  M.D.,  106th  General  Hospital, 
APO  San  Francisco  96503.  Seton  Hall  1963.  Board 
eligible.  Group,  associate,  solo.  Available  August 
1970. 

Manuel  S.  Garcia,  M.D.,  903  Hensley  Heights,  Man, 
AVest  A'irginia  25635.  Santo  Tomas  (Manila)  1957. 
Board  eligible.  Solo  or  associate.  .Available  December 
1969. 


680 


THE  JOURNAL  OF  THE  MEDICAL  SOCIFTI  Y OF  NEAV  JERSEY 


The  Scientific  Exhibits 

204th  Annual  Meeting 

The  following  information  is  pertinent  to  the 
scientific  exhibit  displays  at  the  204th  Annual 
Meeting  of  this  Society,  May  17  to  19,  1970. 
Those  interested  in  participating  may  use  the 
application  form  on  page  682.  (Please  com- 
plete both  sides.)  Remove  the  page  from  The 
Journal  and  mail  directly  to  Sidney  Girsh, 
M.D.,  Chairman,  Scientific  Exhibits , The 
Medical  Society  of  New  Jersey,  P.O.  Box  904, 
Trenton,  New  Jersey  08605. 

Regulations 

1.  Time:  The  exhibits  will  open  officially  at 
10  a.m.,  Sunday,  May  17,  and  close  at  3 p.m., 
Tuesday,  May  19.  On  the  intervening  day  the 
hours  are  9 a.m.  to  5 p.m. 

2.  Installation  and  Dismantling:  Installation 
of  exhibits  may  begin  at  11:00  a.m.,  Saturday, 
May  16,  and  all  exhibits  must  be  in  place  by 
9:00  a.m.,  Sunday,  May  17.  Exhibits  must 
remain  intact  until  3 p.m.,  Tuesday,  May  19, 
and  should  be  removed  from  the  exhibit  hall 
not  later  than  12  noon,  Wednesday,  May  20. 

3.  Cost:  The  Society  provides  free  of  charge 
such  space  exhibitor  may  require,  including 
booth  with  shelf,  printed  sign  (if  requested), 
and  lights  for  illumination.  The  exhibitor 
must  pay  the  cost  of  installing  the  exhibit,  of 
renting  tables  and  chairs,  and  for  alterations 
and  special  construction,  including  electrical 
connections. 

4.  Sponsorship:  All  exhibits  must  be  shown  in 
the  name  of  individual  persons.  The  name 
of  the  institution  may  appear  as  part  of  the 
address.  Medical  schools,  hospitals,  clinics, 
and  other  institutions  and  organizations 
should  not  present  exhibits  in  their  own 
names,  but  rather  in  the  names  of  the  in- 
dividuals who  worked  up  the  exhibit. 

5.  Use  of  Space:  No  exhibit  shall  interfere 
with  another  exhibit.  No  part  of  the  exhibit 
will  be  allowed  to  extend  above  the  top  of 
the  booth. 


6.  Aisles:  Aisles  must  be  kept  clear;  to  this 
end  exhibits  must  be  so  arranged  that  they 
will  be  inside  the  booth  space. 

7.  Advertising:  No  advertising  matter  of  any 
description  may  be  distributed,  nor  any  ma- 
terial shown  which  in  any  way  sen'es  for  com- 
mercial propaganda. 

8.  Demonstrations:  All  exhibits  must  be  in 
charge  of  competent,  well-informed  demon- 
strators. The  worker  who  did  the  actual  work 
shown,  or  someone  who  is  familiar  with  all 
details,  must  be  present  at  all  times  during 
exhibit  hours. 

9.  Motion  Pictures:  Motion  pictures  may  be 
shown  in  booths.  Films  are  subject  to  pre- 
view at  the  discretion  of  the  committee.  They 
shall  be  non-inflammable,  and  silent.  The  ex- 
hibitor must  supply  his  own  screen,  projector, 
and  operator. 

10.  Liability:  It  is  agreed  that  exhibitors  shall 
indemnify  and  hold  blameless  The  Medical 
Society  of  New  Jersey  and  Haddon  Hall  from 
all  liability  which  may  ensue  from  any  cause 
whatsoever  relating  to  the  use  of  a booth  by 
an  exhibitor.  Watchmen  will  be  supplied, 
but  MSNJ  cannot  guarantee  exhibitors  against 
loss.  All  valuable  property  should  be  insured 
by  the  exhibitor.  MSNJ  and  the  Committee 
on  Scientific  Exhibits,  while  permitting  an 
exhibit,  neither  endorses  nor  assumes  any  re- 
sponsibility for  the  contents  of  such  exhibit. 

11.  Awards:  Exhibits  will  be  judged  on  the 
basis  of  originality,  excellence  of  correlating 
facts,  and  excellence  of  presentation. 

12.  Admission:  Admission  to  the  Scientific 
Exhibits  is  by  badge  only.  The  general  public 
is  not  admitted. 

These  regulations  have  become  a part  of  the 
agreement  between  the  exhibitor  and  The 
Medical  Society  of  New  Jersey.  They  have 
been  formulated  for  the  best  interests  of  all 
concerned,  and  the  cooperation  of  all  exhibi- 
tors will  be  deeply  appreciated. 
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ANNOUNCEMENTS 


Clinical  Application  Of  Basic  Sciences 

The  Burlington  County  Memorial  Hospital’s 
continuing  series  on  the  basic  sciences  and 
clinical  application  will  hold  its  January 
meetings  on  four  Thursdays  at  3:30  p.m.  in 
the  T.  J.  Summey  Building  of  the  Hospital. 
A.AGP  gives  I1/9  credits  per  session.  The  pro- 
grams and  dates  are  as  follows: 


February  II 
March  10 
.April  2 
May  6 


"Gynecology  In  Family  Practice’’  — 
Michael  J.  Jordan,  M.D. 
“The  Use  And  Abuse  Of  Addictive 
Drugs’’— Robert  W.  Baird,  M.D. 
"The  Family  Doctor’s  Role  In  Obes- 
ity’’—Morton  B.  Glenn,  M.D. 
“Iron  Absorption  And  Metabolism’’— 
John  Murray,  M.D. 


Anesthesia  Seminar  In  March 


January  8 
January  15 

January  22 

January  29 


Newer  Anesthetic  Agents 
Medical  Management  of  Gastrointesti- 
nal Hemorrhage 

Surgical  Management  of  Gastrointesti- 
nal Hemorrhage 
Urinary  Diversionary  Procedures 


For  further  information  please  write  to  J.  R. 
Wolgamot,  M.D.,  Director  of  Medical  Educa- 
tion, Burlington  County  Memorial  Hospital, 
17.5  Madison  Avenue,  Mount  Holly  OSOGO. 


Our  State  Society  of  Anesthesiologists  will 
hold  a graduate  seminar  at  Cherry  Hill,  New 
Jersey  on  March  7,  1970.  A star-studded 
faculty  has  been  recruited.  .A  registration  fee 
of  $14  includes  luncheon.  Interns  and  resi- 
dents in  anesthesiology  are  admitted  gratis. 
For  more  information,  write  to  Dr.  Peter  .A. 
Tucci,  22  Fairway  Avenue,  Upper  Montclair 
07043. 


Plastic  Surgery  Program 

•A  three-day  course  in  plastic  surgery  is  of- 
fered at  St.  Luke’s  Hospital  in  New  York  City, 
January  19,  20,  and  21,  1970.  Columbia 
University  provides  the  academic  sponsor- 
ship, identified  as  PM-23.  The  tuition  is  $100. 
.All  asj^ects  of  plastic  surgery  are  included. 
For  registration  or  other  information,  write 
to  the  Associate  Dean,  College  of  Physicians 
and  Surgeons,  632  MTst  168th  Street,  New 
York  10032. 

Sandoz  Lectures  For  M.D.s 

Sandoz  Pharmaceuticals,  with  the  cosponsor- 
ship of  the  adjacent  county  medical  societies, 
is  now  offering  a practical  series  of  lectures, 
demonstrations,  and  conferences.  The  March 
meeting  is  at  9 p.m.  at  the  Hotel  Suburban 
in  East  Orange.  The  others  are  8 p.m.  at  the 
Sandoz  Auditorium  in  Hanover,  at  the  inter- 
section of  Route  10  and  Ridgedale  Avenue, 
three  miles  west  of  the  I.ivingston  traffic 
circle. 

January  29  "A'oii  Can  Treat  Alcoliolism’’— 

Ruth  Fo,  .M.D, 


Angiography 

Columbia  University  announces  an  intensive 
three-day  course  in  “Technics,  Room  Design, 
and  Instrumentation  for  Angiography,’’  start- 
ing on  March  18,  1970.  For  more  details 
about  this  unique  and  highly  practical  pro- 
gram, write  to  the  Associate  Dean,  College  of 
Physicians  and  Surgeons,  636  West  168th 
Street,  New  York  City  10032,  and  ask  about 
graduate  course  PM-5. 

EENT— Plastic  Surgery  Program  In  Europe 

During  the  first  two  weeks  of  May  the 
Second  Congress  on  Ophthalmic  and  Oto- 
laryngic  Plastic  Surgery  will  hold  meetings  in 
Moscow,  Leningrad,  \'ienna,  and  Rome.  .An 
excellent  and  unusual  program  has  been 
developed,  allowing  ample  time  for  sightsee- 
ing. The  jilane  leaves  New  A’ork  on  Friday, 
May  1 and  will  return  on  Sunday,  May  17. 
For  further  information,  write  to  the  coordi- 
nator for  New  Jersey,  Dr.  Ralph  L.  Dicker, 
395  West  Blackwell  Street,  Dover,  New  Jersey 
07801. 
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THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 

204th  Annual  Meeting 

HADDON  HALL  ATLANTIC  CITY,  NEW  JERSEY 

APPLICATION  FOR  SPACE  IN  THE  SCIENTIFIC  EXHIBITS 
MAY  17-19,  1970 

The  Committee  on  Scientific  Exhibits  will  furnish  uniform,  painted  signs  for  each  exhibit— if  re- 
quested by  exhibitor.  Please  fill  in  the  following  form  carefully,  (use  typewriter,  or  print,  please) 

1.  TITLE  (Generic  names  only):  


Full  Name  and  Degree  of  Exhibitor(s) 


City  State  

Institution  (if  desired)  City  

Aided  by  commercial  or  pharmaceutical  company  

Exhibit  constructed  by:  

2.  DESCRIPTION  OF  EXHIBIT:  Please  give  a brief  statement  telling  the  purpose  of  the  exhibit,  what 
it  shows,  and  the  conclusions  reached— use  generic  names  only.  (This  is  for  publication  in  the 
printed  program.) 


3.  Is  the  exhibit  free-standing  or  self-contained? 

4.  SIGN  required:  SIGN  not  required:  

5.  Will  backwall  and  dividers  be  required?  (see  sketch  on  reverse  side): 

6.  SIZE  OF  BOOTH  REQUESTED  (See  sketch  on  back)  ABSOLUTE  MAXIMUM:  length  15',  depth  6'. 

Desired  inside  clear  backwall  (8  to  15  feet)  Minimum  inside  clear  blackwall  

7.  PHOTOGRAPH  OR  SKETCH  of  exhibit  should  accompany  this  application 

8.  Has  this  exhibit  been  shown  in  whole  or  part  at  any  other  scientific  meeting?  

If  so,  when?  and  where?  

The  undersigned  agrees  to  abide  by  the  regulations  listed. 

Name  

Address  

Date:  

Return  application  to  Sidney  Girsh,  M.D.,  Chairman,  Scientific  Exhibits,  The  Medical  Society  of  New  Jersey, 

P.O.  Box  904,  Trenton,  New  Jersey  08605 

COMPLETE  ALL  ITEMS  ON  BOTH  SIDES  OF  FORM 
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STANDARD  EQUIPMENT  REQUISITION  FORM 


Use  this  form  only  in  connection  with  equipment  to  be  supplied  by  the  Committee  on  Scientific 
Exhibits.  Equipment  listed  below  will  be  provided  at  no  charge  to  exhibitors.  However,  it  is 
important  that  you  anticipate  your  exact  requirements  in  advance,  as  last  minute  changes  are 
costly  to  the  Society. 


All  scientific  booths  will  be  erected  with  backwall  and  dividers  as  illustrated  below.  Shelving 
and  overhead  lights  are  optional. 


ILLUSTRATION  OF  TYPICAL  BOOTH 


(Booth  construction;  composition  board  covered  with  burlap) 


Check  appropriate  boxes:  left  divider  backwall  right  divider 

Shelving  Q yes  Q no  Q yes  Q no  Q yes  Q no 

Overhead  lights  Q yes  CH  no  Q yes  Q no  O yes  □ no 

If  your  exhibit  will  not  require  backwall,  or  left  or  right  dividers,  please  advise. 

If  a sign  is  incorporated  within  your  exhibit,  please  advise,  and  one  will  not  be  ordered  for  you. 


COMPLETE  ALL  ITEMS  ON  BOTH  SIDES  OF  FORM 
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LETTER  TO 
THE  JOURNAL 

October  31,  1 ‘)()9 

Dear  Doctor  Davidson: 

Upsetting  as  it  is,  I should  probably  not  be 
so  dismayed  at  seeing  an  article  by  self-styled 
sex-expert  Mary  Calderone  M.D.  published  in 
the  pages  of  our  Journal.  Her  “contributions” 
to  medical  education  are  just  another  sign  of 
the  times  in  which  we  live! 

There  was  a much  earlier  period  in  the  his- 
tory of  our  country  when  the  Christian  stand- 
ard of  ethics  tvas  considered  the  norm  by  the 
majority  of  our  public  and  private  institu- 
tions as  well  as  most  of  our  citizens.  How- 
ever, since  the  middle  of  the  1800’s,  and  more 
particularly  from  the  turn  of  the  century,  our 
people  have  more  and  more  embraced  the 
false  standards  of  humanism,  secularism,  and 
pragmatism.  Dr.  Calderone  delights  in  flaunt- 
ing her  humanistic  amoral  ideas  before  audi- 
ences gathered  to  hear  her  expound  on  the 
subject  she  loves  so  well — the  sex  education 
of  our  very  young  children.  She  is  eager  to 
point  out  that  there  is  nothing  really  wrong 
with  pre-marital  sexual  relations.  The  ‘any- 
thing goes’  philosophy  constantly  exudes  from 
her  smiling  face. 

As  a Christian,  I take  offense  at  this.  Being 
in  the  minority  I feel  that  I have  a right  to  be 
heard — even  though  I may  never  even  begin 
to  change  the  devil-may-care  attitude  of  the 
present  generation.  Children  must  be  taught 
the  difference  between  right  and  wrong, 
otherwise  they  will  be  forced  to  find  out  for 
themselves  the  hard  way!  Because  of  this  I 
am  very  much  concerned  with  the  ultimate 
effect  that  Dr.  Calderone  and  her  SIECUS 
organization  will  have  on  our  children  if  she 
succeeds  in  putting  her  program  across  to  the 
so-called  responsible  adults  of  our  nation! 
Most  child  analysts  that  I know  agree  that 
too  much  sex  education  too  soon  will  do 
more  harm  than  good. 


'I'o  illusirale.  lei  me  (|uotc  a lew  jjaragraphs 
from  an  arlide  by  Dr.  james  .M.  Parsons,  .M.D. 
eiuilled,  “Sex  Educ.ation  vs.  ihe  ‘No-No’ 
Moralists”  (foiirnal  ol  ibe  Sarasota  County 
Medical  Society — Marcb,  IflC)!)). 

“One  has  to  assume  that  the  SIECUS  ofTicials  (Dr. 
Calderone  is  Executive  Secretary  of  SIECUS)  are 
simply  unfamiliar  with  the  work  of  the  child  analysts. 
...  If  they  were  familiar  with  the  findings  of  the 
child  analysts,  they  would  not  advocate  their  own 
programs.  . . . The  SIECUS  officials  behave,  instead, 
as  though  unaware  that  their  expressed  dogmatism  is 
not  only  unsubstantiated  but  directly  in  opposition 
to  a great  body  of  evidence  already  adduced.  . . . 

“We  turn  next  to  the  question  of  whether  or  not 
they  (SIECUS  officials)  have  displayed  any  awareness 
of  the  experience  of  other  countries  which  have  im- 
plemented similar  programs  of  ‘sex  education’  to  that 
which  SIECUS  advocated. 

“One  thinks  immediately  of  Sweden,  where  a pro- 
gram remarkably  similar  to  that  which  SIECUS  ad- 
vocates for  the  U.S.,  has  been  tried  for  many  years. 
One  can  find  the  results  quite  conveniently  in  the 
book.  Sex  And  Society  In  Sweden  by  Birgitta  1, inner 
(The  Pantheon  Press.)  AVhth  all  the  sexual  enlighten- 
ment in  Sweden,  one  would  expect  that  the  rate  of 
venereal  disease  would  have  plummeted,  especially  in 
view  of  the  fact  that  automatic  vendor  machines  for 
contraceptives  now  line  the  streets  in  Sweden.  However, 
we  learn  on  page  86  of  Birgitta  Linner's  book  that 
there  has  been  an  over-all  increase  in  venereal  disease. 
In  fact  . . . we  find  that  gonorrhea  now  affects  14- 
year-olds  and  13-year-olds,  and  the  girls  more  so  than 
the  boys. 

“.  . . we  should  expect  that  the  more  intelligent 
girls  and  boys  will  have  been  able  to  avoid  un- 
wanted pregnancies,  especially  before  marriage.  But 
we  find— mirabile  dictu!—B5  per  cent  of  all  brides  are 
pregnant  on  the  day  of  their  marriage.  . . . 

“All  those  years  of  good  ‘sex  education’  must  have 
resulted  in  a higher  rate  of  successful  and  happy 
marriages.  No?  No.  . . . we  learn  that  approximately 
20  per  cent  of  those  reaching  adult  age  never 
marry.  . . . 

“Does  this  mean  that  all  ‘sex  education’  is  bad, 
and  that  we  shouldn’t  tell  them  a thing?  Certainly 
not.” 

Dr.  I’arsons  has  some  practical  suggestions  as 
an  alternative  to  the  type  of  ‘education’  that 
Dr.  Calderone  is  promoting.  But  because  of 
limitations  of  space  I cannot  go  into  them. 
Anyone  interested  in  reading  the  entire 
article  by  Dr.  Parsons,  and  incidentally  an- 
other interesting  article  by  Dr.  ^Villiam  C. 
Douglass,  M.D.  called  “The  Jet  Sex,”  can 
do  so  by  writing  to  these  gentlemen  in  care 
of  The  Journal  of  the  Sarasota  County  Medi- 
cal Society,  311  Medical  Arts  Bldg.,  Sarasota, 
Florida  33579. 

(signed)  F.  G.  Ruhl,  M.D. 
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MEETINGS  OF  MEDICAL  INTEREST 


Tliis  listing  lias  been  compiled  by  the  Academy  of  Medicine  of  New  Jersey.  For  additional 
information,  including  exact  time  of  meetings,  ^^Tite  to  the  society  or  hospital  listed. 


1969 

December 


22 


11  Burlington  Comity  Memorial  Hospital 
Mount  Holly 

Common  Allergie  Emergencies 

16  Academy  of  Medicine  of  New  Jersey 
Newcomb  Hospital 

Vineland 
Pulmonary  Problems 

17  St.  Michael’s  Medical  Center 
Newark 

Pathogenesis  of  Fever 

18  Burlington  County  Memorial  Hospital 
Mount  Holly 

Crisis  Counseling 

1970 

January 

7 St.  Michael’s  Medical  Center 
Newark 

Recent  advances  in  Thyroid  Problems 

8 Academy  of  Medicine  of  New  Jersey 

Englewood  Hospital, 

Englewood 

Symposium:  Pidmonary  Problems 

8 Burlington  County  Memorial  Hospital 

Mount  Holly 
Newer  Anesthetic  Agents 

14  St.  Michael’s  Medical  Center 
Newark 

Portal  Hypertension  Surgery 

15  Burlington  County  Memorial  Hospital 

Mount  Holly 

Diagnosis  and  Medical  Management  of  Gas- 
trointestinal Hemorrhage 

21  St.  Michael’s  Medical  Center 

Newark 

New  Concepts  in  Rheumatology 


Burlington  County  Memorial  Hospital 
Mount  Holly 

Surgical  Management  of  Gastrointestinal 
Hemorrhage 

26  .Academy  of  Medicine  of  New  Jersey 
North  Hudson  Hospital 
Weehawken 

Symposium:  Chemotherapy  of  Cancer 

27  Hunterdon  Coimty  Medical  Society 

28  St.  Michael’s  Medical  Center 
Newark 

Control  of  Acid  Base  Balance 

29  Burlington  County  Memorial  Hospital 
Mount  Holly 

Indications  and  Technics  for  Urinary 
Di\ersionary  Procedures 

February 

4 Academy  of  Medicine  of  New  Jersey 

Symposium  on  Immunology 

4 to  Muhlenberg  Hospital 

Apr.  29  Plainfield 

Graduate  Course  in  Medicine 
Part  II— Respiratory  Diseases 

4 St.  Michael’s  Medical  Center 
Newark 

Uric  Acid  Metabolism  and  Gout 

5 St.  Joseph’s  Hospital 
Paterson 

Program  on  Stroke 

5 Burlington  County  Memorial  Hospital 

Mount  Holly 

.\ngiographic  and  Echographic  Diagnosis  of 
Genito-Urinary  Lesions 

11  St.  Michael’s  Medical  Center 

Newark 

Physical  Diagnosis  Rexiewed 

11  Academy  of  Medicine  of  New  Jersey 

Symposium:  “Isotopes  and  Recent  Advances 
in  Radiologic  Diagnosis” 
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12  Burlington  County  Memorial  Hospital 

Mount  Holly 

Management  of  Chronic  Renal  Insufficiency 

18  St,  Michael’s  Medical  Center 
Newark 

Tlie  Kidney:  Commonly  Used  Tests; 
Applications  for  Management 

19  Burlington  County  Memorial  Hospital 
Mount  Holly 

Renal  Transplantation:  Indications  and 
Technics 

26  Burlington  County  Memorial  Hospital 

Mount  Holly 
Computers  in  Medicine 

March 

5 Burlington  County  Memorial  Hospital 

Mount  Holly 

Diagnosis  and  Treatment  of  Lymphomatous 
Disease 

7 New  Jersey  Society  of  Anesthesiologists 

Cherry  Hill  Inn 
Cherry  Hill 
Ilth  Postgraduate  Seminar 

10  Academy  of  Medicine  of  New  Jersey 
Section  on  Dermatology  and 

New  Jersey  Dermatological  Society 
Paterson  General  Hospital 
Paterson 

11  St.  Michael’s  Medical  Center 
Newark 

Endocrine  Review 

12  Academy  of  Medicine  of  New  Jersey 
Symposium:  Pulmonary  Embolism 

12  Burh'ngton  County  Memorial  Hospital 

Mount  Holly 

Recent  Advances  in  the  Treatment  of 
Leukemia 

19  Burlington  County  Memorial  Hospital 

Mount  Holly 

Chemotherapy  of  Disseminated  Solid  Tumors 

19  Academy  of  Medicine  of  New  Jersey 

Somerset  Hospital 
Somerville 

Symposium:  Hypnosis  in  Medicine 


20  Academy  of  Medicine  of  New  Jersey 
Cooper  Hospital 
Camden 

Symposium:  Pulmonary  Problems 

24  Hunterdon  County  Medical  Society 

26  Burlington  County  Memorial  Hospital 

Mount  Holly 

Differential  Diagnosis  of  the  Polyeythemic 
States 

April 

2 Burlington  County  Memorial  Hospital 

Mount  Holly 

Management  of  Painful  Syndromes  of  the 
Head  and  Neck 

2 St.  Joseph’s  Hospital 

Paterson 
Program  on  Stroke 

8 Academy  of  Medicine  of  New  Jersey 
Hoffman-LaRoche 

Nutley 

Symposium:  “Surgical  Management  of  the 
Mind” 

9 Burlington  County  Memorial  Hospital 
Mount  Holly 

Rheumatoid  Arthritis:  Current  Concepts  of 
Differential  Diagnosis  and  Management 

10  Academy  of  Medicine  of  New  Jersey 
Cooper  Hospital 
Camden 

Symposium:  Hypnosis  in  Medicine 

10  Academy  of  Medicine  of  New  Jersey 

Warren  Hospital 
Phillipsburg 

Symposium ; Pulmonary  Problems 

15  Academy  of  Medicine  of  New  Jersey 

Section  on  Dentistry 

Veterans  Administration  Hospital 
East  Orange 

Symposium:  “Preventive  Dentistry” 

16  Burlington  County  Memorial  Hospital 

Mount  Holly 

Fits,  Faints,  and  Funny  Turns 

23  Burlington  County  Memorial  Hospital 

Mount  Holly 

The  Significance  of  Hypoglycemia 
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30  Burlington  County  Memorial  Hospital 
Mount  Holly 

Definition,  Etiology,  and  Classification  of  Con- 
gestive Heart  Failure;  The  Pathology  and 
Dynamics  of  the  Failing  Heart 

May 

6 New  Jersey  Heart  Association 

Rutgers 

New  Brunswick 

Myocardial  Infarction  and  Drug  Therapy 

6 St.  Michael’s  Medical  Center 
Newark 

Controversies  in  Management  of  Heart 
Problems 

7 Burlington  County  Memorial  Hospital 
Mount  Holly 

Evaluation  and  Medical  Management  of 
Acute  and  Chronic  Heart  Failure 


OBITUARIES 


Dr.  Benjamin  L.  Goldstein 

Death  came  too  early — at  age  54 — to  Ben- 
jamin Goldstein,  M.D.,  a well  known  Asbury 
Park  pediatrician.  In  1941,  Dr.  Goldstein 
received  his  M.D.  at  the  medical  school  of  the 
University  of  Cincinnati.  He  was  attending 
pediatrician  at  the  Monmouth  Medical  Center 
in  Long  Branch,  and  was  active  in  child  wel- 
fare affairs  in  the  shore  area.  His  death 
occurred  on  October  11,  1 969. 

Dr.  Jack  M.  Kluft 

On  October  19,  1969,  Jack  M.  Kluft,  M.D. 
died  at  the  untimely  age  of  56.  Born  in  1913, 
he  earned  his  M.D.  degree  at  Tulane  in  1938. 
He  worked  largely  in  the  field  of  internal 
medicine,  became  a board  diplomate  in  that 
specialty,  and  was  elected  to  Fellowship  in  the 
American  College  of  Physicians.  Dr.  Kluft 
had  a special  interest  in  gerontology,  and  was 
active  in  the  affairs  of  the  American  Geriatric 
Society  and  the  American  Diabetes  Associa- 


14 Burlington  County  Memorial  Hospital 
Mount  Holly 

Surgical  Management  of  Heart  Disease  and 
Selection  of  Patients  for  Heart  Transplant 

16-19  The  Medical  Society  of  New  Jersey 
Chalfonte-Haddon  Hall 
Atlantic  City 

Annual  Meeting 

21  Biu-lington  County  Memorial  Hospital 

Mount  Holly 

Diagnosis  and  Management  of  Pulmonary 
Embolic  Disease 

27  Academy  of  Medicine  of  New  Jersey 
Annual  Awards  Dinner 

June 

3 New  Jersey  Gastroenterological  Society 

Newark 


tion.  He  was  a senior  attending  internist  at 
the  Perth  Amboy  General  Hospital. 

Dr.  Francis  A.  Merlo 

On  October  14,  1969,  Francis  A.  Merlo,  M.D., 
died  at  the  age  of  62.  He  was  an  alumnus  of 
the  Medical  School  of  George  Washington 
University,  class  of  1930.  Dr.  Merlo  was  ac- 
tive in  committee  work  and  organization  af- 
fairs in  our  state  chapter  of  the  Industrial 
Medical  Association  and  was  proud  to  list 
himself  as  a family  doctor.  He  was  a member 
of  the  American  Academy  of  General  Prac- 
tice. 

Dr.  Isidore  Sweigel 

Essex  County  lost  one  of  its  senior  and 
most  respected  practitioners  on  Septem- 
ber 20,  1969,  with  the  death  that  day  of 
Isidore  Sweigel,  M.D.  Born  in  1898,  he  was 
a member  of  the  1925  graduating  class  at  the 
Medical  School  of  the  University  of  Ten- 
nessee. Dr.  Sweigel  was  a general  practitioner 
of  the  old  school,  and  during  his  many 
decades  of  private  practice  he  served  on  the 
staffs  of  both  the  United  Hospitals  and  the 
Beth  Israel  Hospital  in  Newark. 
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^et’s  be  specific  about  Campbell’s  Soups... 


2iVA 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1 ,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,400  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.J.  08101 


I 


in  acute  and  chronic  diarrheas 

LOMOTIL  SAVES... 

TABLETS,  LIQUID 

Each  tablet  and  each  5 cc.  of  liquid  contain 

diphenoxylate  hydrochloride 2,5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate,  0.025  mg.  (1/2,400  grain) 

body  fluids... 

electrolytes... 

patients  from  exhaustion 

Lomotil  acts  promptly  and  directly  to  lower  the 
excessive  intestinal  motility  of  diarrhea. 

This  therapeutic  restraint  on  the  overactive  bowel 
allows  a normal  or  more  nearly  normal 
reabsorption  of  water  and  electrolytes. 

The  proficiency  of  Lomotil  in  conserving  body  fluids 
and  electrolytes  often  saves  patients  from  the 
exhaustion  that  accompanies  prolonged  diarrhea. 

Lomotil  acts  to  control  the  intestinal  mechanisms 
of  diarrhea;  therefore,  it  is  highly  useful  in 
controlling  diarrhea  associated  with: 

gastroenteritis  • acute  infections  • functional  hypermotili 
irritable  bowel  • ileostomy  • drug-induced  diarrhea 

\fliarnings  Lomotil  should  be  used  with  caution  in  patients  taking 
barbiturates  and  with  caution,  if  not  contraindicated,  in  patients 
with  cirrhosis,  advanced  liver  disease  or  impaired  liver  function. 

Precautions:  Lomotil  is  a Federally  exempt  narcotic  with  theoreti- 
cally possible  addictive  potential  at  high  dosage;  this  is  not  ordi- 
narily a clinical  problem.  Use  Lomotil  with  considerable  caution  in 
patients  receiving  addicting  drugs.  Recommended  dosages  should 
not  be  exceeded,  and  medication  should  be  kept  out  of  reach  of 
children.  Should  accidental  overdosage  occur,  signs  may  include 
severe  respiratory  depression,  flushing,  lethargy  or  coma,  hypotonic 
reflexes,  nystagmus,  pinpoint  pupils,  tachycardia;  continuous  obser- 
vation is  necessary.  The  subtherapeutic  amount  of  atropine  sulfate 
IS  added  to  discourage  deliberate  overdosage. 

Adverse  Reactions-  Side  effects  reported  with  Lomotil  therapy  in- 
clude nausea,  sedation,  dizziness,  vomiting,  pruritus,  restlessness, 
abdominal  discomfort,  headache,  angioneurotic  edema,  giant  urti- 
caiia,  lethargy,  anorexia,  numbness  of  the  extremities,  atropine 
effects,  swelling  of  the  gums,  euphoria,  depression  and  malaise. 

Respiratory  depression  and  coma  may  occur  with  overdosage. 

Dosage:  The  recommended  initial  daily  dosages,  given  in  divided 
doses  until  diarrhea  is  controlled,  are  as  follows; 

Children:  Total  Daily  Dosage 

3-6  mo 1/2  tsp.*  t.i.d.  (3  mg.) 

6-12  mo  1/2  tsp.  q.i.d.  (4  mg.) 

1- 2  yr V2  tsp.  5 times  daily  (5  mg.) 

2- 5  yr 1 tsp.  t.i.d.  (6  mg.) 

5-8  yr 1 tsp.  q.i.d.  {8  mg.) 

8-12  yr  1 tsp.  5 times  daily  (10  mg.)  1 

Adults: 2 tsp.  5 times  daily  (20  mg.) 

or  2 tablets  q.i.d.  1 

“'Based  on  4 cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low  as  one-fourth  the  initial  daily  G.  D.  SEARLE  & CO. 

dosage.  Research  in  the  Service  of  Mt 


PARKE-DAVIS 


FIRST  APPLICATION 

ELASE  Ointment  Is  applied  to  a deep  ulceration  of  a finger. 


EIGHTEEN  DAYS  LATER 

Healing  has  progressed  rapidly  without  interruption  or 
interference  from  any  accumulated  purulence  or 
necrotic  tissue.  Greatly  reduced  size  of  lesion  and 
minimal  scar  tissue  indicate  quality  and  vigor  of 
healing  which  is  almost  complete. 


By  helping  to  remove  dead  tissue  and  debris  from  the  ulcer’s 
surface,  ELASE  Ointment  creates  a better  environment  for  the 
elimination  of  infection,  for  healthy  granulation. . .for  healing. 

Its  lytic  enzymes  effectively  break  down  DNA  in  dead  leuko- 
cytes and  other  debris . . . the  fibrin  in  blood  clots,  serum,  and 
purulent  exudates. . .and  the  denatured  proteins  in  necrotic 
tissue.  Protein  elements  of  living  tissue  are  relatively  un- 
affected. ELASE  Ointment  is  indicated  in  stasis  ulcers  and  in 
other  infected  or  inflamed  ulcers  caused  by  circulatory  distur- 
bances. In  cases  requiring  skin  grafting,  it  is  used  preoperatively 
for  debridement.  For  ambulatory  patients  debridement  with 
ELASE  Ointment  is  a convenient  therapy  and  a regimen  likely 
to  be  followed.  Precautions:  Observe  usual  precautions  against 
allergic  reactions,  particularly  in  persons  with  a history  of 
sensitivity  to  materials  of  bovine  origin  or  to  mercury  com- 
pounds. Adverse  Reactions:  Side  effects  attributable  to  the 
enzymes  have  not  been  a problem  at  the  dose  and  for  the 
indications  recommended.  Discussion:  Successful  use  of 
enzymatic  debridement  depends  on  several  factors:  (1)  dense, 
dry  eschar,  if  present,  should  be  removed  surgically  before 
enzymatic  debridement  is  attempted;  (2)  the  enzyme  must  be  in 
constant  contact  with  the  substrate;  (3)  accumulated  necrotic 
debris  must  be  periodically  removed;  (4)  the  enzyme  must  be 
replenished  at  least  once  daily;  and  (5)  secondary  closure  or 
skin  grafting  must  be  employed  as  soon  as  possible  after 
optimal  debridement  has  been  attained.  It  is  further  essential 
that  wound-dressing  techniques  be  performed  carefully  under 
aseptic  conditions  and  that  appropriate  systemically  acting 
antibiotics  be  administered  concomitantly  if,  in  the  opinion  of 
the  physician,  they  are  indicated.  Available:  ELASE  Ointment  is 
supplied  in  30-Gm.  tubes  containing  30  units  (Loomis)  of 
fibrinolysin  and  20,000  units  of  desoxyribonuclease  with 
0.12  mg.  thimerosal  (mercury  derivative);  and  in  10-Gm.  tubes 
containing  10  units  of  fibrinolysin  and  6,666  units  of  desoxy- 
ribonuclease with  0.04  mg.  thimerosal.  ELASE  Ointment  has  a 
special  base  of  liquid  petrolatum  and  polyethylene;  contains 
sodium  chloride  and  sucrose  used  during  manufacture;  is 
stable  at  room  temperature  through  the  expiration  date  stated 
on  the  package. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 
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"All  Interns  are  Alike" 


It  stands  to  reason.  They  all  go  through  the  same 
training;  they  all  have  to  pass  the  same  tests;  they 
all  have  to  measure  up  to  the  same  standards;  they 
all  are  underpaid,  too.  Therefore,  all  interns  are 
alike.  ' 

That's  utter  nonsense,  of  course.  But  it's  no 
more  nonsensical  than  what  some  people  say 
about  aspirin.  Namely:  since  all  aspirin  is  at  least 
supposed  to  come  up  to  certain  required  stand- 
ards, then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  demanding.  In 
fact,  there  are  at  least  nine  specific  differences  in- 


volving purity,  potency  and  speed  of  tablet  disinte- 
gration. These  Bayer®  standards  result  in  significant 
product  benefits  including  gentleness  to  the  stom- 
ach, and  product  stability  that  enables  Bayer  tab- 
lets to  stay  strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  it  just  isn't  so. 

You  might  also  say  that  all  interns  aren't  alike, 
either. 


MOd  ulcerative  colitis  may  be  triggered  here... 


In  mild  ulcerative  colitis,  a number  of 
factors  can  precipitate  an  attack:  for  in- 
stance, dietary  indiscretion,  such  as  eat- 
ing raw  foods,  or  emotional  overreaction, 
such  as  that  aroused  by  financial  difficul- 
ties. No  matter  what  causes  the  patient’s 
sensitive  colon  to  “act  up,”  he  soon  suf- 
fers from  acute  discomfort... and  often, 
from  anxiety  and  apprehension  as  well. 
Such  patients  frequently  respond  well  to 
adjunctive  dual-action  Librax®  therapy. 

Librax  combines,  in  a single  conve- 
nient capsule,  the  well-known  antianxiety 
effect  of  Librium®  (chlordiazepoxide 
HCl)  and  the  dependable  anticholinergic 
/antispasmodic  effect  of  Quarzan®  (clidi- 
nium  Br).  Therefore,  as  Librax  helps  to 
relieve  the  patient’s  excessive  anxiety  and 
reduce  his  overreaction  to  stress,  it  also. 


at  the  same  time,  helps  to  control  hyper- 
secretion and  hypermotility,  thus  reliev- 
ing spasm  and  abdominal  discomfort. 

With  Librax,  the  dosage  schedule  is 
simple:  1 or  2 capsules,  t.i.d.  or  q.i.d., 
will  in  most  cases  bring  the  patient  sig- 
nificant relief  of  both  the  emotional  and 
physical  elements  that  contribute  to  his 
psychovisceral  disorder. 

Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows. 

INDICATIONS:  Indicated  as  adjunctive  ther- 
apy to  control  emotional  and  somatic  factors  in 
gastrointestinal  disorders. 

CONTRAINDICATIONS:  Patients  with  glau- 
coma; prostatic  hypertrophy  and  benign  blad- 
der neck  obstruction;  known  hypersensitivity 
to  chlordiazepoxide  HCl  and/or  clidinium 
bromide. 

WARNINGS:  Caution  patients  about  possible 


combined  effects  with  alcohol  and  other  Cf 
depressants.  As  with  all  CNS-acting  drugs,  ca 
tion  patients  against  hazardous  occupations  i 
quiring  complete  mental  alertness  (e.g.,  operati 
machinery,  driving).  Though  physical  and  pi 
chological  dependence  have  rarely  been  report 
on  recommended  doses,  use  caution  in  a 
ministering  Librium  (chlordiazepoxide  hydt 
chloride)  to  known  addiction-prone  individu; 
or  those  who  might  increase  dosage;  withdraw 
symptoms  (including  convulsions),  followi 
discontinuation  of  the  drug  and  similar  to  tho 
seen  with  barbiturates,  have  been  reported.  Li 
of  any  drug  in  pregnancy,  lactation,  or  in  worn 
of  childbearing  age  requires  that  its  potent; 
benefits  be  weighed  against  its  possible  hazarc 
As  with  all  anticholinergic  drugs,  an  inhibitii 
effect  on  lactation  may  occur. 

PRECAUTIONS:  In  elderly  and  debilitate 
limit  dosage  to  smallest  effective  amount  to  pt 
elude  development  of  ataxia,  oversedation 
confusion  (not  more  than  two  capsules  per  d 
initially;  increase  gradually  as  needed  and  tole 


or  here. 


CUMOim,^ 


A 


Though  generally  not  recommended,  if 
nation  therapy  with  other  psychotropics 
indicated,  carefully  consider  individual 
acologic  effects,  particularly  in  use  of  po- 
ing  drugs  such  as  MAO  inhibitors  and 
thiazines.  Observe  usual  precautions  in 
ce  of  impaired  renal  or  hepatic  function, 
nxical  reactions  {e.g.,  excitement,  stimula- 
id  acute  rage)  have  been  reported  in  psy- 
c patients.  Employ  usual  precautions  in 
ent  of  anxiety  states  with  evidence  of  im- 
ig  depression;  suicidal  tendencies  may  be 
t and  protective  measures  necessary.  Vari- 
ffects  on  blood  coagulation  have  been 
ed  very  rarely  in  patients  receiving  the 
md  oral  anticoagulants;  causal  relation- 
as  not  been  established  clinically. 

^ERSE  REACTIONS:  No  side  effects  or 
jstations  not  seen  with  either  compound 
have  been  reported  with  Librax.  When 
iazepoxide  hydrochloride  is  used  alone, 
iness,  ataxia  and  confusion  may  occur, 
illy  in  the  elderly  and  debilitated.  These 


are  reversible  in  most  instances  by  proper  dos- 
age adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a few 
instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  erup- 
tions, edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyramidal  symp- 
toms, increased  and  decreased  libido  — all  in- 
frequent and  generally  controlled  with  dosage 
reduction;  changes  in  EEG  patterns  (low-volt- 
age fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including  agranu- 
locytosis), jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally  with  chlordiaz- 
epoxide  hydrochloride,  making  periodic  blood 
counts  and  liver-function  tests  advisable  during 
protracted  therapy.  Adverse  effects  reported 
with  Librax  are  typical  of  anticholinergic  agents, 
i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary 
hesitancy  and  constipation.  Constipation  has 
occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low 
residue  diet. 


two  good  reasons 
for  prescribing 

UBRAX' 

Each  capsule  contains  5 mg  chlordiaz- 
epoxide  HCl  and  2.5  mg  clidinium  Br. 


^ ROCHE 

LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Termmycin' 

(oxytetracycline) 


An  infection  of  rapid  onset  requiring 
prompt  attention.  Teenage  girl  with  chills, 
fever,  abdominal  pain,  backache  and 
nausea.  Frequent  and  urgent  urination 
with  burning.  On  examination— tender- 
ness over  kidney.  Blood  count  and 
urinalysis  confirm  the  diagnosis:  acute 
pyelonephritis.  Treatment  is  initiated  with 
Terramycin.  Within  a few  days  of  follow- 
up therapy,  the  patient  is  markedly 
improved.  The  pretreatment  urine 
culture  shows  a strain  of  E.  coli  highly 
susceptible  to  Terramycin. 

Experience  has  shown  that  Terramycin 
offers  special  advantages  in  treating 
urinary  tract  infections  when  strains  of 
causative  bacteria  are  susceptible. 
Broad-spectrum  coverage  unaffected  by 
penicillinase.  Effective  tissue  levels  to  help 
reach  foci  of  infection  in  renal  parenchyma. 
High  urine  levels— excreted  by  kidney 
in  active  form. 

With  Terramycin,  you  have  the  assur- 
ance that  comes  with  choosing  an  agent 
physicians  have  depended  on  for  over  18 
years.  In  difficult  as  well  as  routine  cases, 
when  tests  reveal  susceptible  organisms, 
consider  Terramycin.  One  of  the  world’s 
most  widely  used  broad-spectrums. 

pK 


Terramycin’ 

(oxytetracycline) 


Contraindicated:  In  individuals  hypersensitive  to  oxytetra- 
cycline. 

Warnings:  Reduce  usual  oral  dosage  and  consider  antibiotic 
serum  level  determinations  in  patients  with  impaired  renal 
function. 

Use  of  oxytetracycline  during  the  last  trimester  of  pregnancy, 
neonatal  period  and  early  childhood  may  cause  discoloration 
of  developing  teeth.  This  effect  occurs  mostly  during  long-term 
use  of  the  drug,  but  it  has  also  been  observed  in  usual  short- 
treatment  courses. 

During  treatment  with  tetracyclines,  individuals  susceptible 
to  photodynamic  reactions  should  avoid  direct  sunlight;  if 
such  reactions  occur,  discontinue  therapy. 

Note:  VV'ith  oxytetracycline,  phototoxicity  is  unknown  and 
photoallergy  very  rare. 

Precautions:  Use  of  broad-spectrum  antibiotics  occasionally 
may  result  in  overgrowth  of  nonsusceptihle  organisms.  VV'here 
such  infections  occur,  discontinue  oxytetracycline  and  institute 
specific  therapy.  Increased  intracranial  pressure  in  infants  is 
a possibility.  Symptoms  disappear  upon  discontinuation  of 
therapy. 

Adverse  Reactions:  Nausea,  diarrhea,  glossitis,  stomatitis, 
proctitis,  vaginitis  and  dermatitis,  as  well  as  reactions  of  an 
allergic  nature,  may  occur  but  are  rare. 

Supply:*  Terramycin  Capsules:  oxytetracycline  HCl,  250  mg. 
and  125  mg.  Terramycin  Syrup:  calcium  oxytetracycline, 

125  mg.  per  5 cc.  Terramycin  Pediatric  Drops:  calcium 
oxytetracycline,  100  mg.  per  cc. 

*A1I  potencies  listed  are  In  terms  of  the  standard, 
oxytetracycline. 

More  detailed  professional  information  available  on  request. 
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There’s  a good  ehance  your  patient  needs 
more  than  a non-prescription  analgesic  for  pain  relief. 
Especially  after  self-medication  has  failed. 

Because  continuing,  increased  pain  and  discomfort 
may  in  part  be  a rcllection  of  anxiety, 

Equagesic  is  worthy  of  consideration.  In  a 

single,  non-narcotic  preparation,  it  helps  relieve  pain  . . . 

ami  associated  anxiety  and  tension. 


Tablets 

Equagesic 

(meprobamate  and  ethoheptazine  citrate  with  aspirin)  Wyeth 


IN  BRIEF 

Contraindications;  History  of  sensitivity  or  severe 
intolerance  to  aspirin,  meprobamate  or 
ethoheptazine  citrate. 

Warnings:  USE  IN  PREGNANCY:  Safetyfor  use  during 
pregnancy  or  lactation  has  not  been  established; 
therefore,  it  should  be  used  in  pregnant  patients  or 
women  of  child-bearing  age  only  when  the  physician 
judges  its  use  essential  to  the  patient’s  welfare. 
Precautions:  Keep  out  of  reach  of  children.  Not 
recommended  for  patients  12  years  old  or  less. 

Carefully  supervise  dose  and  amounts  prescribed, 
especially  for  patients  prone  to  overdose  themselves. 
Excessive  prolonged  use  of  meprobamate  in  susceptible 
persons— as  alcoholics,  ex-addicts,  severe 
psychoneurotics— has  resulted  in  dependence  or 
habituation.  Withdraw  gradually  after  prolonged 
excessive  dosage  to  avoid  possibly  severe  withdrawal 
reactions  including  epileptiform  seizures.  Warn  patients 
of  possible  reduced  alcohol  tolerance,  with  resultant 
slowed  reactions  and  impaired  judgment  and 
coordination.  If  drowsiness,  ataxia  or  visual  disturbances 
(impairment  of  accommodation  and  visual  acuity) 
occur,  reduce  dose.  If  symptoms  persist,  patients 
should  not  operate  machinery  or  drive.  After 
meprobamate  overdose,  prompt  sleep,  reduction  of 
blood  pressure,  pulse  and  respiratory  rates  to  basal 
levels,  and  hyperventilation  are  reported.  Give 
cautiously  and  in  small  amounts  to  patients  with 
suicidal  tendencies.  Treat  attempted  suicide  (has 
resulted  in  coma,  shock,  vasomotor  and  respiratory 
collapse  and  anuria)  with  gastric  lavage  and  appropriate 
symptomatic  therapy  (CNS  stimulants  and  pressor 
amines  as  indicated^  Two  instances  of  accidental  or 
intentional  significant  overdosage  with  ethoheptazine 
and  aspirin  have  been  reported.  These  were 
accompanied  by  CNS  depression  (drowsiness  and 
lightheadedness)  but  resulted  in  uneventful  recovery. 

On  basis  of  pharmacologic  data,  CNS  stimulation  could 


be  anticipated,  with  nausea,  vomiting  and  salicylate 
intoxication  (requires  induced  vomiting  or  gastric  lavage, 
specific  parenteral  electrolyte  therapy  for  ketoacidosis 
and  dehydration,  and  observation  for 
hypoprothrombinemic  hemorrhage  [usually  requires 
whole  blood  transfusions]). 

Adverse  Reactions:  Ethoheptazine  and  aspirin  may 
cause  nausea  with  or  without  vomiting  and  epigastric 
distress  in  a small  percentage  of  patients.  Dizziness  is 
rare  at  recommended  dosage.  Meprobamate  may 
cause  drowsiness,  ataxia  and  rarely  allergic  or 
idiosyncratic  reactions.  These  reactions,  sometimes 
severe,  can  develop  in  patients  receiving  only  1 to  4 
doses.  Such  patients  may  have  had  no  previous  contact 
with  meprobamate  and  may  or  may  not  have  an  allergic 
history.  Mild  reactions  are  characterized  by  urticarial 
or  erythematous  maculopapular  rash.  Acute 
nonthrombocytopenic  purpura  with  cutaneous 
petechiae,  ecchymoses,  peripheral  edema  and  fever 
have  been  reported.  If  allergic  reaction  occurs, 
discontinue  meprobamate:  do  not  reinstitute.  Severe 
reactions,  observed  very  rarely,  include  fever,  fainting 
spells,  angioneurotic  edema,  bronchial  spasms, 
hypotensive  crises  (1  fatal  case),  anaphylaxis,  stomatitis 
and  proctitis  (1  case)  and  hyperthermia.  These  cases 
should  be  treated  symptomatically  including,  when 
indicated,  such  medication  as  epinephrine,  antihistamine 
and  possibly  hydrocortisone.  A few  cases  of  leukopenia, 
usually  transient,  have  been  reported  on  continuous 
use.  Rarely,  aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis,  and 
hemolytic  anemia  have  been  reported,  almost  always  in 
presence  of  known  toxic  agents. 

Overdosage:  See  precautions  section  for  management 
of  overdosage. 

Composition:  150  mg.  meprobamate,  75  mg. 
ethoheptazine  citrate  and  250  mg.  aspirin  per  tablet. 


Wyeth  Laboratories 


Philadelphia,  Pa. 


the 

thousandth 

teaspoonful 

Peptic  ulcer  patients  find 
the  thousandth  dose  of 
this  antacid  as  effective 


nesium  hydroxides. 

Unfailing  good  taste— confirmed  by  87.5%  of  104  patients  in  one  study,  after 
a total  of  20,459  documented  days  on  Mylanta  Liquid  or  tablets.'' 

Concomitant  relief  of  G.  I.  gas  distress— provided  by  the  proven  antiflatulent 
action  of  simethicone.2 

Dosage:  One  or  two  tablets  (well  chewed  or  allowed  to  dissolve  in  the  mouth);  one  or  two  teaspoonfuls 
to  be  taken  between  meals  and  at  bedtime,  or  as  directed  by  physician. 

References:  1.  Danhof,  I.  E.;  Report  on  file.  2.  Moon,  J.  R.:  Arch.  Surg.  93:467  (Sept.)  1966. 
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in  the  treatment  of 

IMPOTENCE 
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Android 

(thyroid-androgen)  tablets 


Effectiveness  confirmed  by  another  double  blind  study* 


1. SUMMARY 

ANDROID 

GOOD  TO  EXCELLENT  75% 

PLACEBO 

20% 

***Sexual  impotence  treatment  with  methyl  testosterone  - thyroid  (ANDROID)  a 
double  blind  study**  — Montesano,  Evangelista:  Clinical  Medicine^  April  1966. 

CONTRAINDICATIONS-Methyl  testosterone  is  not  to  be  used  in  malignancy 
male,  coronary  heart  disease.  Thyroid  is  not  to  be  used  in  heart  disease, 
metabolic  rate  is  low. 


2.  Forty  cases  reported. 

3.  Cites  synergism  between  androgen  and  thyroid. 

4.  No  side  effects  in  patients  treated. 

5.  Alleviation  of  fatigue  noted 

6.  Case  histories  on  4 patients. 

7.  Although  psychotherapy  still  needed,  role  of 
chemotherapy 


cannot  be  disputed. 

Of  reproductive  organs  in 
hypertension  unless  the 


Choice  of  4 strengths 

Android  Android-HP 


Android-X  Android-Plus 


Each  yellow  tablet  contains: 

Methyl  Testosterone  ..2.5  mg. 

Thyroid  Ext.  (1/6  gr.)  ..10  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 

Available: 

Bottles  Of  100.  500,  1000. 

Write  for  literature  and  samples: 

THE  BROWN  PHARMACEUTICAL  CO. 

' 2500  W.  6th  St..  Los  Angeles,  Calif.  300S7 


HIGH  POTENCY 

Each  red  tablet  contains: 
Methyl  Testosterone  ..5.0  mg. 
Thyroid  Ext. (V2  gr.)  ...30  mg. 

Glutamic  Acid 50  mg. 

Thiamine  HCL 10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  Of  100.  500.  1000. 


EXTRA  HIGH  POTENCY 

Each  orange  tablet  confams: 
Methyl  Testosterone  .12.5  mg. 

Thyroid  Ext.  (1  gr.)  64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60.  500. 

REFER  TO 

PDR 


WITH  HIGH  POTENCY 
B-COMPLEX  AND  VITAMIN  C 
Each  white  tablet  contains: 
Methyl  Testosterone  ..2. 5 mg. 
Thyroid  Ext.  (V4  gr.)  . . 15  mg. 
Ascorbic  Acid  (Vit.  C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridoxine  HCL 5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  .10  mg. 

Vitamin  B-12  2.5  meg. 

Riboflavin  5 mg. 

Dose:  2 tablet  twice  daily. 
Available:  Bottles  of  60,  500. 


also  available  with  ESTROGEN 


Android-E 


Each  Tablet  Contains 
Methyl  Testosterone 
Ethinyl  Estradiol  . . . 
ThyroidExt.(1/6gr.)  . 
Thiamine  Hydrochloride 
Glutamic  Acid 


2.5  mg. 
0 02  mg. 
10  mg. 
10  mg. 
50  mg. 

INDICATIONS:  Advantage  is  taken  of  the 
anabolic  action  of  ANDROID  without  its 
virilizing  effect.  Estrogen  balances  the 
androgen-only  steroid  effect  remains. 
Geriatrics,  post  operative  and  debilitat- 
ing disease,  osteoporosis.  DOSE:  One 
tablet  t i.d.  Female  patients  should  have 
a rest  period  5 to  7 days  after  21  days 
of  medication.  SIDE  EFFECTS:  In  the 
female,  excessive  dosage  may  produce 
virilizing  effects  of  most  androgens; 
hoarseness,  hirsutism,  enlarged  clitoris. 
Symptoms  can  be  avoided  by  keeping  the 
dosage  below  300  mg  of  testosterone 
per  month  CONTRA  INOICATfONS:  See 
Android.  Ethinyl  estradiol  is  not  to  be 
used  in  latent  malignancy  of  reproduc- 
tive organs  or  mammary  glands 


For  the  treatment  of  the  aging  patient 

Cerebro-Nicin 


capsules/elixir 


A Gentle  Cerebral  Stimulant  and  Vasodilator 


CEREBRO-NICIN'®'  New  double-blind  study*  shows  how 
effectively  senility  can  be  forestalled.  Four  times  as  many 
aging  patients  showed  striking  improvement. 

♦A  Double-Blind  Study  of  Cerebro-Nicin.  Therapy  for  the  Geriatric  Patient,  R.  Goldberg  Jrnl,.  of 
the  Amer.  Ger.  Soc.  June,  1964 


Available  in  a tasty  wine  base  elixir  and  capsules 

Each  Cerebro-Nicin  capsule  contains: 


Pentylenetetrazolc.  . 

Nicotinic  Acid 

Ascorbic  Acid 

Thiamine  HCl 

l-6lutamic  Acid 

Niacinamide 

Riboflavin 

Pyridoxine . . 


100  mg. 
1CX)  mg. 
1(X)  mg. 
25  mg. 
50  mg. 
5 mg. 

2 mg. 

3 mg. 


DOSAGE:  One  capsule  t.I.d.  or  as  prescribed  by  physician. 
AVAILABLE:  Bottles  of  100,  500,  1000  capsules. 

Also  elixir  8oz.  bottles. 


CONTRAINDICATIONS:  There  are  no  known  contraindications 
to  Pentylenetetrazole  although  caution  should  be  exercised  when 
treating  patients  with  a low  convulsive  threshold. 

Most  persons  experience  a flushing  or  tinaling  sensation  after 
taking  a higher  potency  niacin-containing  compound.  As  a sec- 
ondary reaction  some  will  complain  of  nausea  and  other  sensa- 
tions of  discomfort.  This  reaction  is  transient  and  is 
rarely  a cause  of  discontinuance  of  the  drug  if  the 
patient  is  forewarned  to  expect  the  reaction. 

IVr/fe  for  literature  and  samples... 

the  brown  pharmaceutical  CO. 
\2HlJ4iiliF2500W.6thSt.,Los  Angeles, Calif.  90057 
Write  for  Product  Catalog 
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illWl-pharmaceuticals  created  for  your  specialized  clinical  needs 


when  your  patients 
need  continuous  ; 
potassium 


offer  the  unique 
ehoiee  of  tangy  lime, 
delieious  orange 

KIYTE 

each  effervescent  tablet  contains  2.5  Gm.  potassium  bicarbonate 
(25  mEq.  elemental  potassium),  2.1  Gm.  citric  acid,  and  cyclamic  acid 

sparkling,  effervescent 


With  its  two  citrus  flavors,  K-Lyte  offers  really 
special  taste  appeal  to  assure  long-term  accep- 
tance . . . patients  will  take  the  K-Lyte  you 
prescribe. 

Patients  like  the  special  convenience  of  K-Lyte. 
Each  effervescent  tablet  dissolves  quickly  and 
completely  in  3 to  4 ounces  of  cold  water.  Just 
two  tablets  daily  provide  50  mEq.  of  elemental 
potassium  to  help  prevent  or  correct  potassium 
deficiency.  K-Lyte  is  absorbed  rapidly  — and 
avoids  any  potential  hazards  of  potassium 
chloride  tablets. 

to  guide  you  in  prescribing  K-Lyte: 

Composition:  Each  tablet  contains  potassium  bicarbon- 
ate (2.5  Gm.),  citric  acid  (2.1  Gm.),  cyclamic  acid,  arti- 
ficial flavor  and  color.  Contraindications:  When  renal 
function  is  impaired,  or  if  the  patient  has  Addison’s  dis- 
ease, potassium  supplementation  should  not  ordinarily 
be  instituted.  Precautions:  Should  not  be  used  in  patients 


with  low  urinary  output  unless  imder  the  supervision  of 
a physician.  In  established  hypokalemia,  attention  should 
be  directed  toward  correction  of  frequently  associated 
hypochloremic  alkalosis  and  other  potential  electrolyte 
disturbances.  Patients  should  be  directed  to  dissolve 
tablet  in  stated  amount  of  water  to  assure  against  gastro- 
intestinal injury  associated  with  the  oral  ingestion  of 
concentrated  potassium  salt  preparations.  Side  Effects: 
While  nausea  has  been  reported  in  an  occasional  patient, 
K-Lyte  produces  no  serious  side  effects  when  given  in 
recommended  doses  to  patients  with  normal  renal  func- 
tion and  urinary  output.  Potassium  intoxication  causes 
listlessness,  mental  confusion,  tingling  of  the  extremities 
and  other  symptoms  associated  with  a high  concentration 
of  potassium  in  the  serum.  Administration  and  Dosage: 
K-Lyte  effervescent  talrlets  must  be  dissolved  in  3 to  4 
ounces  of  water  before  taking.  .Adults:  1 tablet  2 to  4 
times  daily,  tlepending  on  the  requirements  of  the  pa- 
tient. Ttvo  tablets  (50  mEq.  of  elemental  potassium) 
supply  the  approximate  normal  adult  daily  requirement. 
How  Supplied:  Effervescent  tablets  — boxes  of  30  (orange 
or  lime). 
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HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 

Founded  1904 

A DIVISION  OF  T HE  DEPARTMENT  OF  PSYCHIATRY  OF  DUKE  UNIVERSITY 
Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  including 
individual  psychotherapy,  group  therapy,  psychodrama,  electro  convulsive  therapy,  Indoklon 
convulsive  therapy,  drugs,  social  service  work  with  families,  family  therapy,  and  an  extensive 
and  well  organized  activities  program,  including  occupational  therapy,  art  therapy,  music  therapy, 
athletic  activities  and  games,  recreational  activities  and  outings.  The  treatment  program  of  each 
patient  is  carefully  supervised  in  order  that  the  therapeutic  needs  of  each  patient  may  be 
realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on 
grounds.  The  School  Program  is  fully  integrated  into  the  hospital  treatment  program  and  is 
accredited  through  the  Asheville  School  System. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City  of 
Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

Charles  W.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 
Area  Code  704-254-3201 
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‘‘Prescribe  With  Confidence 


K AT  E S BROS. 

SCIENTIFIC  SHOE  FITTING 

A Shoe  and  Last  for  Every  Foot 


SOLD  ON  Rx  ONLY 

CORRECTIVE  FOOTWEAR  FOR  MEN  - WOMEN  - CHILDREN 
OUTFLAIR  SHOES  FOR  CLUB  FEET 


69  WESTWOOD  AVENUE 
WESTWOOD,  N.  J. 


350  MAIN  STREET 
HACKENSACK,  N.  J. 


Dennis  Brown  Splints  — In  all  sizes  — Carried  in  stock 
CUSTOM  SHOE  SHOP  ON  PREMISES 


The  concert  »as  just  iiiiclci'na;^, 
»hen  to  the  conductor ’s  dismay 
Cramps  and  diai’i'lica. 

Did  so  cpiickly  appear. 

The  maestro  no  longer  could  stay. 


Because  diarrhea  witli  cramping,  nausea,  and  painful  straining  can 
: at  the  most  inopportune  time,  it  takes  a comprehensive  agent  to  treat  the 
diarrheal  syndrome  and  help  get  the  patient  hack  on  the  job.  That’s  why 
any  physicians  rely  on  Donnagel,  especially  during  the  fall  and  winter 
hs  when  “flu”  and  viral  gastroenteritis  usually  hit  their  peak. 

Donnagel  is  much  more  than  just  a simple  kaolin-pectin  combination. 
>0  contains  the  belladonna  alkaloids  to  calm  GI  hypermotility  and  help 
'e  the  distressing  discomforts  which  so  often  accompany  diarrhea.  Certainly 
ess  expensive  and  more  convenient  than  taking  two  medications.  And  the 
;e  is  lower  too.  Availal)le  in  the  handy  4-oz.  plastic  bottle  at  pharmacies 
where  on  your  prescription  or  recommendation. 


jonna^cF 

fluid  ounce  contains:  Kaolin,  6 Cm.;  Pectin,  142.8  mg.;  Hyoscyamine  sulfate, 

7 mg.;  Atropine  sulfate,  0.0194  mg.;  Hyoscine  hydrobromide,  0.0065  mg.; 
im  benzoate  (preservative),  60  mg.;  Alcohol,  3.8%. 


A.  H.  Robins  Company,  1407  Cummings  Drive,  Richmond,  Va.  23220 


CLEAR 


THERE'S  A ROBITUSSIN  EOR  EVERY  COUGHING  NEED 


TRACT! 


All  the  Robitussins  contain  gylceryl 
guaiacolate,  an  outstanding  expec- 
torant agent  that  greatly  increases 
the  output  of  lower  respiratory  tract 
fluid.  Increased  RTF  volume  exerts  a 
demulcent  effect  on  the  tracheo- 
bronchial mucosa,  promotes  ciliary 
action,  and  makes  thick,  inspissated 
mucus  less  viscid  and  easierto  raise. 

For  coughs  of  colds  and  "flu" 
ROBITUSSIN® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate  . . 100.0  mg. 
Alcohol,  3.5% 

Non-narcotic  for  6-8  hr.  cough  control 
ROBITUSSIN-DM® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate  . . 100.0  mg. 
Dextromethorphan 
hydrobromide  ....  15.0  mg. 

Alcohol,  1 .4% 


For  unproductive  allergic  coughs 
ROBITUSSIN  A-C® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate  . . 100.0  mg. 
Pheniramine  maleate  . . 7.5  mg. 

Codeine  phosphate  . . . 10.0  mg. 

(warning:  may  be  habit  forming) 
Alcohoi,  3.5% 

Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 
ROBITUSSIN-PE® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate  . . 100.0  mg. 
Phenylephrine 

hydrochioride 10.0  mg. 

Alcohol,  1 .4% 

Robitussin-DM  in  solid 
form  for  "coughs  on  the  go" 

COUGH  CALMERS™ 

Each  Cough  Calmer  contains: 
Giyceryl  guaiacolate  . . 50.0  mg. 

Dextromethorphan 
hydrobromide  ....  7.5  mg. 


Use  this  handy  guide  to  pick  the  right  formuiation  for  each  coughing  need 


Expectorant 

Demulcent_ 


!^ough  Suppressant 
^ntihistamine 


-ong-Acting  (6-8  hours) 

^asal,  Sinus  Decongestant 
slon-narcotic 


Robitussin 

Robitussin-DM 

Robitussin  A-C 

Robitussin-PE 

Cough  Calmers 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 
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A.  H.  Robins  Company,  Richmond,  Va.  23220 


ORTHOPEDIST-NEUROLOGIST-PSYCHIATRIST 

Full  or  Part-Time  Staff  Physicians  needed  for 
Outpatient  Service  in  950-bed  hospital.  (Posi- 
tions presently  required  in  Outpatient  Clinic 
located  in  Newark,  N.  J.)  New  Jersey  College 
of  Medicine  affiliation;  Medical  License  in  any 
state  acceptable.  Salary  range  $18,531  to 
$24,093  per  annum  depending  on  qualifica- 
t;ons;  one  month  vacation  annually,  as 
well  as  sick  leave  and  insurance  benefits; 
good  retirement  program,  non-discrimina- 
tory  employment.  Contact  Hospital  Director, 
Veterans  Administration  Hospital,  East 
Orange,  N.  J.  07019  or  call  676-1000,  Ext. 
433. 

Needed 

Physician  for  Student  Health  Service. 
Easy  hours,  pleasant  work,  excellent 
fringe  benefits.  Equal  opportunity 
employer. 

Write:  Box  No.  151 

c/o  THE  JOURNAL 

CLINICAL  PSYCHIATRISTS 

"Openings  for  two  Clinical  Psychiatrists  at 
historic  Trenton  State  Hospital,  Trenton,  New 
Jersey.  Active  full  complement  Residency 
Training  Program  with  university  affiliations. 
Own  Neuropathology  and  Forensic  Depart- 
ment. Easy  access  to  New  York,  Philadelphia 
and  shore  areas.  Housing  and  other  excellent 
fringe  benefits.  Salary  up  to  $24,208,  de- 
pending on  qualifications.  Write:  M.  H.  Wein- 
berg, M.D.,  Medical  Director." 

PHYSICIAN  WANTED 

by  a Clinic  serving  industries  in  the 
North  Jersey  area.  Surgical  experience 
desired  but  not  essential.  Excellent 
benefits  and  working  conditions.  Clinic 
is  open  during  normal  work  hours  only. 
Send  resume.  Box  No.  152,  c/o  THE 
JOURNAL. 

INTERNIST  Or 
Experienced  GENERALIST 

Immediate  Opening  (Full  Time) 

Salary  To — $24,208  Depending  On  Qualifications 
N.  J.  License  Required 

EMERGENCY 

ROOM 

PHYSICIANS 

Civil  Service  Benefits: 

35  Hour  Work  Week 
Retirement  Benefits 
Paid  Annual  Vacation  & Sick  Leave 

IV2  Annual  Salary 
In  Paid  Life  Insurance 

Opportunities  For  Limited 
Private  Practice  If  Desired 

Apply  — Mr.  Dempsky 

N.  J.  State  Prison 
Trenton,  N.  J. 
Phone—  (609)  695-6281 

An  Equal  Opportunify  Employer 

Excellent  opportunity;  must  be  licensed  in 
State  of  New  Jersey,  to  join  in  physicians’ 
group  panel  to  staff  Emergency  Dept.,  400- 
bed  general  hospital  with  new  and  enlarged 
area  and  facilities  under  construction. 
Physicians  shall  bill  for  services  rendered 
with  the  hospital  doing  the  paper  work. 
Minimum  guaranteed  income  of  $35,000 
per  year.  All  income  from  physician’s  fees 
over  and  above  $35,000  shall  be  divided 
equally  among  panel  physicians.  Fast 
growing  community,  over  30,000  cases 
per  year  and  constantly  growing.  Excellent 
opportunity  awaits  for  qualified  physicians. 
Apply  DOVER  GENERAL  HOSPITAL,  Jardine 
St.,  Dover,  N.J.  07801,  attention  John 
Tyler,  M.D.,  Chief  of  Panel  Physicians, 
and/or  C.  T.  Barker,  Hospital  Director. 

KiA 


I HE  JOURNAL  OF  IMF  MEDICAL  SOCIF  I V OF  NEW  JERSE^ 


CLASSIFIED  ADVERTISEMENTS 


FOR  SALE— X-ray  unit  100  M-A,  100  K.  V.,  Good  con- 
dition. l ilt  table  all  accessories  included.  Phone  ((500) 
401-0010. 

OFFICE  TO  SHARE-Upper  Montclair.  Completely 
equipped;  air-conditioneci;  500  ina.  x-ray;  EKG;  etc. 
Phone  PI  4-3030. 


RENT— Fair  Lawn,  New  Jersey.  Choice  remaining  suite 
in  attractive  new  Medical  Arts  Building.  Furnished  to 
your  specifications.  Generous  on-site  policy.  Centrally 
located  with  open  staff  hospital  nearby.  Fifteen  minutes 
from  George  \V'ashington  Bridge.  Perfect  for  obste- 
trician. dermatologist,  KN'F,  psychiatrist.  Joachim 
Oppenheimer,  M.D.  11-20  Sadclle  River  Road,  Fair 
Lawn,  New  Jersey  07410.  (201)  796-9200. 


OPPORTUNITY  IN  DOVER-General  practitioner  or  spe- 
cialist needed  in  fast  growing  Morris  County  com- 
munity. New  professional  building,  prime  location. 
One  level  occupied  by  oral  surgery  office.  Will  build 
to  suit.  Ample  parking.  Dr.  Maurice  E.  Stevens,  63 
Bassett  Highway,  Dover,  New  Jersey  07801  or  phone 
FOxcroft  6-8050. 


HAS  DRINKING  BECOME  A PROBLEM?-If  alcohol  in 
any  way  interferes  with  your  work,  health,  or  family 
relations,  you  may  need  our  help.  The  Medical  Pro- 
fessional Group  of  -Alcoholics  Anonymous  meets  every 
Friday  in  North  Central  New  Jersey.  Out  aim  is  to 
help  the  alcoholic  physician  or  dentist  achieve  and 
maintain  sobriety.  Anonymity  preserved.  Call  201-242- 
1515. 


Informaflon  for  Advertisers — RATES:  $5.00  per  insertion  up  to  25  words;  10  cents  each  additional  word.  Payable  in 
advance.  WORD  COUNT:  Count  as  one  tvord  all  single  words,  two  initials  of  a name,  each  abbreviation,  isolated 
numbers,  groups  of  numbers,  hyphenated  words.  Count  name  and  address  as  five  words,  telephone  number  as  one 
word,  and  “Write  Box  No.  000,  c/o  THE  JOURNAL”  as  six  words.  COPY  DEADLINE:  Fifth  of  preceding  month. 


SUITES  AVAILABLE  for  medical  specialties  in 

in  heart  of  Brick 

Town,  one  of  the  fastest 

established  professional  building.  Join  the 

growing  communi 

ties  in  Ocean  County,  N.  J. 

dentists,  orthodontist,  optometrist  and  osteo- 

CONTACT: 

Frank  Angleton, 

path  already  practicing  successfully  there. 

20  Fernhill  Road 

Ample  parking,  readily  accessible  from  main 

Springfield,  N.  J.  07081 

arteries,  convenient  to  three  local  hospitals. 

Telephone  (201)  277-3367 

PHYSICIAN— For  acute  medical  surgical  office  practice 
in  as.sociation  with  growing  private  incorporated  full- 
service  group  in  suburban  North  Jersey.  40-hour  week 
Monday  to  Friday,  overtime  if  desired.  Starting  salary 
of  $25,000  leading  to  group  partnership.  Housing  avail- 
able. Write  Box  No.  146,  c/o  THE  JOURNAL. 

PEDIATRICIAN  AND  GENERAL  PRACTITIONER 
Urgently  needed  by  strictly  expense  sharing  group,  no 
jwints,  seniority,  etc.,  due  to  unexpected  and  abrupt 
loss  of  physician.  Instant  volume  practice,  unlimited 
income,  excellent  coverage,  open  staff  hospital,  fully 
equipped  and  stalled  40  room  modern  building  with 
lab,  x-ray  and  all  ancillary  personnel.  No  cash  outlay. 
Join  6 established  G.l’.’s  and  1 1 specialists.  We  believe 
our  financial  set-u])  is  unique  and  would  like  to  discuss 
it  personally.  Northern  New  Jersey  country  living,  yet 
short  drive  to  New  York,  Jersey  shore,  Pocono's.  Call 
collect,  (201)  584-4947. 

NEW  JERSEY  OPHTHALMOLOGIST-Board  certified  or 
eligible  associate  wanted  by  board  certified  o]ihthal- 
mologist,  must  have  N.J.  license,  age  42.  either  on  a 
part-time  or  full-time  basis,  in  .Sussex  County.  New 
Jersey— 55  miles  from  New  York  City.  Send  Resume  to 
Box  No.  158,  c/o  THE  JOURNAL. 

OPTOMETRIST— TVith  recent  experience  contact  lens 
fitting  and  refraction  for  ophthalmology,  seeks  position 
or  opportunity.  Write  Box  No.  155,  c/o  THE  JOUR- 
N.AL. 


PRACTICE  AVAILABLE  — Lucrative  pediatric  practice 
available  immediately  due  to  sudden  death.  Asbury 
Park,  New  Jersey.  (201)  774-5200. 


CONTEMPORARY  RANCH 

Award-winning  architectural  gem  on  wooded  lot  nestled 
against  mountain  reservation.  Glass  window-walls  wel- 
come the  sunshine  dancing  between  tall  old  trees. 
Heavy  fir  beams  accent  the  cathedral  ceiling,  spliced 
by  a free-standing  fireplace.  Maximum  living  with 
minimum  care  keynotes  the  unusual  interior  of  this 
unique  property  in  Maplewood. 

RAYMOND  CONNOLLY  CO. 
REALTORS 

60  Taylor  PI.,  So.  Orange,  N.J.  201-763-0405 


New  Medical  Professional  Building 

will  soon  be  erected  at  Intersection 
Clifton  and  Van  Hounton  Avenues  in 
Clifton,  New  Jersey.  Offices  will  be 
built  to  suit. 

Telephone  201-788-0700. 
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TB 
is  still 
around. 


In  1967  almost  45,000  new  active  cases  were 
reported.  Isn’t  that  a good  reason  to  make  tubercu* 
lin  testing  with  the  white  LEDERTINE''^  Applicator 
a routine  part  of  your  physical  examinations? 


TUBERCULIN 
TINE  TEST 

(Rosenthal)  with  Old  Tuberculin 


Precautions:  With  a positive  reaction,  consider  further 
diagnostic  procedures.  Use  with  caution  in  persons  with 
active  tuberculosis  or  known  allergy  to  acacia.  Vesicula* 
tion,  ulceration,  or  necrosis  may  occur  at  the  test  site  in 
highly  sensitive  persons. 


LEDERLE  LABORATORIES 


A Division  of  American  Cyanamid  Company,  Pearl  River,  N.Y. 

472:? 


FOR  A TRUE  EXTENSION  OF  HOSPITAL  CARE 

FULL-TIME  MEDICAL  STAFF: 

Henry  A.  Cromwell,  M.D.,  Medical  Director 
Diplomate,  Board  of  Internal  Medicine 
F.  Robert  Downey,  M.D. 

David  Eckstein,  M.D. 

24-HOUR  NURSING  SERVICE  90  BED  CENTER 

Department  of  Rehabilitation  staffed  by  3 Registered  Physical  Therapists,  with  each 
case  personally  supervised  by  consultant  in  physical  medicine.  Patients  may  remain 
under  care  of  their  private  physician. 

Near  all  area  hospitals.  Less  than  Va  mile  from  Exit  8,  N.  J.  Turnpike,  in  Hightstown. 

Certified  by  Medicare  for  in-patient  extended  care  and  out-patient  physical  therapy. 
Accredited  by  the  Joint  Commission  on  Accreditation.  Member  of  American  and  N.  J. 
Hospital  Associations. 

MEADOW  LAKES  EXTENDED  CARE  FACILITY 

P.O.  Box  702  — Etra  Road  — Hightstown,  N.  J.  08520 
Phone  (609)  448-4100 
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In  the  seconds  it 

tekes  to  read  this 

e 


narcotic  analgesic, 
antihistamine-antiemetic, 
potent  calmative, 
or  vasopressor 


TUBEX^ 

Sterile  Cartridge -Needle  Unit 


Wyeth  Laboratories 


Philadelphia,  Pa. 


When  disease  is  ruled  out 
and  psychic  tension  is  implicated 

\hlmill*  (diazepam) 

helps  relax  the  patient 
and  relieve  his  somatic  symptoms 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion: acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  adjunc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  b%’  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome,  con- 
vulsive disorders  (not  for  sole  therapy). 
Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convul- 
sive disorders,  possibility  of  increase  in  frequeney 
and/or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant  medica- 
tion; abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  in  frequency  and/ or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  have  occurred  following  abrupt  discon- 
tinuance. Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence.  In  pregnancy,  lactation 


or  women  of  childbearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed.  Usual  precautions  indicated  in  pa- 
tients severely  depressed,  or  with  latent  depression, 
or  with  suicidal  tendencies.  Observe  usual  precau- 
tions in  impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypo- 
tension, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred 
vision.  Paradoxical  reactions  such  as  acute  hx  perexcited 
states,  an.xiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation, 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaundice;  peri- 
odic blood  counts  and  liver  function  tests  advisable 
during  long-term  therapy. 


Roche 

I.MIOKA  rOlUKS 
Division  of  Iloffmann-La  Roche  Inc. 
Nutlcy.  New  Jersey  07110 


New  York  AcaJany  of  lleilclne 

2 East  103rd  Street 

New  York,  ”ew  Yotk  100^9 
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The  New  York  Academy  of  Medicine 


Due  in  WEEKS  unless  renewed 
Not  renewable  after  e weeks 
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